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What’s  new:  ambulatory  surgery 


Ovarian  carcinoma:  perspective  for  the  80s 
Lipid  pneumonia  with  diffuse  interstitial  infiltrates 
Neonatal  lethargy  due  to  isovaleric  acidemia  and  hyperammonemia 
Pseudomonas  vertebral  osteomyelitis  after  open  heart  surgery 


Thyroid  carcinoma  in  a pediatric  military  dependent  population 
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GENERAL  SURGERY 

Howard  L.  Smith,  M.D,  F.A.C.S. 
D R.  Swetland,  M.D,  F.A.C.S. 
INTERNAL  MEDICINE 
W F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W Hughes,  M.D 
ALLERGY 

S.  W.  Hughes,  M D 
TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D,  F.A.C.S. 
CARDIOLOGY 

W F.  McKinley,  Jr„  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 

* DENTISTRY  FOR  CHILDREN 

T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D  , F.A.C.R. 

* PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D,  F.A.C.S. 


* NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

* NEUROSURGERY 

Harry  W.  Slade,  M.D,  F.A.C.S. 

* DERMATOLOGY 

Maurice  C.  Barnes,  M.D,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W.  R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 
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Telephone  823-4151 


INTERNAL  MEDICINE 

Morris  E Magers,  M.D,  D.A.B.I.M. 

Charming  Woods.  M.D 

Richard  C Stone.  M D , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D,  D.A.B.I.M. 

David  S.  Sowell,  III,  M D,  D.A.B.I.M,  Cardiology 
Don  E.  Cheatum,  M.D,  D.A.B.I.M,  and  DAB  Rhu, 
F.A.C.P,  Rheumatology 
W.  Mark  Armstrong,  M.D,  D.A.B.I.M. 

Sam  W.  Waters  ' D. 

Steven  P Bowers,  M.D,  D.A.B.I.M. 

OBSTETRICS  AND  GYNECOLOGY 
John  B,  Miller,  III,  M.D,  D.A.B.O.G,  F.A.C.O.G 
Vernie  D.  Bodden,  M.D,  D.A.B.O.G,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P , F A A P 
P E Luecke,  Jr,  M.D,  D A B P,  FA  A P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 
George  P Fosmire,  M.D,  DABS,  F A C S 
Charles  W Coleman,  M.D,  D A B S 

UROLOGY 

Harry  M Spence,  M.D,  D A B U,  F.A.C.S. 

William  H Hoffman,  M.D,  D.A.B.U.,  F.A.C.S. 

Richard  B Dulany,  M.D,  D.A.B.D,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D,  D A B R 
James  B Evans,  M.D,  D A B R 

DERMATOLOGY 

William  N New,  M.D,  F.A.A.D,  F.A.C.P 
Constance  Shadwick,  M.D,  D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W.  Shuster,  M.D,  D A B O 

OPHTHALMOLOGY 

James  M Copps,  M.D,  D A B O 
R Roy  Whitaker,  M.D,  D A B O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G.  Kennon,  Administrator 
Russell  E.  McKee,  Controller 

DIRECTOR  OF  NURSING  SERVICE 
Mrs.  Connie  S.  McNamire,  R.N,  B S.N 

INACTIVE  STATUS 

Adam  D Green.  M.D,  Surgery 

B.  Celia  Slaughter,  M.D,  DAB  P , F.A.A.P 

John  B.  Bourland,  M.D,  D A.B.O.G. 
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flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.112 


Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 
During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971.  4.  Kales  A el  al:  JAMA  241: 1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
207:1039-1041,  Sep  15,  1978.  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4: 1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Gerialr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet 
ing  of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975  13.  Data  on  file,  Hoffmann-La  Roche  Inc 
Nutley,  NJ. 


Dalmane*  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e  g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SCOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debililated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights . 

•Seldom  produces  morning  hangover.3 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 4 s 


15-mg/30-mg  capsules 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


Copyright  © 1984  by  Roche  Products  Inc  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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TEXAS  MEDICINE 


EDITORIAL 


Dr  Reynolds,  editorial  committee  co-chairman,  dies 

Edward  S.  Reynolds,  Jr,  MD,  cochairman  of  Texas  Medi- 
cine’s Editorial  Committee,  died  Nov  12,  1983,  at  his  home  in 
Galveston. 

Dr  Reynolds,  55,  a member  of  the  Editorial  Committee 
since  1 979,  developed  the  concept  of  the  "What’s  New”  arti- 
cles in  Texas  Medicine  and  worked  with  prospective  authors 
to  develop  manuscripts  that  met  his  high  standards. 

He  was  professor  and  chairman  of  the  Department  of  Pa- 
thology at  The  University  of  Texas  Medical  Branch  at 
Galveston,  and  scientific  investigation  and  teaching  captured 
his  mind.  He  continually  sought  excellence  and  rarely  ac- 
cepted a manuscript  without  making  a few  notes — or  a few 
pages  of  notes — about  how  the  manuscript  could  be  clari- 
fied, especially  if  it  could  be  made  more  instructive. 

Dr  Reynolds  liked  to  help  young  people  investigate  and 
learn  about  their  world.  Whether  he  was  guiding  scouts  on 
nature  hikes  or  medical  students  in  their  quest  for  scientific 
knowledge,  he  wanted  discovery  to  be  a personal  achieve- 
ment and  source  of  joy. 

Since  September  he  had  reclaimed  his  own  share  of  the 
zest  of  being  a student  again;  on  sabbatical  leave  at  Yale 
University  he  was  studying  nuclear  magnetic  resonance 
imaging.  He  had  returned  to  Galveston  to  spend  a week  with 
his  family  and  to  attend  the  Paul  Brindley  Memorial  Pathol- 
ogy Lecture. 

Author  of  more  than  90  articles,  reviews,  and  book  chap- 
ters, Dr  Reynolds  was  a tactful  reviewer  who  maintained 
sensitivity  to  authors'  efforts  while  striving  to  meet  readers’ 
needs  and  maintain  overall  quality  in  scientific  material. 

Every  issue  of  Texas  Medicine  is  better  because  of  his 
guidance,  and  he  will  be  greatly  missed. 


Legal  aspects  of  ambulatory  surgery  considered 

If  a procedure  is  to  qualify  as  “ambulatory  surgery,”  the  pa- 
tient must  arrive  and  expect  to  be  discharged  on  the  same 
day.  Although  we  think  of  this  as  a fairly  new  concept,  Dr 
Tang  points  out  in  his  article  on  the  subject  on  page  39  that  in 
1909  almost  9,000  cases  were  done  at  the  Royal  Glasgow 
Hospital  for  Children  with  good  results. 

It  may  be  that  an  ambulatory  setting  will  be  developed  for 
many  surgical  procedures  formerly  considered  appropriate 
only  for  hospital  management,  but  I am  dubious  about  this. 
There  is  a tendency  even  now,  evident  among  some  of  the 
so-called  ambulatory  centers  institutions,  for  a patient  to  re- 
ceive specified  and  predetermined  laboratory  tests  such  as 
chest  x-rays,  a minimum  number  of  blood  tests,  and  uri- 
nalysis before  surgery  is  begun. 

The  era  of  defensive  medicine  is  still  with  us,  and  I have 
known  a few  patients  who  entered  a hospital  for  surgery  with 
the  thought  that  they  would  find  some  cause  for  complaint, 


threaten  to  sue,  and  thereby  acquire  enough  money  to  pay 
the  bills  and  finance  a short  vacation. 

Then,  too,  I do  not  believe  that  I could  pick  out  from  a group 
of  surgical  applicants  all  of  those  who  would  be  likely  to  have 
serious  postoperative  complications.  I could  spot  a few,  but 
since  I have  seen  patients  who  died  en  route  to  a doctor’s 
office  without  any  predictable  cause,  my  confidence  in  my 
ability  to  sort  the  problem-prone  from  the  problem-free  has 
suffered  considerably.  I am  uneasy  with  the  legal  twists  and 
turns,  and  feel  more  secure  in  a setting  where  there  are  re- 
sources immediately  available  to  deal  with  untoward  events. 

Ambulatory  surgery  may  indeed  serve  a useful  purpose, 
but  along  with  its  convenience  and  economy  we  also  must 
consider  its  legal  aspects. 

J.  Peyton  Barnes,  Sr,  MD 

1919  LaBranch,  Houston,  TX  77002. 


Cancer  Update  series  begins  in  this  issue 

With  this  issue  Texas  Medicine  introduces  a new  series, 
Cancer  Update,  the  purpose  of  which  is  to  provide  short,  suc- 
cinct articles  describing  new  information  in  the  cancer  field 
that  is  of  general  interest  to  practicing  physicians  in  Texas. 

Conceived  by  the  Texas  Medical  Association's  Committee 
on  Cancer,  the  series  is  being  developed  and  coordinated  by 
guest  editor  Joseph  T.  Painter,  MD.  Aside  from  his  position  as 
vice  president  for  planning  and  intramural  programs  at  M.D. 
Anderson  Hospital  and  Tumor  Institute  in  Houston,  Dr  Painter 
serves  on  Texas  Medicine’s  Editorial  Committee  and  is  chair- 
man of  the  Committee  on  Cancer. 

The  first  Cancer  Update,  “Ovarian  carcinoma:  perspective 
for  the  1 980s,”  by  Dudley  P.  Baker,  MD,  begins  on  page  35. 

Any  effort  such  as  the  Cancer  Update  series  owes  its  suc- 
cess to  many  people,  including  of  course  the  authors 
themselves.  Another  group  deserving  special  mention  are 
those  persons  who  have  agreed  to  help  identify  subject  spe- 
cialists and  who  are  contact  persons  in  their  institutions  or 
organizations. 

They  are  John  J.  Costanzi,  Jr,  MD,  The  University  of  Texas 
Medical  Branch,  Galveston;  A.C.  Cruz,  MD,  The  University  of 
Texas  Health  Science  Center,  San  Antonio;  Eugene  P. 
Frenkel,  MD,  The  University  of  Texas  Health  Science  Center, 
Dallas;  John  D.  Bonnet,  MD,  Scott  and  White  Clinic,  Temple; 
John  S.  Bagwell,  MD,  Texas  Society  of  Medical  Oncology, 
Dallas;  George  Brown,  MD,  American  College  of  Radiology, 
Austin;  Edwin  D.  Savlov,  MD,  Texas  Tech  University  School 
of  Medicine,  Amarillo;  Thomas  P.  Haynie,  III,  MD,  and  Emil  J. 
Freireich,  MD,  The  University  of  Texas  System  Cancer  Cen- 
ter, Houston;  Gerald  L.  Woolam,  MD,  Texas  Tech  University 
School  of  Medicine,  Lubbock;  Charles  Coltman,  MD,  South- 
west Oncology  Group,  San  Antonio;  and  all  members  of  the 
TMA  Committee  on  Cancer. 
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What  do  you  tell  patients  about  AIDS? 

Acquired  immune  deficiency  syndrome  is  a serious,  life- 
threatening  condition  the  etiology  of  which  is  not  completely 
understood.  There  are,  however,  enough  facts  known  about 
AIDS  to  warrant  an  evaluation  free  of  the  sensationalism  and 
opportunism  which  frequently  accompany  such  situations. 

These  facts  are  presented  in  order  to  provide  practicing 
physicians  with  general  guidelines  which  can  be  considered 
appropriate  in  view  of  our  present  knowledge  of  the  disease: 

1 . AIDS  is  primarily  a disease  of  homosexual  males  and 
intravenous  drug  abusers:  71  % of  the  cases  have  occurred  in 
the  former  and  1 7%  in  the  latter.  Most  of  the  remainder  have 
occurred  in  Haitians  (5%)  or  in  persons  in  intimate  contact 
with  AIDS  patients  or  with  someone  in  a high-risk  group. 

Most  of  the  21  infants  with  opportunistic  infections  and  unex- 
plained cellular  immunodeficiency  were  born  to  mothers  with 
AIDS  or  at  high  risk  of  contracting  AIDS.  Transmission  before 
birth  cannot  be  ruled  out,  and  there  is  no  proof  that  some  or 
all  of  these  infants  did  not  have  a previously  described  immu- 
nodeficiency syndrome  rather  than  AIDS. 

2.  There  is  no  proof  that  AIDS  has  been  transmitted 
through  casual  contact.  No  physician  or  nurse  has  contracted 
AIDS  through  professional  contact.  There  are  a handful  of 
cases  which  may  have  been  transmitted  through  the  use  of 
blood  products,  but  this  has  not  been  proven. 

3.  Immune  deficiency,  congenital  or  acquired,  is  not  a new 
condition  and  the  only  method  of  classifying  a case  of  AIDS 
is  by  the  exclusion  of  known  causes  and  epidemiological 
identification  of  the  patient  as  being  in  a high-risk  group. 

4.  AIDS  has  been  identified  in  increasing  numbers  since 
1979.  However,  there  is  no  proof  that  it  is  caused  by  a new 
etiologic  agent. 

5.  AIDS  is  clearly  associated  with  a lifestyle  involving  male 
homosexual  activities  and  chemical  abuse.  The  marked  in- 
crease in  those  activities,  especially  promiscuity,  in  recent 
years  is  sufficient  to  account  for  the  increasing  number  of 
cases.  The  repeated  challenge  and  abuse  of  the  immune 
system  with  alien  micro-organisms  and  chemicals  may  have 
an  important  role  in  causing  AIDS. 

6.  The  rate  of  increase  in  the  number  of  cases  of  AIDS  is 
steady;  1 ,1 28  cases  have  been  identified  and  reported  as  of 
March  3,  1 983.  By  Oct  31 , 2,640  cases  have  been  reported; 

1 ,092  people  have  died. 

7.  There  is  no  evidence  that  AIDS  requires  other  than 
the  normal  precautions  associated  with  managing  trans- 
missible diseases.  There  is  no  need  for  draconian  measures 
of  isolation  and  quarantine  beyond  those  used  for  other  com- 
municable diseases. 

8.  The  management  of  AIDS  involves  the  identification 
and  treatment  of  opportunistic  infections,  application  of  re- 
storative measures,  and  modification  of  lifestyle.  While 
homosexuality  by  itself  does  not  appear  to  bring  on  AIDS,  the 


promiscuity  and  indulgence  in  markedly  aberrant  sexual 
practices,  combined  with  chemical  and  drug  abuse,  which 
are  features  of  the  lifestyle  of  most  victims,  must  be  elimi- 
nated. Those  who  will  not  modify  their  lifestyle  must  be 
prepared  to  accept  the  risks. 

The  prospect  that  AIDS  may  be  transmitted  via  blood 
products  has  led  to  special  precautions  and  screening  proce- 
dures which  blood  banks  and  manufacturers  of  plasma  and 
other  blood  products  are  now  putting  into  effect. 

9.  The  prevention  of  AIDS  can  only  be  based  on  modifica- 
tions of  lifestyle. 

1 0.  It  is  the  duty  of  physicians  and  other  health  profes- 
sionals to  treat  AIDS  patients  and  to  counsel  them  and  others 
at  risk.  AIDS  victims  are  no  less  deserving  of  a physician's 
care  than  those  who  develop  lung  cancer  from  smoking, 
those  who  suffer  the  ravages  of  alcoholism,  or  those  who 
develop  disease  or  are  injured  because  of  improper  health 
practices  and  lifestyles. 

Jerome  H.  Greenberg,  MD 

Associate  Commissioner  for  Preventable  Diseases,  Texas  Department  of 

Health,  1 1 00  W 49th  St,  Austin, TX  78756. 
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The  Department  of  Surgery 
University  of  Texas  Health  Science  Center 
at  San  Antonio 
in  collaboration  with 

Western  Nutrition  Education  and  Cancer  Research  Foundation 
cordially  invite  you  to  attend 


NUTRITIONAL  SUPPORT 

RATIONALE  AND  APPLICATIONS 


A Free  Symposium  for 

Physicians,  Pharmacists,  Dietitians,  and  Nurses 


January  14,  1984 

The  University  of  Texas  Health  Science  Center 
Department  of  Surgery 
7703  Floyd  Curl  Drive 
San  Antonio,  Texas 


Faculty 


Richard  J.  Andrassy,  M.D. 

Associate  Professor  of  Surgery  and 
Pediatrics 

University  of  Texas  Health  Science  Center 
5an  Antonio,  Texas 

|.  Bradley  Aust,  M.D. 

Chairman  of  Department  of  Surgery 
University  of  Texas  Health  Science  Center 
San  Antonio,  Texas 

Henri  |oyeux,  M.D. 

Associate  Professor  of  Surgery 
Montpellier  University 
Montpellier,  France 

Mitchell  V.  Kaminski,  Jr.,  M.D. 

Clinical  Professor  of  Surgery 
Director  of  Surgical  Nutrition 
University  of  Health  Sciences 
Chicago  Medical  School 
Chicago,  Illinois 


David  Martin,  Pharm.D. 

Associate  Professor  of  Clinical  Pharmacy 
and  Clinical  Nutrition 
Mercer  University 
Atlanta,  Georgia 

Michael  Meguld,  M.D.,  Ph.D. 

Director,  Department  of  Clinical  Nutrition 

Senior  Surgeon 

City  of  Hope  Medical  Center 

Duarte,  California 

Carey  C.  Page,  M.D. 

Associate  Professor  of  Surgery 
University  of  Texas  Health  Science  Center 
San  Antonio,  Texas 

Claude  Sofcassol,  M.D. 

Dean,  School  of  Medicine 
Montpellier  University 
Montpellier,  France 


John  Wahren,  M.D.,  Ph.D. 

Karolinska  Institute 
Department  of  Clinical  Physiology 
Huddinge  University  Hospital 
Stockholm,  Sweden 

Ashe  Wahba,  P.D.R.Ph. 

Director  of  Medical  Education 
Western  Nutrition  Education  and  Research 
Foundation 

Adj.  Professor  of  Clinical  Pharmacy  and 
Clinical  Nutrition 
Mercer  University 
Atlanta,  Georgia 
Asst.  Clinical  Professor 
Department  of  Surgery 
University  of  Texas  Health  Science  Center 
San  Antonio,  Texas 


Seven  units  of  continuing  education  credits  for 
physicians,  pharmacists,  nurses  and  dietitians 
have  been  applied  for. 

Because  this  symposium  is  free,  there  are  a limited  number  of  seats. 
Please  R.S.V.P.  by  calling  (512)  691-7476  as  soon  as  possible. 


Sponsored  by 

Community  Alimentation  Services  Inc. 

7529  Reindeer  Trail  • San  Antonio,  Texas  78238  • (516)  680-3636 


SWAMPED  BY 
INSURANCE 
PROPOSALS . . . 


As  you  read  or  talk  about  insurance,  allow  your  salaried  staff  at  Association 
Headquarters  in  Austin  to  be  a part  of  answering  any  questions  regarding 
benefits,  costs  or  anything  concerning  the  Insurance  Program  of  the  Texas 
Medical  Association. 

ON  THE  SPOT,  CALL: 

FROM  HOUSTON:  FROM  AUSTIN:  ALL  OTHERS: 

DIAL  ONLY  224-5309  DIAL  ONLY  476-6551  1-800-252-9318 

Your  staff  will  discuss  pertinent  matters  with  you,  your  insurance  agent,  your 
attorney  or  financial  advisor  in  an  effort  to  serve  your  best  interests. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

LONG  TERM  DISABILITY  INCOME  • LIFE  • OFFICE  OVERHEAD  • MAJOR  MEDICAL  • PERSONAL  ACCIDENT 

Prudential 
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NEWS 


TMA  IN  ACTION 

Delegates  vote  to  freeze  fees, 
support  indemnity  concept 

Attracting  television  lights  and  cam- 
eras, the  Texas  Medical  Association’s 
House  of  Delegates  voted  in  November 
to  voluntarily  freeze  their  current  fees 
for  a one-year  period  beginning  Nov  1 8. 

The  action  was  prompted  by  a rec- 
ommendation from  President  Milton  V. 
Davis,  MD,  to  demonstrate  to  Congress 
that  Texas  physicians  are  indeed  se- 
rious about  cost  containment.  Dr  Davis 
said,  “We  can  make  significant  contri- 
butions toward  cost  containment  in  our 
own  practices  and  we  must  if  private 
practice  is  to  survive.” 

Addressing  the  House  of  Delegates, 
Dr  Davis  also  outlined  a plan  for  con- 
verting the  usual,  customary,  or 
reasonable  (UCR)  payment  method  to 
an  indemnity  reimbursement  concept 
for  physician  services  in  both  govern- 
ment and  private  third  party  payment 
programs.  The  House  of  Delegates 
asked  Dr  Davis  to  condense  his  posi- 
tion paper  so  as  to  represent  TMA  pol- 
icy, and  asked  the  TMA  Delegation  to 
the  AMA  to  work  toward  the  AMA 
House  of  Delegates’  adoption  of  the  in- 
demnity concept. 

A resolution  from  the  Bexar  County 


TMA  President  Milton  V.  Davis,  MD,  explains  the 
reasoning  behind  asking  physicians  to  freeze 
fees  for  one  year 


Delegation  noted  that  prospective  pay- 
ment using  DRGs — diagnostic  related 
groupings — is  an  unproven  cost  con- 
tainment measure.  The  resolution 
points  out  that  the  Department  of 
Health  and  Human  Services  could  sug- 
gest extending  this  method  of  payment 
to  physician  fees.  Delegates  voted  to 
continue  opposition  to  such  extension, 
or  to  the  application  of  DRGs  to  pay  for 
hospital  services  by  private  insurance 
carriers. 

Delegates  approved  a resolution  call- 
ing for  legislative  action  to  require  the 
Food  and  Drug  Administration  to  expe- 
dite its  evaluation  and  approval  of  drugs 
and  technology  including  Nd:  YAG 
lasers,  to  avoid  delays  and  withholding 
as  experimental  drugs  and  technology 
which  are  well  tested  by  use.  A similar 
resolution  will  be  presented  to  the  AMA. 

Delegates  indicated  commitment  to 
physician  peer  review  when  they  ap- 
proved a proposal  to  support  the  Texas 
Medical  Foundation  in  its  bid  for  the 
professional  review  organization  con- 
tract in  Texas.  The  Foundation 
estimates  it  will  need  approximately 
$297,000  to  achieve  that  goal. 

MEDICAL  EDUCATION 
Concern  about  physician  manpower 
and  distribution  in  the  state  led  dele- 


te House  of  Delegates  voted  to  support  a one- 
year  freeze  on  fees  during  the  interim  meeting  in 
November 


gates  to  approve  and  refer  to  the 
trustees  the  formation  of  an  Ad  Hoc 
Committee  on  Manpower  to  look  into 
manpower  issues  more  thoroughly. 

This  committee  will  report  back  to  the 
House  in  May  1984. 

HEALTH  FACILITIES 
Acknowledging  the  strains  placed  on 
medical  staffs  and  hospital  governing 
boards  with  the  passage  of  the  Tax  Eq- 
uity and  Fiscal  Responsibility  Act  of 
1 982  (TEFRA),  the  House  approved  a 
resolution  submitted  by  the  Bexar 
County  Delegation  concerning  their 
working  relationship.  The  resolution 
calls  for  the  TMA  and  AMA  to  petition 
the  Joint  Commission  on  Accreditation 
of  Hospitals  to  include  in  its  standards 
a provision  which  would  require  that 
hospital  medical  staff  bylaws,  when  for- 
mally approved  by  a hospital  governing 
board,  be  mutually  and  equally  binding 
on  both  the  governing  board  and  the 
medical  staff. 

PUBLIC  HEALTH  AND  SCIENTIFIC 
AFFAIRS 

The  House  of  Delegates,  responding  to 
continuing  public  concern  about  ac- 
quired immune  deficiency  syndrome 
(AIDS)  and  an  unjustified  fear  of  con- 
tracting AIDS  through  blood  donation 
and  transfusion,  adopted  the  following 
policy  statement: 

“Blood  donation  is  free  of  risk  of 
AIDS.  Receipt  of  blood  and  blood  prod- 
ucts appears  to  be  virtually  free  of  the 
risk  of  AIDS.  Directed  donations  do  not 
insure  safety  of  transfusion.” 

Delegates  also  supported  the  follow- 
ing recommendations  by  the  Committee 
on  School  Health  regarding  physical 
and  health  education:  Physical  educa- 
tion instruction  be  required  daily  in 
grades  K— 8;  a minimum  of  two  years 
(two  units)  in  grades  9-12;  and  having 
instruction  available  so  that  students 
may  take  an  additional  two  years  of 
physical  education  on  an  elective  basis. 
Organized  health  instruction  be  re- 
quired weekly  in  grades  K-6;  a 
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minimum  of  one  semester  be  required 
in  grades  7 or  8;  and  a minimum  of  one 
semester  in  grades  9-12,  with  further 
electives  available. 

By  1990,  every  Texas  public  school 
system  will  provide  health  education 
about  sexually  transmitted  diseases 
(STD)  as  a part  of  the  curriculum  no 
later  than  seventh  grade  if  the  approved 
objective  presented  by  the  Committee 
on  Sexually  Transmitted  Diseases  is 
fulfilled. 

Additionally,  TMA  will  work  to  ensure 
that  students  in  Texas’  medical  schools 
receive  adequate  training  in  sexually 
transmissible  diseases;  this  item  was 
referred  to  the  Council  on  Medical 
Education. 

The  House  of  Delegates  held  its  in- 
terim session  in  Austin,  Nov  17-18.  It 
will  meet  again  at  the  Annual  Session, 
May  9- 1 3, 1 984,  in  Fort  Worth. 

Upcoming  conference  focuses 
on  forces  changing  medicine 

Cost  awareness,  alternative  ap- 
proaches to  health  care  delivery,  risk 
management,  and  physicians’  involve- 
ment in  the  election  process  are  just 
four  of  the  topics  to  be  addressed 
February  4 at  the  Texas  Medical  Asso- 
ciation’s 1984  Leadership  Conference. 

Titled  “The  Transformation  of  Medi- 


William  S.  Hotchkiss,  MD,  vice  chairman  of  the 
AMA  Board  of  Trustees,  will  speak  on  health  care 
trends  in  February . 


cine,”  the  conference  features  Frank  J. 
Jirka,  Jr,  MD,  Berwyn,  III,  president  of 
the  American  Medical  Association;  Wil- 
liam S.  Hotchkiss,  MD,  Chesapeake, 

Va,  vice  chairman,  AMA  Board  of  Trust- 
ees; Lee  Ann  Elliott,  Washington,  DC, 
vice  chairwoman,  Federal  Election 
Commission;  and  James  W.  Walker, 
MD,  Jacksonville,  Fla,  president,  Pro- 
fessional Insurance  Management 
Company. 

In  addition,  the  day-long  conference 
will  offer  panel  discussions  and  in- 
depth  breakout  sessions  on  varying 
topics.  The  conference  will  take  place 
at  the  Hyatt  Regency  Hotel,  Austin,  and 
is  free  to  Association  members. 

In  conjunction  with  the  conference, 
TMA’s  boards,  councils,  and  commit- 
tees will  meet.  The  Medical  Student 
Section  has  invited  Roger  J.  Williams, 
PhD,  Clayton  Foundation  Biochemical 
Institute  at  The  University  of  Texas  at 
Austin,  to  speak  about  nutrition.  The 
Board  of  Councilors  will  sponsor  a two- 
part  program  designed  for  newly  elec- 
ted county  medical  society  officers.  The 
program  includes  a panel  discussion 
which  will  explore  the  myriad  acronyms 
impacting  on  medicine.  The  panel  topic 
is  titled,  “The  Changing  Professional 
Alphabet  for  Physicians.” 

Three  postgraduate  courses  will  be 


Frank  J . Jirka,  Jr,  MD,  AMA  president,  is  a fea- 
tured speaker  at  the  February  Leadership 
Conference. 


offered  as  part  of  the  1 984  Leadership 
Conference.  Basic  Cardiac  Life  Sup- 
port is  scheduled  Saturday,  Feb  4, 

1 pm-5pm;  Office  Gynecology  will  be  of- 
fered Sunday,  Feb  5,  8am-1pm; 
Pediatric  Respiratory  Problems  will  be 
presented  Sunday,  Feb  5,  8am-5pm. 

For  further  information,  look  for  a full 
conference  brochure  in  the  mail,  or 
contact  the  TMA  Communication  De- 
partment at  51 2-477-6704. 

Physicians  have  access 
to  computer  service 

Through  the  Texas  Medical  Association 
Memorial  Library,  Texas  physicians 
have  access  to  a computer-based 
medical  information  and  retrieval  ser- 
vice. Operated  by  the  GTE  Medical 
Information  Network  and  the  American 
Medical  Association,  the  service  is  de- 
signed to  provide  physicians  and  other 
health  care  professionals  with  state-of- 
the-art  medical  information  which  can 
be  retrieved  quickly  and  stored  conve- 
niently in  the  office  or  at  home. 

The  AMA-GTE  Telenet  Medical  Infor- 
mation Network  (MINET)  allows  users 
to  search  and  receive  data,  and  to 
send,  receive,  and  store  messages 
electronically.  MINET  supplies  physi- 
cians with  information  pertaining  to 
drugs,  diseases,  educational  meetings 
and  services,  medical  procedure 
coding  and  nomenclature,  and  socio- 
economic bibliographical  information. 
MINET  also  can  transmit  paperless  in- 
surance claims  to  Blue  Cross  and  Blue 
Shield  of  Texas. 

A new  service  has  been  added  to 
MINET  by  the  Massachusetts  General 
Hospital  and  Harvard  Medical  School. 
Called  MGH/CME,  individualized  self- 
paced  learning  experiences  based  on 
computer  simulated  patient  cases  are 
entered  into  the  computer  and  health 
care  professionals  are  able  to  assess  a 
case,  decide  on  treatment  and  preven- 
tive measures,  and  receive  confidential 
computer  feedback.  In  this  way,  hypo- 
thetical decisions  are  not  administered 
on  real  patients.  The  program  also  is  an 
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alternative  way  to  earn  Category  I CME 
credits. 

A popular  MINET  feature  has  been 
the  EMPIRES  Clinical  Literature  Infor- 
mation service.  Subscribers  can  locate 
recent  articles  and  peer-reviewed  pa- 
pers in  more  than  300  medical  and 
scientific  journals  worldwide.  Users  can 
search  for  an  article  by  using  the  name 
or  the  subject  of  the  article,  the  author's 
name,  or  a "search”  word.  When  the  ar- 
ticle is  found,  the  user  can  read  the 
abstract  and  decide  if  he  or  she  would 
like  a copy.  Full-text  reprints  can  be  or- 
dered through  the  AMA  or  through  the 
TMA  library. 

Another  valuable  service  has  been 
Med/Mail  which  allows  the  user  to  com- 
municate “on  line”  with  others  in  the 
medical  and  health  care  community. 
Subscribers  can  read,  send,  or  file  mes- 
sages electronically  anywhere  in  the 
world  24  hours  a day.  Med/Mail  also  is  a 
central  source  of  information  on  con- 
tinuing medical  education  activities  and 
AMA  meetings. 

TMA  is  serving  as  distributor  of 
MINET  in  Texas  and  will  review,  advise, 
and  assist  physicians  in  using  the  pro- 
gram. For  additional  information, 
contact  Betty  Afflerbach,  TMA  Library 
Director,  at  512-477-6704. 

TMA  practice  management 
workshops  begin  in  January 

Texas  Medical  Association  will  sponsor 
eight  of  its  popular  practice  manage- 
ment workshops  throughout  January, 
February,  and  March.  Establishing 
Yourself  in  Medical  Practice"  will  be  the 
theme  of  the  two-day  workshops  which 
are  geared  toward  physicians  who  have 
completed  their  first  year  of  residency 
training,  physicians  leaving  the  military, 
physicians  who  are  entering  solo  prac- 
tice for  the  first  time,  and  physicians 
who  are  becoming  responsible  for  the 
management  side  of  a practice. 

Many  important  aspects  of  managing 
a medical  practice  will  be  covered,  in- 
cluding selecting  personnel,  patient 
flow,  financing  a practice,  medical  rec- 


ords, financial  management  tech- 
niques, practice  setting  and  practice- 
building techiques,  and  the  economic 
and  legal  aspects  of  a medical  practice. 

Each  participant  will  be  given  a com- 
prehensive workbook  which  is  a 
permanent  practice  management  refer- 
ence work  and  includes  samples  of 
several  recommended  medical  office 
systems. 

Workshop  dates  are  Jan  1 7 and  1 8 in 
Lubbock;  Jan  1 9 and  20  in  Dallas;  Jan 
24  and  25  in  Houston;  Jan  26  and  27  in 
Austin;  Feb  1 4 and  1 5 in  Galveston; 

Feb  1 6 and  1 7 in  San  Antonio;  March  6 
and  7 in  Houston;  and  March  8 and  9 in 
Fort  Worth. 

Workshop  fees  are  $1 00  for  mem- 
bers and  $120  for  non-members  and 
include  workbooks  and  lunch  for  the 
two  days.  Spouses  of  physicians  may 
attend  free.  Enrollment  is  limited  and 
participants  are  encouraged  to  register 
early.  For  further  information,  contact 
Alice  Swaim  at  512-477-6704. 

Physicians  invited  to  enter 
scientific  exhibit  at  Fort  Worth 

More  than  200  technical  and  scientific 
exhibits  will  be  on  display  in  the  Tarrant 
County  Convention  Center  during  the 
1984  Annual  Session,  May  9-13  in 
Fort  Worth.  Physicians  are  encouraged 
to  enter  a scientific  exhibit. 

Exhibits  are  classified  into  four 
groups:  Group  l-scientific  exhibits  with- 
out a grant  or  assistance;  Group  II- 
scientific  exhibits  with  grant  or  assis- 
tance from  a university,  hospital, 
government  agency,  or  non-profit  orga- 
nization; Group  III-  scientific  exhibits 
with  a grant  or  assistance  from  a phar- 
maceutical or  other  commercial 
enterprise;  and  Group  IV-allied  medical 
exhibit  of  educational  and  promotional 
nature. 

Three  awards  are  given  in  each 
group.  In  addition,  Mission  Pharmacal 
Company  of  San  Antonio  will  provide  a 
$250  cash  award  for  the  Aesculapius 
Award.  This  award  is  given  for  the  out- 
standing exhibit  presented  by  a Texas 


physician  or  group  of  physicians.  Ex- 
hibits are  judged  on  the  basis  of  clarity, 
effectiveness,  personal  presentation, 
contribution  to  basic  knowledge,  practi- 
cal value,  and  originality. 

Award  recipients  will  be  recognized 
at  the  Association’s  General  Meeting 
Luncheon  Friday,  May  1 1 . 

For  information  and  application,  con- 
tact Dale  R.  Werner,  TMA  Exhibits 
Manager,  1801  N Lamar  Blvd,  Austin, 
TX  78701 , or  call  512-477-6704,  ext 
165. 

Texas  Delegation  selects 
candidate  for  AMA  post 

The  Texas  Delegation  to  the  American 
Medical  Association  has  nominated 
Joseph  T.  Painter,  MD,  of  Houston  as  a 
candidate  for  election  to  the  AMA 
Board  of  Trustees. 

Within  AMA,  Dr  Painter  currently 
serves  on  the  Council  on  Long  Range 
Planning  and  Development,  and 
chaired  this  council  from  1979-81 . He 
chairs  Work  Group  Six,  Payment  for 
Service,  Health  Policy  Agenda  for  the 
American  People.  He  has  served  as  an 
AMA  delegate  of  the  Section  on  In- 
ternal Medicine,  and  currently  is  a 
member  of  the  Texas  Delegation  to 
AMA. 

Within  TMA,  Dr  Painter  served  on  the 
Executive  Board,  1973-82.  He  chaired 


The  Texas  Delegation  voted  to  nominate  Joseph 
T.  Painter,  MD,  for  an  AMA  spot . 
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the  Council  on  Tax  Financed  Health 
Care  Programs,  1 971  -74;  he  chairs 
the  Committee  on  Cancer,  is  a member 
of  the  Editorial  Committee  of  Texas 
Medicine,  and  is  a member  of  the  Com- 
mittee on  Long  Range  Planning. 

He  has  been  active  in  other  medical 
organzations  as  well.  He  served  as 
president  of  the  American  Society  of  In- 
ternal Medicine,  1979-71 ; president  of 
the  Texas  Society  of  Internal  Medicine, 
1965;  president  of  the  Texas  Medical 
Foundation,  1973-75;  and  president  of 
the  Texas  Institute  for  Medical  Assess- 
ment, 1974-78. 

He  is  professor  of  internal  medicine 
at  The  University  of  Texas  Medical 
School  at  Houston,  and  professor  of 
medicine  at  UT  System  Cancer  Center, 
M.D.  Anderson  Hospital  and  Tumor  In- 
stitute. His  present  position  is  vice 
president  for  Planning  and  Extramural 
Programs,  director  for  Interagency 
Center  for  Cancer  Prevention  and  Con- 
trol, and  director  of  International 
Programs,  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor 
Institute. 

TMA  withdraws  sponsorship 
of  members’  retirement  trust 

In  November,  the  Texas  Medical  Asso- 
ciation House  of  Delegates  voted  to 
withdraw  sponsorship  of  its  15-year-old 


Members’  Retirement  Trust  (MRT)  with 
Mercantile  Bank.  The  action  was  based 
on  a recommendation  by  the  Council 
on  Member  Services. 

The  Members'  Retirement  Trust  has 
undergone  considerable  study  since 
the  Tax  Equity  and  Fiscal  Responsibility 
Act  (TEFRA)  was  enacted  in  late  1982. 
Because  of  provisions  within  TEFRA, 
the  current  plan  could  not  provide  op- 
portunities for  continued  participation 
by  members  without  legal  amendment. 
This  factor,  as  well  as  the  plethora  of 
retirement  vehicles  now  offered  state- 
wide at  equal  or  lower  cost,  and  recent 
notice  by  Mercantile  Bank  of  its  intent  to 
resign  as  trustee  of  the  plan,  prompted 
the  Council  to  recommend  withdrawal 
of  sponsorship. 

TMA  staff  and  legal  counsel  met  with 
Mercantile  Bank  representatives  to 
evaluate  the  legal  and  ethical  steps  re- 
quired for  sponsorship  withdrawal. 
Mercantile  Bank  has  agreed  to  serve  as 
trustee  until  Dec  31 , 1 984,  the  natural 
termination  point  for  the  current  plan. 

American  National  Bank  in  Austin  will 
work  with  TMA  staff  to  assist  TMA-MRT 
participants  in  a smooth  transition  from 
the  current  plan  to  new  trustees  on  an 
individual  basis  and  within  the  legal 
confines  required. 

Should  participants  not  take  action 
by  Dec  31 , 1 984,  transfer  from  TMA- 


MRT  would  occur  automatically  to  a 
qualified  plan  administered  by  Ameri- 
can National  Bank. 

Physician  placement  service 
will  cost  non-members 

Effective  this  month,  non-member  phy- 
sicians will  be  charged  an  annual  $25 
subscription  rate  to  use  the  TMA  Physi- 
cian Placement  Service.  Non-member 
physicians,  hospitals,  and  community 
contacts  who  use  the  service  to  attract 
doctors  also  will  be  charged  a $25  an- 
nual fee.  The  service  will  remain  free  of 
charge  to  TMA  members. 

The  subscription  fee  entitles  par- 
ticipating physicians  to  be  listed  in  and 
to  automatically  receive  the  appropriate 
bi-monthly  bulletin. 

The  bulletins  are  “Opportunities  for 
Practice  in  Texas,”  for  physicians  seek- 
ing location  in  Texas,  “Physicians 
seeking  locations  in  Texas  (with  a cur- 
rent Texas  license),”  and  "Physicians 
seeking  locations  in  Texas  (without  a 
current  Texas  license).” 

The  price  increase  was  voted  in  by 
the  TMA  Board  of  Trustees  in  an  effort 
to  enhance  TMA  membership  and  to  of- 
fer members  advantages  over  non- 
members. 

For  further  information,  contact 
Mildred  Bell,  Coordinator  of  the  TMA 
Physician  Placement  Service,  1801  N 
Lamar,  Austin,  TX  78701 . 

Texas  businesses  preview 
cost  containment  video 

Taking  an  offensive  attack  on  health 
care  costs,  the  Texas  Medical  Associa- 
tion has  produced  a video  program 
which  explains  in  layman’s  terms  how 
consumers  can  best  use  the  health  care 
system  and  help  reduce  medical  costs. 

“Taking  Charge— a program  on  con- 
taining the  cost  of  medical  care"  is  a 
direct  result  of  discussions  between 
Texas  physicians  and  representatives 
of  business.  The  Medicine/Business 
Forum,  initiated  by  former  TMA  presi- 
dent Ruth  M.  Bain,  MD,  Austin,  in  1982, 
provided  the  impetus  for  physicians  to 
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. TIRR 

is  Caring 


Southwest’s  center  for  comprehensive 
rehabilitative  care. 

At  TIRR  we  help  people  with  severe  disabilities 
return  to  useful  and  satisfying  lives.  An  early  referral  to 
TIRR  can  improve  the  patient’s  outcome,  and  our 
specialized  treatment  facility  in  the  heart  of  the  Texas 
Medical  Center  provides  services  and  programs  that  are 
unique  in  rehabilitative  care.  But  more  importantly, 
TIRR’s  physicians  and  professional  staff  really  care. 
Comprehensive  programs  of  the  hospital  include: 

• Texas  Regional  Spinal  Cord  Injury  Center 

• Houston  Center  for  Amputee  Services 

• Respiratory  Center 

• Head  Injury  Program 

• Stroke  Program 

• Programs  for  neuromuscular  illness  or  injury,  birth 
defects  and  other  mobility  limiting  conditions. 

• Community  Living  Skills  Services 

• Outpatient  Services 

TIRR 

The  Institute  for  Rehabilitation  and  Research 

1333  Moursund  • Houston,  Texas  77030  • (713)  797-1440 


You’re  A Doctor, 

Not  A Businessman . . . Right? 

Wrong!!! 

Today,  more  than  ever,  doctors  are  seeking  new  ways 
of  managing  their  business  practice.  Rising  operat- 
ing costs  and  the  rapidly  changing  health  care  indus- 
try demand  office  efficiency  and  quicker  access  to 
important  patient  information.  Physicians  want  total 
control  of  their  cash  flow  and  confidential  informa- 
tion rather  than  being  forced  to  send  patient  data  out 
of  office  to  be  processed.  Many  doctors  have  found 
the  solution  with  MDsystem,  a total  medical  office 
automation  system.  With  MDsystem,  you  own  your 
own  microcomputer,  your  staff  is  completely  trained, 
and  nothing  is  sent  out  of  your  office  for  processing. 

Complete  Office 
Automation 
For  Under  $10,000! 

(Including  a microcomputer  like  the  popular  IBM  XT) 


*Patient  Records 
Maintenance 

*Patient  Billing 
*Quick  Charts 
*Hospital  Rounds 

*Appointment 


*Diagnosis  and  Procedure 
Statistical  Reporting 

insurance  Processing 
*Accounts  Receivable 
*Reports  Generation 
Calendar  Available 


For  more  information  concerning  MDsystem  call 
Logos  Microsystems  today.  MDsystem  . . . Vital 
Support  for  the  Business  of  Medicine. 


Logos  Microsystems 

a division  of  Logos  Management  Company 
6565  W.  Loop  South,  Suite  520 
Houston  (Bellaire),  Texas  77401 

(713)  661-1114 
(800)  231-0709 
in  Texas  (800)  392-5374 

IBM  XT  is  a trademark  of  International  Business  Machines.  MDsystem 
software  alone  also  available  and  will  run  on  other  microcomputers,  please 
call  for  details. 
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take  a leading  role  in  addressing  this 
issue.  The  program  has  three  compo- 
nents: (a)  an  80-minute  videotape;  (b)  a 
supplemental  informational  brochure; 
and  (c)  the  American  Medical  Associa- 
tion Family  Medical  Guide. 

In  early  November,  some  35  repre- 
sentatives of  the  Texas  business 
community  previewed  the  program. 
This  preview  was  the  program’s  test 
flight  before  being  made  available  to 
businesses  to  share  with  their  em- 
ployees, as  well  as  to  physicians  and 
county  medical  societies. 

Initial  reactions  to  the  program  were 
positive.  Jerre  Yoder,  Fort  Worth, 
manager  of  employee  services  at  Gen- 
eral Dynamics  Corporation,  said  he 
would  be  interested  in  using  portions  of 
the  in-depth  program  in  his  company’s 
new  employee  orientation  program,  as 
well  as  in  labor  negotiations. 

Other  businessmen  expressed  inter- 
est in  showing  the  program  during 
employees’  lunch  periods,  or  after 
working  hours  when  families  also  could 
participate. 

The  video  program  is  broken  into  four 
separate  segments.  Part  I,  “Medical 
Care  Today:  Who’s  Paying,”  provides 
an  overview  of  health  economics  and 
how  health  expenses  currently  are  paid 
in  the  third-party  payment  system.  Jim 
Bob  Brame,  MD,  of  Eldorado  is  moder- 
ator. Part  II,  “Using  the  System  Wisely,” 
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encourages  the  use  of  outpatient  care. 
This  segment  also  addresses  nursing 
home  costs  and  the  downside  of  defen- 
sive medicine,  and  stresses  physicians’ 
cognitive  services.  Milton  V.  Davis,  MD, 
Dallas,  and  Sam  A.  Nixon,  MD, 
Houston,  narrate  this  portion. 

“You’re  in  Charge  Here,"  the  third 
segment  of  the  program,  illustrates  the 
advantages  of  having  a primary  physi- 
cian and  speaks  of  the  benefits  gained 
from  second  opinions.  It  stresses  the 
consumer’s  responsibility  in  wellness 
programs  and  recommends  two  books 
on  symptom  analysis  and  self-care.  Dr 
Bain  and  William  Ross,  MD,  Dallas, 
moderate  this  portion. 

Edward  McClusky,  MD,  Tyler,  who 
wrote  the  script,  summarizes  the  pro- 
gram in  a final  segment,  “Staying 
Healthy,”  which  focuses  on  preventive 
care. 

The  program  is  intended  to  help  re- 
duce health  costs  by  educating 
consumers  about  efficient  use  of  the 
health  care  system.  In  the  workplace, 
anticipated  benefits  include  a reduction 
in  sick  leave  time  and  wiser  use  of  the 
existing  system. 

Organizations  and  businesses  wish- 
ing to  view  the  program  once  may  do  so 
at  no  charge.  Arrangements  for  viewing 
may  be  made  either  through  the  Texas 
Medical  Association  or  local  county 
medical  societies.  The  program  also  is 
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available  for  sale  for  businesses  to 
have  on  hand  for  their  employees. 
Single  purchase  price  is  $75;  a $375 
purchase  price  would  include  single 
package  and  duplicating  privileges  of 
the  program  package  contents. 

For  further  details,  contact  John  Boff, 
Texas  Medical  Association,  1905  N 
Lamar  Blvd,  Austin,  TX  78705,  or  call 
512-477-6704,  ext  260. 

TMA  workshop  gears  physicians 
and  spouses  for  retirement 

A TMA-sponsored  pre-retirement  work- 
shop held  in  November  was  attended 
by  39  physicians  and  their  spouses. 
Since  retirement  affects  the  couple  as  a 
whole,  “Gearing  Up  for  Retirement” 
emphasized  the  concept  that  both  the 
husband  and  the  wife  are  needed  for 
the  successful  planning  of  a medical 
practice  close-out. 

Financial,  psychological,  and  voca- 
tional issues  were  discussed,  including 
the  arrangement  of  personal  affairs, 
possible  post-retirement  activities  and 
employment  options,  asset  evaluation, 
tax  matters,  equipment  disposal  and  re- 
sale, bookkeeping,  and  employee 
considerations. 

Workshop  faculty  included  Karen 
Zupko,  director  of  the  American  Medi- 
cal Association’s  department  of 
practice  management,  John  W.  Peavy, 
III,  professor  of  finance  at  Southern 
Methodist  University,  and  Donald  P. 
“Rocky”  Wilcox,  TMA  general  counsel. 

Mr  Wilcox  addressed  unique-to- 
Texas  retirement  situations  including 
retention,  storage,  and  release  laws; 
agency  notification;  practice  appraisal; 
restrictive  covenants;  and  the  financial 
differences  between  closing  out  a rural 
and  an  urban  practice  in  Texas. 

The  retirement  planning  seminar  will 
be  an  annual  event.  Dates  and  loca- 
tions of  all  workshops  will  be  listed  in 
the  1 984  Workshop  Calendar  which  will 
be  issued  to  TMA  members  in  January. 
For  further  information,  contact  Alice 
Swaim,  TMA  workshop  supervisor,  at 
512-477-6704. 

TEXAS  MEDICINE 


HEALTH  LINE 

Schedule  II  prescription  use 
falls  as  result  of  program 

The  number  of  prescriptions  issued  for 
Schedule  II  drugs  in  Texas  dropped 
48%  in  1 982,  partly  as  a result  of  legis- 
lation that  became  effective  Jan  1 of 
that  year.  The  Texas  Legislature  had 
passed  a law  mandating  prescriptions 
for  Schedule  II  drugs  be  written  in  tripli- 
cate— one  for  the  physician,  one  for  the 
pharmacist,  and  one  for  the  Texas  De- 
partment of  Public  Safety  (DPS) — in  an 
effort  to  reduce  diversion  of  narcotics  to 
street  use. 

B.C.  Lyon,  captain,  DPS  Narcotics 
Service,  said  of  the  program,  “We’ve 
had  tremendous  results  in  getting  infor- 
mation about  narcotic  prescriptions 
within  a day  or  two  through  the  pro- 
gram. In  the  past,  it  would  have  taken 
weeks  or  months  for  investigators  to 
manually  pull  this  information  from 
; pharmacies. 

One  result  of  receiving  information 
more  quickly  is  a higher  number  of 
prosecutions  against  individuals  who 
are  diverting  narcotics  to  street  use. 
Capt  Lyon  said,  “In  all  of  the  cases 
where  we’ve  gone  to  court,  the  defen- 
dents  have  either  been  found  guilty  or 
pled  guilty."  In  the  one  and  one  half 
years  that  the  program  has  been  in 
effect,  seven  individuals  have  been 
prosecuted.  This  compares  favorably  to 
1980-81  before  the  legislative  man- 
date; there  were  three  prosecutions 
during  a two-year  period. 

Capt  Lyon  added,  “This  doesn’t  in- 
clude those  individuals  that  the  Board 
of  Medical  Examiners  has  been 
investigating.” 

Turning  to  the  logistics  of  compiying 
with  the  triplicate  prescription  program, 
Capt  Lyon  noted  two  areas  of  continu- 
ing concern  to  DPS.  One  is  physician 
handwriting  on  the  prescriptions.  "We 
can’t  read  the  prescriptions  to  record 
the  information  into  the  system,”  he 
said.  "This  means  we  have  to  send 
them  back  to  the  physician.  Oftentimes 


physicians  don’t  fill  out  the  form  with  the 
patient’s  full  name  and  address.” 

A second  concern,  he  noted,  is  that 
physicians  are  not  more  careful  with  the 
Schedule  II  prescription  pads.  “We  get 
a lot  of  stolen  or  lost  prescriptions,” 
Capt  Lyon  said.  This  comes  from 
physicians  who  leave  the  triplicate  pre- 
scriptions in  their  examining  rooms. 

“We  have  received  some  600  prescrip- 
tions that  have  been  stolen  and  filled  by 
the  pharmacy;  4,174  have  been  re- 
ported lost.” 

The  DPS  suggests  that  physicians 
treat  the  prescription  pads  as  a per- 
sonal checkbook:  keeping  the  pad  in 
their  pockets  or  inside  a file  cabinet. 

AMA  develops  model 
to  slow  drug  diversion 

Medical  societies  across  the  country 
are  working  to  pinpoint  sources  of  drug 
diversion  in  their  states.  Working  with 
the  societies,  the  American  Medical 
Association  has  developed  a model  for 
identifying  “script  doctors.”  The  model 
has  been  endorsed  by  the  Florida 
Medical  Association,  Massachusetts 
Medical  Society,  and  the  Michigan 
Medical  Society.  Texas  instituted  its 
own  triplicate  prescription  program  to 
focus  on  Schedule  II  drug  use  in  Janu- 
ary 1982  (see  related  story). 

According  to  an  AMA  report,  federal 
data  show  that  prescribable  drugs  are 
involved  in  almost  60%  of  all  drug- 
related  emergency  room  visits  and  70% 
of  all  drug-related  deaths.  Some  of 
these  are  channeled  into  illicit  use 
through  diversion  and  theft  at  the 
wholesale  level  or  are  illegally  man- 
ufactured or  imported;  however,  the 
majority  (80-90%)  reach  the  street 
through  diversion  from  individual  practi- 
tioners, retail  pharmacies,  and 
hospitals. 

Acting  on  recommendations  of  the 
AMA  Council  on  Scientific  Affairs,  the 
AMA  has  developed  a model  program 
called  PADS — Prescription  Abuse  Drug 
Synthesis — which  identifies  potential 
“script  doctors”  by  name,  address,  and 


registration  number.  The  AMA  is  offer- 
ing the  PADS  model  to  state  officials  at 
no  charge  and  will  assist  in  implement- 
ing the  program. 

More  information  about  the  PADS 
program  may  be  obtained  by  contacting 
Bonnie  B.  Wilford,  Health  and  Human 
Behavior  Program,  AMA,  535  North 
Dearborn  St,  Chicago,  IL  60610. 

Computer-generated  courses 
provide  new  means  of  CME 

Physicians  interested  in  staying  current 
in  their  specialty  now  have  a new  ave- 
nue for  learning  with  computer- 
generated self-assessment  courses 
using  the  AMA/NET,  the  nationwide 
telecommunications  network  of  the 
American  Medical  Association. 

This  new  avenue  consists  of  20  plus 
modules  or  courses  in  subjects  as 
diverse  as  abdominal  pain  and 
meningitis,  coma  and  cardiopulmonary 
resuscitation.  The  courses  carry  con- 
tinuing medical  education  credits 
toward  the  AMA  Physician  Recognition 
Award.  Using  a personal  terminal,  phy- 
sicians may  test  their  clinical  skills  in 
simulated  patient  encounters. 

The  computer  automatically  guides 
the  physician  through  clinical  problems, 
critiques  his  performance,  and  sug- 
gests alternative  approaches  he  might 
have  used.  If  the  physician  disagrees, 
he  can  interrupt  the  course  at  any  time 
to  send  a question  or  comment  through 
a built-in  electronic  mail  system.  One 
day  later,  he  can  turn  on  his  computer 
terminal,  access  his  mail,  and  read  a re- 
sponse from  a physician. 

The  computer-generated  self- 
assessment  courses  originally  were  de- 
veloped for  Harvard  Medical  School. 
Simulated  patient  encounters  were  de- 
veloped by  G.  Octo  Barnett,  MD, 
director  of  the  Laboratory  of  Computer 
Science,  Massachusetts  General  Hos- 
pital, Boston. 

The  charge  for  connecting  to  MGH/ 
CME  is  $25  per  hour  between  7am- 
6pm  Monday  through  Friday  and  $21 
an  hour  at  all  other  times.  A physician 
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How  do  you  earn 
a patient’s  trust? 

By  your  integrity,  service 
and  professionalism. 

Those  same  qualities  have 
earned  API  the  trust  of 
the  doctors  it  insures 
against  malpractice  claims. 

Call  API  and  put  your 
mind  at  ease! 


api 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  ONLY  TEXAS/ARKANSAS  INSURANCE  COMPANY  OWNED  BY  THE  PHYSICIANS  IT  INSURES 

2505  TURTLE  CREEK  BLVD  • DALLAS,  TEXAS  75219  • IN  DALLAS  PHONE  559-4800 
CALL  TOLL  FREE:  IN  TEXAS  1 (800)  442-0939  • IN  ARKANSAS  1 (800)  527-1414 


j who  wishes  a CME  certificate  from  Har- 
vard must  register  as  a CME  user  and 
pay  a registration  fee  of  $50  per  calen- 
dar year.  For  further  information,  con- 
tact GTE  Telenet  Medical  Information 
Network  (MINET)  at  703-442-2500. 

Use  of  airbags  in  cars 
gaining  momentum  in  US 

Car  crashes  are  the  leading  killers  of 
children,  teenagers,  and  adults  under 
the  age  of  34  in  the  United  States.  More 
than  50,000  lives  are  lost  yearly  on  US 
highways.  The  National  Highway 
Transportation  Safety  Administration 
(NHTSA)  estimates  that  if  airbags  were 
used,  up  to  9,000  of  those  lives  could 
be  saved  and  more  than  3.5  million  inju- 
ries prevented. 

Although  no  United  States  car  com- 
pany has  yet  announced  plans  for  the 
installation  of  airbags  as  a standard 
safety  feature,  some  automobile  com- 
panies are  offering  consumers  the 
option. 

This  past  fall,  Mercedes-Benz  offered 
American  consumers  the  option  of 
airbags  on  the  driver’s  side  of  six  Mer- 
cedes model  lines.  While  BMW  and 
Volkswagen  are  considering  airbags, 
Honda  has  already  shown  prototype 
cars  which  are  airbag-equipped. 

Insurance  companies  also  are  enter- 
ing the  picture.  Robert  McDermott, 
chief  executive  officer  of  The  American 
Association  for  Automotive  Medicine, 
has  announced  that  his  company  will 
replace  its  San  Antonio  fleet  of 
1 50  company  cars  with  new  airbag- 
equipped  Ford  Tempos.  “It  is  my  hope 
that  other  companies  across  the  coun- 
try— insurance  and  otherwise — 
which  have  large  fleets  of  cars  will  also 
sit  down  with  Ford  and  equip  them- 
selves with  these  new  cars,"  said  Mr. 
McDermott  at  the  27th  Annual  Con- 
ference of  American  Association  for 
Automotive  Medicine  in  October. 

The  Reagan  Administration  is  show- 
ing its  concern  by  proposing  to  the 
General  Services  Administration  (GSA) 
that  it  purchase  5,000  compact-sized 


airbag-equipped  automobiles  and  use 
them  in  GSA  motor  pools.  In  the  mean- 
time, the  US  Supreme  Court  has 
ordered  the  NHTSA  to  reconsider  its 
1981  decision  to  rescind  the  regulation 
requiring  automakers  to  build  airbags  or 
automatic  seatbelts  into  1983  model 
cars. 

These  and  other  movements  within 
government  and  the  automotive  and  in- 
surance industries  reflect  a strong  trend 
towards  more  stringent  safety  mea- 
sures for  drivers  and  their  passengers. 

UTMB  at  Galveston  participates 
in  national  coma  data  bank 

The  University  of  Texas  Medical  Branch 
at  Galveston  (UTMB)  is  one  of  four 
medical  centers  in  the  nation  chosen  by 
the  National  Health  Institute  to  partici- 
pate in  a national  traumatic  coma  data 
bank.  The  data  bank  is  expected  to  pro- 
vide insight  into  the  more  than  50,000 
fatal  head  injuries  which  occur  yearly  in 
the  United  States. 

By  gathering  information  on  co- 
matose patients  with  severe  head 
injuries,  treatment  and  prevention 
methods  can  be  studied  and  compared, 
said  Dr  Howard  Eisenberg,  MD,  pro- 
fessor of  surgery  and  chief  of  the 
division  of  neurosurgery  at  UTMB.  “The 
project  has  no  hypothesis  to  prove  or 
disprove,  it’s  simply  a study,”  he  said. 

In  its  three-year  pilot  phase,  six  medi- 
cal centers,  including  UTMB,  the 
University  of  California  at  San  Diego, 
the  Medical  College  of  Virginia  at  Rich- 
mond, the  University  of  Virginia  at 
Charlottesville,  Albert  Einstein  College 
of  Medicine  in  New  York  City,  and  Bay- 
lor College  of  Medicine  in  Houston, 
studied  close  to  600  severe  head  injury 
patients  who  were  comatose.  Data  on 
the  usefulness  of  measuring  intra- 
cranial pressure,  the  clinical  course  of 
patients  treated  for  intracranical  hyper- 
tension, the  impact  of  rapid  and 
aggressive  pre-admission  and  emer- 
gency room  care,  and  identification  of 
early  markers  of  the  clinical  treatment 
and  outcomes  were  collected  by  the  six 


medical  centers.  The  information  cur- 
rently is  stored  in  a computer  data  base 
at  Beth  Israel  Hospital  in  Boston. 

The  project  will  begin  its  full  phase 
this  month  using  more  advanced  data 
collection  devices  and  collecting  more 
extensive  information  on  all  phases  of 
patient  information.  These  will  include 
the  patients’  condition  before  the 
trauma,  during  the  accident,  and  in  the 
treatment  and  recovery  phase,  said  Dr 
Eisenberg.  “It  is  our  hope  that  an  on- 
going coma  data  bank  will  become  a re- 
source center  for  the  neurosurgical 
community,”  he  said. 

Albert  Einstein  College  of  Medicine 
and  Baylor  College  of  Medicine  no 
longer  will  participate  in  the  project  fol- 
lowing a bidding  process  after  the  pilot 
phase. 

For  further  information,  contact  Dr 
Eisenberg,  Division  of  Neurosurgery, 
ME  704,  University  of  Texas  Medical 
Branch  at  Galveston,  301  University 
Blvd,  Galveston,  TX  77550. 

AMA  Council  on  Scientific 
Affairs  releases  report 

Everything  from  boxing  deaths  to  the 
use  of  hepatitis  B vaccine  is  covered  in 
the  American  Medical  Association’s 
1982  Council  on  Scientific  Affairs 
report. 

The  1 85-page  book  contains  1 8 re- 
ports, many  which  have  appeared  in 
the  Journal  of  the  American  Medical 
Association.  Reports  include  brain  in- 
jury in  boxing,  fetal  effects  of  maternal 
alcohol  use,  medical  evaluations  of 
healthy  persons,  cochlear  implants, 
automobile-related  injuries,  in-utero 
fetal  surgery,  child  abuse,  and  physi- 
cian mortality  and  suicide  rates. 

Also  in  the  book  is  a list  of  reports 
adopted  year-to-date  by  the  Council  on 
Scientific  Affairs  and  a listing  of  council 
members. 

Copies  of  the  book  may  be  ordered 
through  the  American  Medical  Associa- 
tion Order  Department,  PO  Box  1 0946, 
Chicago,  III  60610. 
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Just  the  Thought  of  Missing 
“Resource  W”  Can  Make  You  Sick 


Resource  ’84'  The  Computer  Expo  for  Professional 

The  Shamrock  Hilton  Hall  of  Exhibits  • January  27*29,  1984 


There  are  many  office  systems  available,  but  not  enough  time 
during  the  weekday  to  try  each  one.  Office  demonstrations  cut 
down  on  time  spent  with  patients. 

Most  computer  shows  emphasize  products  for  corporate 
executives,  engineers  or  small  business  owners.  This  show  is 
dedicated  strictly  to  the  professional. 

At  RESOURCE  ’84,  generic  seminars  will  give  you  pointers 
on  selecting  an  office  system.  Compare  the  many  office  systems 
or  service  bureaus  displayed  and  get  a feel  for  the  market. 
Choose  the  system  which  is  right  for  you,  or  enhance  your 
present  one. 

At  RESOURCE  ’84  you  will  see  the  latest  in  paperless 
claims,  find  out  how  to  index  patients  by  illness  or  by  medication, 
and  retrieve  whatever  you  want,  when  you  want  it. 

Hear  tips  on  how  to  choose  a home  computer  and  use  it 
effectively;  how  your  computer  can  find  magazine  or  newspaper 
articles  on  any  subject;  how  you  can  tie  your  office  system  into 
your  home  computer.  Meet  the  people  making  it  possible  for  you 
to  retrieve  medical  references  on  any  subject  right  from  your 
home. 


See  the  latest  in  computer  technology.  Learn  how  you  can  t£ 
to  your  computer  and  have  it  carry  out  your  voice  commands. 

There  will  be  seminars  covering  a variety  of  topics,  including 
“Computer  Terminology",  “Choosing  an  Office  System",  and  “71 
Future  of  Computers".  Seminars  will  teach  you  to  work  more 
efficiently  with  your  operating  system,  spreadsheet,  database  c 
word-processing  system. 

This  is  the  only  computer  exposition  dedicated  to  users  in  thi 
medical,  dental,  legal,  and  accounting  professions. 

Don’t  miss  RESOURCE  ’84. 


Exhibition  Dates  and  Hours 

The  Shamrock  Hilton  Hall  of  Exhibits,  Houston,  Texas 

DATES  DAY  OPENING  CLOSING 


Jan.  27, 1984  Friday 

Jan.  28, 1 984  Saturday 

Jan. 29, 1984  Sunday 


4:00p.m. 

1 1 :00a.m. 
1 1 :00  a.m. 


10:00p.m. 

10:00p.m. 

6:00p.m. 


Exposition  admission  is  FREE  to  Physicians,  Dentists,  Attorneys  and  Accountant!' 
Other  guests:  $2.50.  Seminar  Pass:  $10.00. 


PROFESSIONAL  RESOURCES,  INC. 

P.O.  Box  740433  Houston,  Texas  77274  (713)271-0214 


SOCIOECONOMICS 

Foreign  preceptorship  policy 
to  be  adopted  by  board 

Texas  physicians  who  take  preceptees 
from  “unapproved”  foreign  medical 
schools  under  their  wings  have  been 
advised  to  watch  for  possible  violations 
of  the  Medical  Practice  Act.  The  re- 
cently issued  advisory  from  the  Texas 
State  Board  of  Medical  Examiners  was 
published  in  the  form  of  an  open  letter 
in  the  board’s  Autumn  newsletter. 

“Many  foreign  medical  students  do 
extensive  training  in  US  hospitals  under 
the  preceptorship  of  a US  physician,” 
said  Carlos  D.  Godinez,  MD,  chairman 
of  the  board’s  medical  school  liaison 
committee  and  author  of  the  letter. 

Dr  Godinez'  concern  is  that  the  stu- 
dents from  “non-approved”  foreign 
medical  schools  may  not  be  prepared 
or  properly  advised  for  preceptorship  in 
US  hospitals. 

A non-approved  medical  school  is 
one  that  has  not  been  accredited  by  the 
BME’s  liaison  committee  on  medical 
education.  Accreditation  is  based  on 
many  factors  including  school  curricu- 
lum, staffing  and  faculty  qualifications, 
student-faculty  ratios,  student  affairs 
activities,  and  student  evaluation 
procedures. 

“The  board  is  uncertain  as  to  the 
quality  of  medical  education  and  the 
curriculum  of  the  foreign  medical 
school  and  has  reason  to  believe  that 
the  Texas  licensed  preceptors  of  for- 
eign medical  student  preceptees  are 
likewise  uninformed  as  to  these  matters 
in  any  reasonable  detail,”  said  Dr 
Godinez. 

As  stipulated  under  the  Medical 
Practice  Act,  the  preceptor/preceptee 
relationship,  for  “approved”  medical 
school  students,  requires  that  the  pre- 
ceptor be  a Texas-licensed  physician 
who  has  been  recommended  by  the 
medical  school.  The  medical  school 
then  assigns  the  preceptor  a preceptee 
and  instructs  the  physician  on  the  reg- 
ulations and  protocol  of  preceptorship. 


However,  the  relationship  between 
the  physician  and  the  foreign  “unap- 
proved” medical  school  is  sometimes 
vague.  "The  physician-preceptor  of  the 
foreign  medical  student  is  not  usually 
advised  as  to  the  depth  of  knowledge  of 
the  preceptee,  has  no  basis  for  deter- 
mining the  preceptee  s ability  to 
perform  any  medical  service  under  su- 
pervision, and  does  not  know  which 
areas  of  medicine  should  be  taught  to 
the  preceptee,”  said  Dr  Godinez. 

In  an  effort  to  educate  and  inform 
physicians  on  the  proper  use  of  precep- 
torships,  the  board  is  expected  to  issue 
a formal  policy  and  set  of  rules  which 
will  be  published  in  the  Texas  Register 
and  will  have  the  force  of  law  once 
adopted. 

Internists  set  new  policy 
on  reimbursement  plans 

The  American  Society  of  Internal  Medi- 
cine (ASIM)  took  a stand  on 
reimbursement  plans  during  its  House 
of  Delegates  meeting  in  October.  The 
policy-making  body  called  on  its  Board 
of  Trustees  to  “continue  to  actively  pro- 
mote enhanced  reimbursement  for 
cognitive  services  and  to  promote  the 
concept  that  allowances  for  all  cogni- 
tive, procedural,  and  technical  services 
should  be  based  on  the  resource  costs 
of  providing  the  service  (such  as  over- 
head costs,  investment  in  professional 
training,  time,  and  complexity.)” 

The  ASIM  House  also  adopted  a set 
of  principles  which  outline  ways  to 
evaluate  existing  or  proposed  reim- 
bursement plans.  The  principles 
include:  (a)  The  right  of  physicians  to 
set  their  own  fees  at  a level  appropri- 
ately reflecting  resource  costs  and 
independent  of  third-party  reimburse- 
ment allowances.  Under  this  principle, 
physicians  would  use  peer  review  to  re- 
solve patient-physician  fee  disputes,  (b) 
The  right  of  physicians  to  participate  or 
decline  participation  in  a particular  in- 
surance plan,  to  accept  or  decline  a 
particular  method  of  payment  (such  as 
capitation,  salary,  or  fee-for-service) 


and  to  accept  or  decline  a third-party 
payor’s  allowance  as  payment  in  full,  (c) 
The  provision  in  third-party  allowances 
for  improved  recognition  of  the  value  of 
physicians’  cognitive  services,  (d)  Con- 
sultation with  participating  physicians 
on  the  development  to  the  extent  le- 
gally possible  of  fee  allowances  that 
require  enrolled  physicians  to  accept 
the  plan’s  allowances  as  payment  in 
full,  and  regular  updating  procedures  to 
reflect  changes  in  costs  and  value  of 
each  covered  service,  (e)  To  represent 
internists  and  other  primary  care  physi- 
cians on  the  physician  negotiation  team 
for  any  insurance  plan  involving  negoti- 
ated fee  schedules. 

New  JCAH  manual  lists 
standards  for  abuse  facilities 

The  1 983  edition  of  the  Consolidated 
Standards  Manual  for  Child,  Adoles- 
cent, and  Adult  Psychiatric,  Alcoholism, 
and  Drug  Abuse  Facilities  is  available. 

The  manual,  published  by  the  Joint 
Commission  on  Accreditation  of  Hospi- 
tals (JCAH),  contains  state-of-the-art 
standards  for  psychiatric  and  sub- 
stance abuse  facilities.  It  also  serves  as 
an  educational  and  self-assessment 
tool  for  those  facilities  seeking  ac- 
creditation or  interest  in  upgrading  their 
program  and  services. 

The  manual  costs  $30.  Orders  may 
be  directed  to  JCAH,  875  North  Michi- 
gan Ave,  Chicago,  IL  6061 1 . 

CAPITAL  COMMENTS 

New  committee  studies 
allied  health  groups 

Beginning  this  month,  a new  nine- 
member  committee  under  the  Council 
on  Legislation  will  study  alternative 
treatment  modalities  and  the  roles  of 
certain  groups  of  allied  health 
practitioners. 

Byron  Howard,  MD,  a Dallas  psychia- 
trist, chairs  the  new  committee.  Other 
members  include  representatives  of  the 
TMA  Executive  Board  and  the  Councils 
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on  Legislation,  Public  Health,  Socio- 
economics, and  Scientific  Affairs. 

Three  nonphysician  members,  repre- 
senting the  general  public  and  both 
Houses  of  the  Texas  Legislature,  also 
will  participate  in  this  official  TMA  body. 

Dr  Howard  explained  the  committee's 
purpose  is  to  review  specific  alternative 
treatments  and  to  marshall  all  possible 
research  available  with  comments  and 
analyses  of  proponents  and  opponents. 
In  the  allied  health  practitioner  area,  Dr 
Howard  said  the  committee  does  not  in- 
tend to  study  practitioner  groups 
individually.  "We  will  try  to  develop 
uniform  guidelines  which  TMA  policy- 
makers can  use  to  test  objectively  the 
proposals  of  any  group.  That  way,  the 
merits  of  a particular  proposal  can 
be  emphasized  and  the  politics  de- 
emphasized  in  what  is  admittedly  a po- 
litical environment,”  he  said. 

Formation  of  the  committee  was 
prompted  by  the  many  proposals 
brought  before  Congress  and  the  Texas 
Legislature  to  legalize,  legitimize,  or 
provide  third-party  reimbursement  for 
“alternative  treatment  modalities”  such 
as  Laetrile,  chelation  therapy,  and  acu- 
puncture. As  TMA  is  called  upon  each 
year  to  respond  knowledgeably  to 
health  care  questions,  formation  of  the 
committee  is  intended  to  assist  in  the 
medical  profession’s  being  informed. 

The  committee  expects  to  complete 
its  work  with  a report  to  the  House  of 
Delegates  in  November  1984.  Physi- 
cians wishing  further  information  may 
contact  the  Division  of  Legislative  Af- 
fairs at  51 2-477-6704. 

Texas  physicians  oppose 
mandated  assignment 

Texas  physicians  were  successful  in 
helping  stop  a vote  in  Congress  which 
would  have  (a)  mandated  assignment 
for  physicians’  inpatient  Medicare  ser- 
vices (b)  conditioned  hospital  staff 
privileges  on  acceptance  of  such  as- 
signment, and  (c)  imposed  a freeze  on 
physician  fees  under  Medicare.  Con- 
gress adjourned  Nov  18  without  acting 
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on  the  three  proposals  by  Rep  Dan 
Rostenkowski  (D-lll). 

Key  to  the  success  was  the  defeat  of 
House  Rule  41 70,  the  Tax  Reform  Act, 
by  a vote  of  204  to  21 4.  This  proposed 
rule  would  have  prevented  members  of 
the  House  from  being  able  to  vote  indi- 
vidually on  the  three  aspects  of  the 
Medicare  proposals  contained  in  the 
tax  bill.  The  rule’s  defeat  signalled  that 
no  further  action  would  be  taken  on  the 
tax  bill  by  either  the  Senate  or  the 
House  until  the  next  congressional  ses- 
sion convenes  Jan  23. 

The  proposal  to  require  physicians  to 
accept  the  government-fixed  rate  of  re- 
imbursement for  all  Medicare  inpatient 
services  also  would  require  hospitals  to 
obtain  agreements  from  physicians  that 
they  accept  assignment  before  hos- 
pitals could  grant  staff  privileges.  The 
proposed  roll-back  of  physician  reim- 
bursement for  Medicare  inpatient 
services  to  July  1 , 1 983,  levels  would 
take  effect  Jan  1 , 1 984,  and  continue 
through  June  30,  1984.  Mandated 
assignment  and  hospital  privilege  provi- 
sions would  remain  in  effect  until  the 
Department  of  Health  and  Human  Ser- 
vices (DHHS)  reports  to  Congress  on 
the  feasibility  of  including  physician  ser- 
vices in  the  Diagnostic  Related  Group 
(DRG)  system  now  applied  only  to  hos- 
pitals. This  report  is  due  in  1 985. 

The  House  Ways  and  Means  Com- 
mittee had  considered  the  proposals 
and  defeated  the  roll-back/freeze  provi- 
sion and  the  mandated  assignment 
provision  in  separate  votes.  Neverthe- 
less, committee  chairman  Dan 
Rostenkowski  included  the  provisions 
as  a committee  amendment  to  the  Tax 
Reform  Act  of  1 983  when  this  bill  was 
sent  to  the  House  floor.  It  was  here  that 
House  Rule  4170  was  voted  down. 

Three  Texas  Congressmen  on  the 
House  Ways  and  Means  Committee, 

Bill  Archer,  Jake  Pickle,  and  Kent 
Hance,  opposed  the  mandated  assign- 
ment provision.  Archer  and  Hance  also 
opposed  the  roll-back/freeze  provision. 

Staff  members  in  the  offices  of  Texas 


Congressmen  reported  receiving  a 
large  number  of  letters,  telegrams,  and 
telephone  calls  from  physician  constitu- 
ents in  Texas.  Robert  B.  Crouch,  MD, 
chairman  of  Committee  on  Federal 
Legislation  of  the  TMA  Council  on  Leg- 
islation, also  called  all  27  Texas 
Congressmen  personally  to  indicate  his 
and  TMA’s  opposition  to  the  proposed 
amendments. 

House  subcommittee  reviews 
state-mandated  insurance 

What  effect  does  state-mandated 
health  insurance  coverage  have  on  pre- 
mium rates,  use  of  services,  and 
selection  of  benefits?  This  question  is 
being  pondered  by  a Subcommittee  of 
the  Texas  House  Committee  on  Insur- 
ance. Chaired  by  Rep  John  Gavin  (D- 
Wichita  Falls),  the  Subcommittee  on 
Mandated  Coverages  has  been  asked 
to  recommend  a coherent  state  policy 
on  mandated  coverages  to  the  Texas 
Legislature  in  1985. 

Mandated  coverage  legislation  in- 
cludes initiatives  which  govern  (a) 
benefits,  (b)  reimbursement  to  pro- 
viders, and  (c)  conditions  of  sale  which 
insurors  are  required  to  include  in  their 
insurance  products.  Such  legislation 
may  require  that  a particular  coverage 
must  be  included  or  must  be  offered  in 
the  insurance  products  sold.  Legislative 
mandates  generally  seek  to  add  to 
benefits  being  offered,  expand 
coverage,  expand  the  type  of  practi- 
tioners or  settings  to  be  reimbursed,  or 
prescribe  conditions  under  which  the 
insurance  product  can  be  sold. 

In  Texas,  there  are  14  separate  man- 
dated coverage  provisions.  The  first  of 
these  was  enacted  in  1 972;  the  most 
recent  in  1 983.  Five  other  mandated 
coverage  proposals,  including  chelation 
therapy  and  acupuncture,  were  de- 
bated in  1983;  these  did  not  pass. 

The  TMA  Committee  on  Health  Insur- 
ance is  reviewing  the  available 
literature  on  mandated  insurance 
coverage.  Nationwide,  there  is  growing 
concern  that  mandated  coverages  and 
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rising  health  care  costs  are  related. 
Several  states  have  considered  resolu- 
tions which  freeze  mandated 
coverages  until  a more  comprehensive 
understanding  of  their  impact  can  be 

achieved. 

I 

House  committee  studies 
insurance  for  unemployed 

The  Texas  House  Committee  on  Labor 
and  Employment  Relations  is  con- 
sidering a Blue  Cross/Blue  Shield 
Emergency  Health  Care  Program  for 
the  Unemployed.  The  committee, 
chaired  by  Rep  Lloyd  Criss  (D-Texas 
City),  received  a briefing  on  the  pro- 
gram, which  was  developed  by  Blue 
Cross  of  Western  Pennsylvania. 

Health  insurance  provided  under  the 
program  protects  the  unemployed 
against  unavoidable  medical  care 
costs.  Eligible  persons  can  purchase  a 
policy  covering  either  1 5 or  31  days  of 
hospitalization.  Medical  and  surgical 
care  costs  also  are  covered  in  the 
policy. 

The  program  is  financed  through  co- 
operative efforts  of  Blue  Cross/Blue 
Shield,  hospitals,  and  physicians.  Blue 
Cross/Blue  Shield  waives  administra- 


tive costs,  hospitals  waive  deductibles 
($300  for  inpatient  care;  $25  for  outpa- 
tient care),  and  physicians  accept  25% 
of  their  usual  and  customary  fees  for 
services  rendered.  Provider  participa- 
tion is  voluntary.  These  efforts  help 
keep  the  price  of  policies  low. 

The  House  Committee  on  Labor  and 
Employment  Relations  will  continue  to 
study  the  feasibility  of  implementing 
this  program  in  Texas  through  1984. 
The  TMA  Committee  on  Health  Insur- 
ance, chaired  by  Dan  R.  Hilliard,  MD,  of 
Canton,  is  conducting  a concurrent  re- 
view of  this  issue. 

NEWSMAKERS 

JOSEPH  T.  AINSWORTH,  MD,  associ- 
ate vice  president  of  patient  care  at 
M.D.  Anderson  Hospital,  recently  was 
named  chairman  of  the  American 
Medical  Association's  Council  on  Legis- 
lation. Dr  Ainsworth  has  served  as  a 
council  member  for  six  years  and  is  a 
past  vice  chairman  of  the  council  and 
member  of  the  council’s  executive  com- 
mittee. Dr  Ainsworth  is  a TMA  alternate 
delegate  to  AMA. 


RON  J.  ANDERSON,  MD,  was  ap- 
pointed chairman  of  the  Texas  Board  of 
Health  by  Gov  Mark  White  in  October. 
Dr  Anderson  is  chief  executive  officer  of 
Parkland  Memorial  Hospital  in  Dallas. 

DOUGLAS  E.  JOHNSON,  MD,  a pro- 
fessor of  urology  at  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tu- 
mor Institute,  has  been  awarded  the 
Ashbel  Smith  Professorship.  The  Ash- 
bel  Smith  Professorship  is  given  by  The 
UT  System  Board  of  Regents  and  is 
named  in  honor  of  the  late  Ashbel 
Smith  who  served  as  the  first  president 
of  the  UT  Board  of  Regents  from  1881 
to  1 886.  Dr  Johnson  also  is  a surgeon 
at  M.D.  Anderson  Hospital. 

PAUL  E.  SEEGERS,  MD,  vice  chair- 
man and  co-chief  executive  officer  of 
Centex  Corporation,  has  been  elected 
chairman  of  the  board  of  directors  of 
Methodist  Hospitals  of  Dallas.  Metho- 
dist Hospitals  of  Dallas  operates  a 
1,200-bed  multi-hospital  system  which 
includes  Methodist  Central  Hospital, 
Southeastern  Methodist  Hospital,  and 
Charlton  Methodist  Hospital.  Dr 
Seegers  was  elected  in  October. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  11/30/82  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

11/30/82 

Date  of  Investment 

11/30/80 

11/30/78 

Equity  Funds 

Mercantile  Bank  HR- 10  Stock  Fund 

$12,106 

$14,427 

$30,376 

T.  Rowe  Price  Growth  Stock  Fund 

$1 1 ,356 

$11,319 

$17,342 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$10,822 

$14,553 

$14,747 

T.  Rowe  Price  New  Income  Fund 

$10,748 

$14,191 

$15,602 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
6 months 
18  months 

T.  Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  1 2/8/83 
Approximate  unit  prices 
Mercantile  Bank  HR-10  Stock  Fund 
Mercantile  Bank  HR- 10  Fixed  Income  Fund 


9.69%  (through  12/12/83) 
10.16%  (through  12/12/83) 

9.01% 

$34.38 

$22.09 
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Featuring 

>4  Section  Programs  Allergy  • 

:olon  and  Rectal  Surgery  • Digestive 
Diseases  • Diseases  of  the  Chest  • 
Endocrinology  • Family  Practice  • 
nternal  Medicine  • Neurological 
Surgery  • Neurology  • Nuclear 
Medicine  • Obstetrics  and  Gynecology 
Occupational  Medicine  • Oncology  • 
Dphthalmology  • Otolaryngology  • 
ethology  • Pediatrics  • Physical 
Medicine  and  Rehabilitation  • Plastic, 
Reconstructive,  and  Maxillofacial 
Surgery  • Psychiatry  • Public  Health  • 
Radiology  • Surgery  • Urology 

2 Sunrise  Sessions  Sunrise 
Sessions  are  informal  programs  given 
ximarily  for  those  in  general  practice 
ind  all  specialties  and  feature  a short 
ecture  followed  by  open  discussion. 

loin  the  speakers  on  Friday  and 
Saturday  mornings  from  8:15  to  9:15 
or  topics  such  as  The  Physician  and 
slews  Media  Relations;  New  Theories 
)n  Causes  of  Obesity;  Hypoglycemia 
’itfall  in  the  Management  of  the 
’regnant  Diabetic;  and  Neurological 
Emergencies. 

Sports/Alumni  Events  Golf, 
ennis,  Fun  Run,  alumni  and  fraternity 
sarties,  class  reunions. 

General  Meeting 
Luncheons 

3eneral  Meeting  Luncheons  will  be 
leld  on  Friday,  May  1 1 , and  Saturday, 
\/lay  12,  at  12:15  pm  in  the  Grand 
Crystal  Ballroom  of  the  Hyatt  Re- 
gency Hotel.  Included  during  Friday’s 
uncheon  will  be  the  announcement 
and  recognition  of  the  Anson  Jones 
*\ward  recipients  for  journalistic  excel- 
ence  in  communicating  health  infor- 
mation to  the  public.  Also  included  on 
Friday  will  be  the  announcement  of 
he  scientific  exhibit  awards. 

Saturday’s  luncheon  is  cosponsored 
-vith  the  Texas  Medical  Association 
Auxiliary. 

Selection  of  prominent  speakers  for 
he  luncheons  is  pending. 


Welcome  to 
Fort  Worth 
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Texas  Medical  Association 
117th  Annual  Session 
Tarrant  County 
Convention  Center 
May  9-13,  1984 

Housing  and 
Ticket  Order  Forms 


No  Advance 
Registration  Required 

It  will  not  be  necessary  to  register 
in  advance  for  the  Session,  nor  is 
there  a registration  fee  for  members 
of  the  Texas  Medical  Association,  for 
participants  in  the  Annual  Session 
program,  and  for  in-state  interns,  resi- 
dents, or  individuals  in  allied  health 
disciplines  (medical  students,  medical 
assistants,  nurses,  technicians). 

A registration  fee  of  $50.00  is  charged 
for  all  other  nonmembers. 

Registration  will.be  held  at  the  Tarrant 
County  Convention  Center  at  the 
following  times: 

Wednesday,  May  9 9:00  am-  5:00  pm 

Thursday,  May  10  7:30  am-  5:30  pm 
Friday,  May  1 1 7:30  am-  5:30  pm 

Saturday,  May  12  7:30  am-  3:00  pm 

You  may  also  register  at  the  Fort 
Worth  Hilton  during  the  following 
hours: 

Wednesday,  May  9 10:00  am-10:00  pm 

Thursday,  May  10  6:30  am-  5:00  pm 

Friday,  May  1 1 8:00  am-  5:00  pm 


Hoe-Down  Uptown 

Texas  Medical  Association  and 
the  Texas  Medical  Association  Auxil- 
iary will  cosponsor  a country  and 
western  “hoe-down”  on  Friday  eve- 
ning, May  1 1 , starting  at  7:30  pm  in 
the  Hyatt  Regency  Fort  Worth  Grand 
Crystal  Ballroom. 

The  benefit  party  for  the  TMAA  Stu- 
dent Loan  Fund  will  feature  a silent 
art  auction  including  medium-priced 
Texas  and  Southwestern  subjects, 
specialty  western  items,  country- 
western  musical  entertainment,  a buf- 
fet, and  a mechanical  bull  for  the 
brave  at  heart. 

Featured  entertainment  will  be  the 
Allison  Kerr  Country-Western  Band. 
Ms.  Kerr  is  a native  of  Fort  Worth, 
and  has  recently  been  the  opening 
act  for  such  noted  performers  as 
Hank  Williams,  Jr.,  Conway  Twitty, 
Johnnie  Rivers,  and  Gary  Stewart. 

TMA  and  TMAA  members  and  guests 
can  enjoy  a short  cocktail  period 
while  previewing  the  art  objects,  then 
go  on  to  a Texas-sized  buffet  dinner 
which  will  include  mesquite-smoked 
beef  brisket,  BBQ  ribs,  Armadillo  chili, 
and  other  delights. 

Tickets  for  the  auction,  buffet  and 
music  will  be  $25.00  per  person,  and 
can  be  ordered  in  advance  by  using 
the  order  form  provided. 

Room  will  be  provided  for  both  danc- 
ing and  listening,  so  dress  in  your 
best  western  clothes  and  come  on 
down  to  the  Hoe-Down  Uptown! 


Convention 

Headquarters 

Headquarters  for  the  1984  Annual 
Session  scientific  program  will  be  the 
Tarrant  County  Convention  Center, 
which  offers  over  200,000  square  feet 
of  exhibit  and  meeting  room  space. 
Additional  programs  and  meetings 
will  be  held  at  the  Fort  Worth  Hilton, 
the  Hyatt  Regency  Fort  Worth,  and 
the  Americana  Hotel.  All  offer  excel- 
lent meeting  facilities  and  are  conve- 
niently located  near  the  Convention 
Center  and  Fort  Worth’s  renowned 
cultural  centers. 
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Guest 

Speakers 

Donald  W.  Aaronson,  MD,  JD 

Des  Plaines,  III. 
allergy;  immunology 

Charles  M.  Batch,  MD 

Birmingham,  Ala. 
surgery;  oncology 

Oliver  H.  Beahrs,  MD 

Rochester,  Minn, 
surgery 

J.  Claude  Bennett,  MD 

Birmingham,  Ala. 
internal  medicine 

Claude  Bertrand,  MD 

Montreal,  Quebec,  Canada 
neurosurgery 

Kenneth  D.  Brandt,  MD 

Indianapolis,  Ind. 
rheumatology 

Timothy  N.  Caris,  MD 

San  Antonio,  Tex. 
internal  medicine 

Thomas  L.  Dent,  MD 

Ann  Arbor,  Mich, 
surgery 

Peter  Drotman,  MD 

Atlanta,  Ga. 
preventive  medicine 

Burdett  S.  Dunbar,  MD 

Washington,  DC 
anesthesiology 


Michael  P.  Earnest,  MD 

Denver,  Colo, 
psychiatry;  neurology 

John  T.  Farrar,  MD 

Richmond,  Va. 

internal  medicine;  gastroenterology 

Margaret  A.  Flynn,  PhD 

Columbia,  Miss. 

family  community  medicine 

Charles  F.  Frey,  MD 

Sacramento,  Calif, 
surgery 

Robert  J.  Haggerty,  MD 

New  York,  NY 
pediatrics 

Edward  D.  Harris,  Jr.,  MD 

New  Brunswick,  NJ 

internal  medicine;  rheumatology 

Terence  J.  Harrist,  MD 

Boston,  Mass, 
pathology 

Edward  J.  Huth,  MD 

Philadelphia,  Pa. 

editor,  Annals  of  Internal  Medicine ; 
internal  medicine 

Bruce  W.  Karrh,  MD 

Wilmington,  Del. 
occupational  medicine 

Thomas  Killip  III,  MD 

Detroit,  Mich, 
cardiovascular  diseases 

Thomas  J.  Krizek,  MD 

Los  Angeles,  Calif. 

plastic  and  reconstructive  surgery 


Gilbert  A.  Leveille,  PhD 

White  Plains,  NY 
nutrition  and  food  science 

Paul  R.  Lichter,  MD 

Ann  Arbor,  Mich, 
ophthalmology 

Frank  A.  Loda,  Jr.,  MD 

Chapel  Hill,  NC 
pediatrics 

Gary  S.  Luckman,  MD 

Plantation,  Fla. 
gastroenterology 

Howard  I.  Maibach,  MD 

San  Francisco,  Calif, 
dermatology 

John  A.  McKinnon,  MD 

San  Francisco,  Calif, 
psychiatry 

Leon  S.  Malmud,  MD 

Philadelphia,  Pa. 
nuclear  medicine 

Thomas  A.  Medsger,  Jr.,  MD 

Pittsburgh,  Pa. 

internal  medicine;  rheumatology 

Paul  R.  Meyer,  Jr.,  MD 

Chicago,  III. 
orthopaedic  surgery 

Larry  Nathanson,  MD 

Mineola,  NY 

internal  medicine;  oncology 

Leonard  M.  Parver,  MD 

Washington,  DC 
ophthalmology 


Jack  L.  Pulec,  MD 

Los  Angeles,  Calif, 
otolaryngology 

Donald  E.  Richardson,  MD 

New  Orleans,  La. 
neurosurgery 

Jeffrey  A.  Saal,  MD 

Portola  Valley,  Calif, 
sports  medicine 

Martin  A.  Samuels,  MD 

West  Roxbury,  Mass, 
neurology 

Mohammad  Sarwar,  MD 

New  Haven,  Conn, 
radiology 

Mr.  Norman  Seward 

Oklahoma  City,  Okla. 

Federal  Aviation  Agency  pilot  examine 

Sheldon  C.  Siegel,  MD 

Los  Angeles,  Calif, 
pediatrics 

Jay  S.  Skyler,  MD 

Miami,  Fla. 
endocrinology 

John  R.  Steadman,  MD 

South  Lake  Tahoe,  Calif, 
orthopaedic  surgery 

Ronald  C.  Strickler,  MD 

St.  Louis,  Mo. 

obstetrics  and  gynecology; 

endocrinology 

Richard  J.  Wyatt,  MD 

Bethesda,  Md. 
psychiatry 


Advance  Ticket  Order  Form 

Fill  in  the  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the  TMA 
Ticket  Sales  Desk  in  Fort  Worth. 


name 


address  city  state  zip 

I will  pick  up  my  tickets  at:  □ Convention  Center  □ Americana  □ Hilton 

# of  tickets  *Function  and  price  including  tax  and  gratuity  Amount 

General  Meeting  Luncheon — Friday,  May  11,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

General  Meeting  Luncheon— Saturday,  May  12,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

Hoe-Down  Uptown  and  Art  Auction 

Friday,  May  11,  7:30  pm 

$25.00  per  person $ 

Total  Amount  Enclosed  $ 


'Ticket  prices  based  on  the  Association  s actual  cost  of  food,  gratuity  and  expenses  for  speakers. 

Please  complete  and  return  to  TMA  before  April  25, 1984.  No  refunds  after  May  4. 


Texas  Medical  Association 

117th  Annual  Session  Fort  Worth,  Texas  May  9— 13,  1984 


Ylake  Your  Reservations  Now 

■ Requests  will  be  processed  on  a first-come,  first-served  basis 
by  the  Fort  Worth  Convention  and  Visitors  Bureau. 

Use  the  Official  Housing  Request  Form  printed  here, 
and  send  it  to: 

Fort  Worth  Convention 
and  Visitors  Bureau 

700  Throckmorton 
Fort  Worth,  Texas  76102 

Do  not  send  the  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request.  Reservations  cannot  be 
accepted  by  telephone,  or  made  directly  with  the  hotels. 

Complete  the  housing  form. 

Supply  all  information  requested. 

List  three  hotels  in  order  of  preference. 

Do  not  send  room  deposit. 

Should  a deposit  be  required,  the  hotel  will  request  it. 

Confirmation  of  room  reservation  will  be  sent  by  the  accom- 
modating hotel  to  the  individual  listed  on  the  housing  form  within 
three  weeks  of  receipt  of  request  by  the  Convention  and  Visitors 
Bureau. 

Remember,  rooms  will  be  held  only  until  6 pm  of  the  arrival  date, 
unless  a later  arrival  time  is  indicated. 

Mention  to  the  hotel  any  special  needs  you  have  in  connection 
with  your  reservation. 

Write  the  hotel  should  you  have  changes  in  room  request, 
arrival/departure. 


• Cancel  reservations  with  the  Convention  and  Visitors  Bureau, 
and  the  Hotel.  Prompt  cancellation  will  release  a room  to  a col- 
league. Don’t  be  a no-show.  When  cancelling,  state  your  name, 
address,  arrival  date. 

• Final  date  for  reservations  is  April  25,  1 984. 

Do  not  mail  your  reservation  direct  to  hotel  or  motel.  This  will  only 
delay  your  confirmation.  Written  confirmation  will  be  sent  if  your 
housing  request  is  received  before  April  25,  1984.  If  form  is  re- 
ceived after  this  date,  the  Convention  & Visitors  Bureau  will  confirm 
your  reservation  by  collect  telephone  call. 


See  next  page  for  hotel  locator  map. 


Sgl 

Dbl 

Americana  200  Main  Street 

$60 

$70 

Hyatt  Regency  815  Main  Street 

$57 

$67 

Hilton  1701  Commerce  Street 

$57 

$67 

Kahler  Green  Oaks  Inn  6901  West  Freeway 

$44 

$54 

Ramada  Inn  Central  2000  Beach  Street 

$35 

$35 

Metro  Center  600  Commerce  Street 

$47 

$55 

3fficial  Housing  Request  Form 


fame 

flailing  address 

iity 

>tate Zip 

aea  Code  & Telephone 

t collect  call  will  be  made  to  you  if  information  provided  needs 
larification. 

Credit  Card  # 

\ 

ixpiration 

’lease  list  names  of  all  additional  persons  included  in  this  reserva- 
'ion.  Confirmation  cannot  be  made  unless  number  of  persons  in 
;ach  room  balance  with  number  of  persons  listed. 


\ 


I will  arrive  May at (am/pm)  and  depart  May 


Hotel/Motel  Preference 


1 

2 
3 


Accommodations  Desired  Rate 

Desired 

Room(s)  for  one  person 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

with  two  double  beds $ 

Room(s)  for  three  persons 

with  two  double  beds $ 

Room(s)  for  four  persons 

with  two  double  beds $ 

2 Room  Suite 

(parlor  and  1 bedroom) $ 

3 Room  Suite 

(parlor  and  2 bedrooms) $ 


Fort  Worth 
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Free  downtown  trolley  route 

1 Hyatt  Regency 

2 Hilton 

3 Americana  Hotel 

4 Metro  Center 

5 Ramada  Inn  Central 

6 Kahler  Green  Oaks  Inn 


5 

to  Ramada 
Inn  Central 
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A Computer  System  That  Speaks 

Your  Language. 


What  better  way  to  run  your  practice  than  with  a computer 
system  designed  by  a M D and  programmed  in  a medical 
language  MOSTAR  is  written  in  Standard  MUMPS,  the  most 
widely  used  language  for  medical  programming  It's  an 
economical,  highly  integrated  system  combining  state-of- 
the-art  hardware  and  software  to  meet  your  specific  office 
administration  needs  MOSTAR  is  an  expandable  single  or 
multi-user  medical  system  that  can  accommodate  multiple 
doctors  with  integrated  or  separate  practices. 

Choose  the  system  that  meets  your  needs. 

MOSTAR  B is  a computerized  billing  system  that  in- 
cludes Arrival  Ticket^HIC  Claim  Form»Patient  Information 
and  Advice  Sheet»Clinical  Record  Summary  •Dally  Transac- 
tion Register»Statement»Aged  Receivables  Report  •Flex'ble 
Delinquent  Ledger»AgelSex  Register»Flexible  Diagnostic  In- 
dexing and  Reporting  •Financial  Summaries  •Letter 
Writmg»On-line  Drug  and  Dignostic  Dictionanes»Worldwide 
Access  to  Medicallnformation  Databases 

MOSTAR  C offers  a complete  billing  and  clinical 
record  system  combining  all  the  features  of  MOSTAR  B 

plus  Nurse  lnstructions»Prescnptions»Chart  Notes»School  or 
Work  Excuses»Workers  Comp  Reports. 


A computer  system  you  can  live  with. 

Entering  the  computer  age  doesn't  have  to  be  a traumatic 
experience  With  practical  screen  prompts,  easy  to  read 
manuals  and  on-line  documentation,  your  staff  will  be  up 
and  running  with  minimum  training. 

You  are  not  alone. 

With  15  years  of  experience  behind  us.  we  at  Eclectic 
Systems  Corporation  knows  that  on-going  support  is  the  key 
ingredient  in  successfully  integrating  the  computer  in  your 
office  That's  why  we're  with  you  through  the  introduction 
stage  and  throughout  the  life  of  the  system  We  even  hove 
a radio  dispatched  service  fleet  to  respond  to  your  needs 
quickly 


MOSTAR.  It  speaks  your  language  It  has  our  support  It 
belongs  in  your  practice  For  more  information,  call  or  write 
us 


€clectic 
Systems 
Corporation 


16260  Midway. 
Dallas.  TX  75234 

( 214]  661-1370 


System  prices  range  from  $13,000-527.000 


Volume  80  January  1984 


27 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Trans-Texas  Leasing  • 9330  LBJ  Freeway,  Suite  635  • Dallas,  Texas  75243 
1-800/442-6158  214/699-9494  (Tarrant  County  and  District  13) 

North  Park  Lincoln  Mercury  • 9207  San  Pedro  • San  Antonio,  Texas  78216  • 512/341-8841 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/981-3591 
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For  further  information 
contact: 

Dr,  Robert  Soulen 
The  Brown  Symposium 
P.O.  Box  80 

Southwestern  University 
Georgetown,  Texas  78626 


Mr.  Michael  S.  Brown 

Paul  J.  Thomas  Professor 
of  Genetics 
Director,  Center  for 
Genetic  Study 
University  of  Texas  Health 
Science  Center  at  Dallas 


Implications  for  Basic 
and  Medical  Science 
March  22-23, 1984 
The  Brown  Symposium 
Southwestern  University 


Dr.  Paul  Berg 

Willson  Professor  of 
Biochemistry 
Stanford  University 
Medical  Center 


Volume  80  January  1984 


29 


Community 
Alimentation 
Services  Inc. 

Serving  the  Community  Since  1978 


Community  Alimentation 
Services  Inc.  is  a professional, 
clinical-intravenous  and 
nutritional  support  service. 

Our  primary  purpose  is  to  serve 
outpatients  receiving  home 
fluid  therapy  — parenteral 
nutrition,  enteral  nutrition, 
and  intravenous  fluids  or 
medication. 


Home  Care  Products 
Community  Alimentation  Services 
will  provide  any  selected  products 
directly  to  the  home  fluid  therapy 
and  / or  oncology  patient. 

Patient  Services 
All  services  are  provided  as 
indicated  for  each  individual 
patient’s  safest  and  most  effective 
home  fluid  therapy.  Professional 
services  are  free  of  charge. 


Now  Serving  the  San  Antonio  Area 

7529  Reindeer  Trail  • San  Antonio , Texas,  78238  • (512)  680-3636 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR.,  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE 
ENNIS.  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCUS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 
LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.,  F.A.C.P.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.  * 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P.* 

WILLIAM  L.  STRIEGEL,  M.D. 

INTERNAL  MEDICINE— Nephrology 
RONALD  L.  WILSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*,  F.A.C.S. 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III,  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARNYGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F.A.A.O.-HNS,  F.A.C.S.* 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D.,  F.A.A.P* 

MICHAEL  C.  SMITH,  M.D. 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

ANTHONY  J.  PERRI,  M.D.* 

EXECUTIVE  DIRECTOR 

CHARLES  E.  ALLBRITTON,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

MARGARET  W.  WHITE,  C.P.A. 


DIPLOMATE 
OF  THE 
AMERICAN 
BOARD 
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Add  Spirometry 
to  your  practice... 


i i n -n  * 
I O I U 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  stefFby-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi 
cally.  By  automatically  analyzing  a single 
expiration  to  yield  a complete  print-out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address_ 
City 


^State_ 


_Zip_ 


. Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 


1 


dJ 
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PRENATAL  DIAGNOSIS 
AMNIOCENTESIS 
ULTRASOUND 
CARRIER  TESTING 
GENETIC  COUNSELING 


1600  W.  38th,  Suite  428 
Austin,  Texas  78731 
512-453-4374  USA 

James  C.  Sharp,  Jr.,  MD 
Medical  Director,  Texas 

For  information  call:  1-800-252-8214 
(TX-WATS) 

or  collect:  512-453-4374 


A 

vivigen 

WE  OFFER  CHROMOSOME  ANALYSIS  FOR: 

A Prenatal  diagnostic  studies 
A Diagnostic  problems  in  neonatology 
A Recurrent  abortion 
^ Infertility 
A Mental  retardation 
A Tumor  monitoring 
A Primary  amenorrhea 
A Leukemic  bloods  and  bone  marrows 

TURN-AROUND  TIME: 

A Amniotic  fluid  cells:  1-2 Vi  weeks  routine 

A Blood:  2-4  days  STAT 

7-10  days  routine 

A Bone  Marrow:  1 day  STAT 

7 days  routine 

A Tissue  biopsies:  2-6  weeks 

TO  ORDER  A PROCEDURE: 

CALL  COLLECT  (505)  988-9744  8AM-5PM  MST 

I am  interested  in  further  information  on  VIVIGEN,INC. 
Please: 

□ Send  fee  schedule  and  detailed  information. 

□ Have  the  regional  representative  contact  me. 

□ Have  the  laboratory  director  contact  me. 

Name 

Address 

City/State/Zip 

Phone  No. 


References: 

1 . Stone  PH.  Turi  ZG,  Muller  JE  Efficacy  of  nifedipine  therapy  for  refractory  angina 
pectoris  Am  Heart  J 104  672-681.  September  1982. 

2.  Antman  E,  Muller  J.  Goldberg  S.  et  al  Nifedipine  therapy  for  coronary-artery 
spasm:  Experience  in  127  patients  N Engl  J Med  302  1269-1273.  June  5,  1980 


BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  tor  the 
management  ot  vasospastic  angina  contirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
ot  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PR0CAR  Dl  A 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  retractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (etlort-associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  eftectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ol 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential  problems  and 
if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General:  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  betaken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
n over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxm  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adiust- 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under  digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation  inflammation,  joint  stillness,  shaki- 
ness.  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  ot  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069  2600-66)  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600  41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77  F (15°  to  25  C)  in  the  man- 
ufacturer's original  container 
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"/  can  do  things  that  I 
couldn  't  do  for3yrs  including 
joining  the  human  race  again " 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable" 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 

PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


’rocardia  is  indicated  for  the  management  of 
) Confirmed  vasospastic  angina 

) Angina  where  the  clinical  presentation  suggests  a possible 
asospastic  component 

j.  j!)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
: )atients  who  remain  symptomatic  despite  adequate  doses  of 
)eta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
igents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
j;ight  weeks'  duration  in  reducing  angina  frequency  and 
ncreasing  exercise  tolerance,  but  confirmation  of  sustained 
- :ffectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 
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CANCER  UPDATE 


Ovarian  carcinoma — perspective  for  the  1980s 

Dudley  P.  Baker,  MD 

Ovarian  carcinoma  tallies  over  10,000  deaths  per  year.  It  is 
the  leading  cause  of  death  in  gynecologic  oncology,  and  is 
ranked  fourth  in  cancer  mortality  in  the  most  recent  statistics 
of  the  American  Cancer  Society.  The  overall  five-year  cure 
rate  continues  at  approximately  20-35%  in  spite  of  improved 
techniques  of  surgery,  radiotherapy,  and  the  advent  of  new 
chemotherapy  agents.  The  reason  for  the  continued  poor 
survival  statistics  has  been  the  inability  to  establish  an  early 
diagnosis.  Studies  show  that  two  thirds  of  the  tumors  are  out 
of  the  pelvis  at  the  time  of  laparotomy,  relegating  the  patient 
to  a stage  III  or  IV  disease.  The  situation  continues  to  be 
difficult  because  of  inaccurate  and  late  diagnosis,  and  com- 
bined treatment  plans  that  are  fraught  with  complications. 
The  majority  of  patients  die  within  two  years  of  diagnosis, 
and  supportive  care  is  frustrating  for  the  patient,  family,  and 
physician.  The  patient  often  experiences  respiratory  distress 
due  to  pleural  effusion,  and  usually  develops  abdominal  dis- 
tention secondary  to  ascites  and  small  bowel  obstruction 
which  progresses  to  emaciation  and  cachexia  as  the  patient 
literally  vomits  herself  to  death.  This  pessimistic,  but  realistic, 
situation  can  be  changed  with  efforts  directed  toward  early 
diagnosis,  in  other  words,  a higher  index  of  suspicion,  liberal 
use  of  laparoscopy,  and  the  promise  of  immunologic  diag- 
nostic tests.  It  is  hoped  that  ovarian  malignancy  can  be 
discovered  at  an  early  stage  while  still  limited  to  the  pelvis 
and  amenable  to  available  therapy. 

Classification 

The  ovary  can  produce  more  than  20  different  histologic 
types  of  primary  ovarian  tumors,  and  these  can  occur  in  al- 
most all  combinations.  The  ovary  is  also  a frequent  site  of 
metastasis  from  the  gastrointestinal  tract  or  breast.  Fig  1 
presents  a workable  classification.  These  various  tumors 
originate  from  different  embryologic  tissues,  exhibit  different 
biologic  behavior  and  endocrine  function,  possess  varying 
degrees  of  malignancy,  occur  at  all  and  specific  ages,  and 
possess  varying  routes  of  dissemination.  Approximately  80% 
of  ovarian  tumors  encountered  are  from  the  epithelial  classi- 
fication, and  these  must  be  further  classified  in  their  benign, 
borderline,  and  malignant  components.  Since  the  other 
ovarian  tumors  are  less  common,  the  remainder  of  this  dis- 
cussion generally  refers  to  the  epithelial  tumors.  Recently 
recognized  is  the  intraperitoneal  mesothelioma  that  often 
mimics  ovarian  cancer  by  presenting  with  the  triad  of  ascites/ 
intraperitoneal  carcinomatosis,  histologic  papillary  adenocar- 
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cinoma  and  small  ovaries  with  implants  (9).  It  is  mandatory 
that  the  surgeon  have  a full  understanding  and  working 
knowledge  of  these  various  ovarian  tumors  when  they  are 
encountered  at  the  operating  table,  both  to  assure  adequate 
surgery  for  maximum  cure  and  also  to  prevent  overtreatment 
that  might  result  in  unnecessary  sterilization. 

Presenting  symptoms 

There  are  no  characteristic  symptoms  that  suggest  ovarian 
malignancy.  The  patient  generally  presents  with  the  vague 
symptoms  of  indigestion,  obstipation,  perhaps  alternate  con- 
stipation and  diarrhea,  and  bloating  and  abdominal 
distention.  The  more  specific  symptoms  of  pain,  abnormal 

1.  Classification  of  ovarian  tumors. 

I.  Non-neoplastic 

A.  Cystic  follicles  (less  than  2.5  cm) — includes  polycystic  ovary 

B.  Functional  cysts 

1 . Simple  follicular  cyst  (more  than  2.5  cm) 

2.  Corpus  luteum  cyst 

3.  Theca-lutein  cyst 

4.  Luteoma  of  pregnancy 

II.  Neoplastic 

A.  Germinal  epithelial  origin  (cystomas) 

*1 . Serous  cystadenoma  and  cystadenocarcinoma 
*2.  Mucinous  cystadenoma  and  cystadenocarcinoma 

3.  Endometroid  carcinoma 

4.  Adenocarcinoma,  undifferentiated 

5.  Clear  cell  carcinoma  (mesonephroid) 

6.  Brenner  tumor,  benign  and  malignant 

B.  Germ  cell  tumors 

1.  Teratomas 

a.  Benign  cystic  or  solid  teratoma  (dermoid),  stroma  ovarii,  etc. 

b.  Immature  teratoma 

c.  Malignant  teratoma 

1)  Teratocarcinoma 

2)  Embryonal  carcinoma 

3)  Endodermal  sinus  tumor  (yolk  sac  tumor) 

4)  Choriocarcinoma  (non-gestational) 

5)  Carcinoid 

6)  Squamous  cell  carcinoma 

2.  Dysgerminoma 

3.  Gonadoblastoma 

C.  Gonadal  stromal  tumors 

1 . Granulosa-theca  cell  tumor 

2.  Arrhenoblastoma 

3.  Gynandroblastoma 

D.  Non-intrinsic  connective  tissue  tumors 

1.  Fibroma 

2.  Fibrosarcoma,  sarcoma 

3.  Rhabdomyosarcoma 

4.  Others:  vascular,  lipoid,  etc. 

E.  Congenital  rest  tumors 

1 . Adrenal  rest  tumor 

2.  Mesometanephric  tumor 

3.  Hilar  cell  tumor 

F.  Metastatic  tumors  (secondary) 

1.  Breast,  G.l.  tract,  uterine,  etc. 

'Serous  and  Mucinous  tumors  are  further  classified  as  benign,  borderline  ma- 
lignant, and  malignant. 

a.  Benign  cystomas 

b.  Cystomas  with  proliferating  activity,  nuclear  abnormalities,  but  with  no 
infiltrative,  destructive  growth  (low  potential  malignancy) 

c.  Cystadenocarcinomas 
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uterine  bleeding,  and  palpable  mass  are  unreliable  as  each 
are  present  in  approximately  one  third  of  cases.  Most  pa- 
tients have  been  evaluated  with  stomach  and  intestinal 
x-rays,  cholecystogram,  and  have  received  symptomatic 
treatment  for  “indigestion”  before  the  initial  pelvic  examina- 
tion. Dr  Stanley  Way  in  England  summarized  the  situation 
accurately  when  he  stated,  “most  patients  have  undergone 
complete  gastrointestinal  evaluation  and  have  drowned 
themselves  in  a sea  of  bicarbonate  before  a pelvic  exam  is 
done  and  the  diagnosis  established.”  There  is  no  definite 
“ovarian  cancer  profile,”  but  patients  with  a positive  family 
history,  previous  ovarian  dysfunction,  and  suggestive  symp- 
toms occurring  in  the  fifth  and  sixth  decades  of  life  should 
alert  the  physician  to  the  possibility  of  ovarian  neoplasm. 

Physical  examination 

Physical  examination  is  often  difficult  and  misleading.  Soft, 
cystic  ovarian  lesions  located  deep  within  the  intraperitoneal 
cavity  may  be  difficult  to  palpate  and  hard  to  differentiate 
from  small  bowel.  Suspicious  adnexal  masses  include: 

(a)  any  solid  mass,  (b)  persistent  cyst  over  5 cm,  (c)  any  ab- 
domino-pelvic  mass  in  children,  (d)  the  postmenopausal 
palpable  ovary  syndrome  (3),  and  (e)  the  presence  of  as- 
cites. Fig  2 divides  ovarian  masses  into  prepubertal, 
reproductive  and  postmenopausal  intervals.  The  graph  em- 
phasizes the  important  fact  that  ovarian  masses  in  the 
prepubertal  and  postmenopausal  stages  of  life  are  predomi- 
nantly neoplastic  (often  malignant)  while  the  great  majority  of 
ovarian  enlargements  in  the  reproductive  years  are  benign 
functional  cysts.  Ovarian  cysts  occurring  with  ovulation  may 
be  managed  conservatively,  while  there  is  no  time  or  place 
for  observation  or  procrastination  in  the  young  or  in  the  old. 
Fig  3 illustrates  the  syndrome  of  the  postmenopausal  palpa- 
ble ovary.  Any  ovary  that  is  palpable  two  years  following 
menopause  is  abnormally  enlarged,  carries  a 50%  risk  of 
neoplasia,  and  must  be  investigated  immediately  (3). 


2.  Graph  emphasizes  that  ovarian  masses  occurring  before  puberty  and 
after  menopause  are  predominantly  neoplastic,  while  ovarian  enlargements 
during  reproductive  years  are  more  likely  to  be  benign  functional  cysts. 


Diagnostic  tests 

The  patient  with  vague  abdominal  pain  and  a suspected 
mass  is  routinely  evaluated  with  upper  and  lower  gastroin- 
testinal radiologic  and  endoscopic  studies.  Intravenous 
pyelogram,  cystoscopy,  and  routine  blood  counts  and  studies 
are  helpful  screening  tests.  All  of  these  studies  are  usually 
nondiagnostic  for  ovarian  tumors  but  are  essential  to  rule  out 
primary  gastrointestinal  diseases.  They  may  also  suggest 
ovarian  neoplasm  by  showing  extrinsic  bowel  or  urinary  tract 
lesions,  soft-tissue  pelvic  masses,  and  ascites.  Comput- 
erized tomography  is  especially  helpful  in  identifying  small 
amounts  of  ascitic  fluid  in  the  costophrenic  areas  and  in  de- 
tecting hidden  masses,  enlarged  para-aortic  lymph  nodes, 
and  parenchymal  liver  lesions.  Ultrasonography  has  proven 
valuable  in  confirming  and  differentiating  cystic  and  solid  ab- 
dominopelvic  masses. 

When  a malignant  ovarian  neoplasm  is  suspected,  the  pa- 
tient should  then  be  referred  to  a medical  center  for  more 
specific  diagnosis  and  treatment.  Culdocentesis  was  pro- 
moted previously  as  a screening  test  for  ovarian  malignancy, 
but  proved  unsuccessful  because  of  pain  with  the  procedure, 
confusion  over  interpretation  of  mesothelial  cells,  and  the 
fact  that  positive  cytology  indicates  late  stage  disease.  Para- 
centesis and  cytologic  study  is  helpful  in  evaluating  ascites, 
but  caution  must  be  used  to  prevent  rupture  of  an  existing 
ovarian  cyst.  Tumor-specific  antigens  have  been  isolated 
from  ovarian  epithelial  tumors;  however,  the  antigen/antibody 
complexes  are  not  yet  specific  or  sensitive  enough  to  be 
clinically  helpful.  Laparoscopy  has  proven  very  helpful  when 
an  adnexal  mass  is  suspected  but  not  definitely  palpated  or 
identified  by  radiologic  or  sonographic  studies.  The  laparo- 
scope is  also  utilized  effectively  in  staging  and  in  second-look 
procedures  (6).  Lesions  of  the  cervix  should  be  proven  to  be 
benign  by  cytology  or  colposcopy,  and  lesions  of  the  endo- 
metrium benign  by  biopsy  or  dilatation  and  curettage  before 
proceeding  to  definitive  diagnosis  by  exploratory  laparotomy. 

Treatment 

Ovarian  malignancy  is  most  effectively  treated  by  a multi- 
disciplinary approach  that  includes  a combination  of  surgery, 
radiotherapy,  radioisotope  therapy,  and  chemotherapy.  The 
surgeon  must  plan  the  procedure  in  an  organized  manner  to 
assure  adequate  staging  and  cytoreductive  surgery.  A pre- 
operative bowel  prep  should  be  performed,  a vertical  incision 
made,  and  all  four  quadrants  of  the  intraperitoneal  cavity 
thoroughly  inspected,  and  samples  taken  for  cytologic  stud- 
ies and  biopsies.  The  common  epithelial  tumors  occurring  in 
older  women  require  a total  abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy.  Omentectomy,  appendec- 
tomy, pelvic  and  peri-aortic  lymph  node  biopsies,  multiple 
peritoneal  biopsies  and  often  partial  bowel  resection,  and 
possible  colostomy  are  often  required  for  effective  cytoreduc- 
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five  surgery.  The  presence  of  ascites,  location  of  the  tumor 
and  a detailed  evaluation  of  the  cystic  tumor  regarding  ex- 
crescences, fixation,  or  rupture  should  be  noted.  The  exact 
size  and  location  of  any  residual  tumor  should  be  carefully 
documented  also.  These  patients  are  generally  in  negative 
nitrogen  balance  and  postoperative  complications  of  in- 
testinal obstruction  and  fistula,  wound  dehiscence  and  evis- 
ceration, and  infection  may  be  prevented  by  close  attention 
to  wound  closure,  retention  sutures,  rigid  fluid  and  electrolyte 
balance,  and  often  parenteral  nutrition.  Young  patients  who 
prefer  to  maintain  childbearing  function  may  be  considered 
for  conservative  salpingo-oophorectomy  only  when  low- 
grade  stage  IA,  disease  is  rigidly  documented.  The  Interna- 
tional Federation  of  Gynecology  and  Obstetricians  (FIGO) 
classification  for  ovarian  tumor  is  based  on  surgical  staging 
and  has  proven  helpful  in  gauging  prognosis  and  treatment 
plans  (Fig  4).  It  is  distressing  to  acknowledge  that  we  have 
effected  only  a 50-60%  five-year  cure  rate  for  stage  I dis- 
ease and  a 30-40%  five-year  cure  rate  for  stage  II  lesions. 

Previous  studies  reported  that  even  when  the  entire  tumor 
was  thought  to  be  removed  at  surgery,  approximately  50%  of 
the  lesions  recurred  and  proved  arduous  to  treat.  The  high 
incidence  of  upper  abdominal  (6)  and  para-aortic  metastases 
(4)  was  recognized  and  staging  then  became  more  accurate 
and  concordantly  the  cure  rate  for  true  stage  I lesions  im- 
proved. It  is  now  the  practice  of  most  oncology  centers  to  add 
adjunctive  radiotherapy  or  chemotherapy  for  the  “completely 
resected”  tumors  when  the  high  risk  factors  of  anaplasia, 
positive  cytology,  or  fixation,  rupture,  or  excrescences  of  the 
cyst  wall  are  present.  Any  lesion  beyond  stage  IA,  usually 
requires  more  than  simple  extirpation  to  obtain  an  acceptable 
cure  rate.  Total  pelvic  irradiation  was  abandoned  when  the 
high  incidence  of  upper  abdominal  recurrence  was  recog- 
nized. Various  techniques,  such  as  the  bath  and  strip 
techniques,  were  devised  to  radiate  the  entire  peritoneal  cav- 
ity, but  these  proved  unsuccessful  also  (8).  A sufficient 
tumorcidal  dose  could  not  be  delivered  while  protecting  the 
liver,  kidneys,  and  bowel.  Radioisotope  therapy  has  proven 
to  be  an  effective  adjunctive  treatment  when  all  macroscopic 
tumor  has  been  surgically  removed.  Chromic  phosphate  is  a 
pure  beta  emitter  that  follows  the  routes  of  dissemination  of 
ovarian  tumor  and  effectively  treats  the  intraperitoneal  sur- 
faces while  sparing  the  bone  marrow  and  intestinal  mucosa. 
Careful  technique  assuring  adequate  intraperitoneal  distri- 
bution has  improved  the  five-year  survival  rates  from  60%  to 
90%,  with  acceptable  5%  morbidity  (5,7). 

Ovarian  malignancies  have  shown  an  excellent  response 
to  various  chemotherapy  agents  (8,10).  Effective  cytoreduc- 
tive surgery  is  essential  to  chemotherapy  success.  Alkylating 
agents  have  been  the  most  commonly  utilized  drugs  and 
have  traditionally  demonstrated  a 40-50%  response  rate. 
Combination  chemotherapy  protocols  have  been  designed  to 


maximize  tumor  response  while  minimizing  toxicity.  Promis- 
ing chemotherapy  agents  currently  under  study  as  both 
primary  and  second  line  drugs  include  cisplatinum, 
adriamycin,  hexamethylmelamine,  cyclophosphamide,  and 
vinca  alkaloids.  Recent  studies  suggest  that  immunotherapy 
enhances  chemotherapy  response  (2).  Current  investigation 
also  includes  cell  cloning  for  culture  and  chemotherapy  sen- 
sitivity studies  (1 ),  and  second  looks  at  laparoscopy  and 
laparotomy  procedures  (6,8).  Quality  of  life,  complete  re- 
sponse rates,  and  length  of  life  must  be  carefully  considered 
while  evaluating  these  aggressive  combined  treatment 
modalities. 

Supportive  therapy  in  terminal  care  must  be  provided  since 
the  majority  of  patients  with  ovarian  carcinoma  die  with  their 
disease.  Palliation  and  patient  comfort  may  be  provided  by 
clinical  procedures  and  short-term  hospitalizations  that  in- 
clude (a)  paracentesis  and  thoracentesis  and  injection  of 
sclerosing  agents  to  control  effusions,  (b)  intravenous  hydra- 
tion and  short-term  nasogastric  tube  to  control  partial  bowel 
obstruction,  (c)  adequate  analgesics  and  antiemetics  and 
(d)  continued  counseling  and  support  to  both  patient  and 
family. 


3.  The  postmenopausal  palpable  ovary  syndrome  is  illustrated.  (Reprinted 
with  permission  from  Hugh  Barber,  MD,  and  the  editors  of  Contemporary  OBI 
GYN,  January  1976.) 


Postmenopausal  Palpable 
Ovary  Syndrome 


Normal  ovary 
premenopausal 
3.4  x 2 x 1.5  cm 


Early  menopause 
(1  to  2 years) 

2 x 1.5  x 0.5cm 


Late  menopause 
(2  to  5 years) 

1.5  x 0.75  x 0.5  cm 
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4.  International  Federation  of  Obstretricians  and  Gynecologists  (FIGO) 
stagegrouping  for  primary  carcinoma  of  the  ovary. 


Stage  I 
Stage  !A 
State  I A, 
Stage  IA2 
Stage  IB 
Stage  IB, 
Stage  IB2 
Stage  1C 

Stage  II 
Stage  IIA 
Stage  I IB 
Stage  1 1C 

Stage  III 


Stage  IV 


Special 

Category 


Growth  limited  to  the  ovaries 

Growth  limited  to  one  ovary;  no  ascites 

No  tumor  on  the  external  surface;  capsule  intact 

Tumor  present  on  the  external  surface  and/or  capsule  ruptured 

Growth  limited  to  both  ovaries;  no  acites 

No  tumor  on  the  external  surface;  capsule  intact 

Tumor  present  on  the  external  surface  and/or  capsule(s)  ruptured 

Tumor  either  Stage  IA  or  Stage  IB,  but  with  ascites*  or  positive 

peritoneal  washings  with  positive  cytology 

Growth  involving  one  or  both  ovaries  with  pelvic  extension 

Extension  and/or  metastases  to  the  uterus  and/or  tubes 

Extension  to  other  pelvic  tissues 

Tumor  either  Stage  IIA  or  Stage  IIB,  but  with  ascites*  or  positive 
peritoneal  washings  with  positive  cytology 
Growth  involving  one  or  both  ovaries  with  intraperitoneal  metasta- 
ses outside  the  pelvis  and/or  positive  retroperitoneal  nodes. 
Tumor  limited  to  true  pelvis  with  histologically  proven  malignant 
extension  to  small  bowel  or  omentum. 

Growth  involving  one  or  both  ovaries  with  distant  metastases. 
Pleural  effusion  with  positive  cytology.  Parenchymal  liver 
metastases. 

Unexplored  cases  which  are  thought  to  be  ovarian  carcinoma 

‘Ascites  is  peritoneal  effusion  which  in  the  opinion  of  the  sur- 
geonis  pathologic  and/or  clearly  exceeds  normal  amounts. 
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Get  involved 
with  drugs 
before  your 
children  do. 


Sooner  or  later,  someone’s 
going  to  offer  to  turn  your  children  on. 

It  could  be  their  best  friends. 

And  chances  are,  you  won’t 
be  anywhere  in  sight. 

So  what  can  you  do? 

Obviously,  the  time  to  talk 
to  your  children  about  drugs  is  before 
they  have  to  make  a decision  on 
their  own. 

Which  means  you  have  to 
learn  something  about  drugs. 

Learn  the  dangers.  And  learn 
to  recognize  the  signs  of  drug  use. 
Listlessness  in  your  child.  Sudden 
drop  in  school  grades.  Temper  flare- 
ups  and  staying  out  late  a lot. 

Learn  about  peer  pressure  on 
a twelve-year-old.  Then  show  them 
you  understand  how  important  their 
friends  are  to  them.  But  also  tell 
them  that  real  friends  won’t  insist 
they  do  drugs. 

Check  your  own  personal 
habits.  You  can’t  tell  a child  about 
the  dangers  of  drugs  with  booze  on 
your  breath. 

But  it’s  through  love  and 
understanding  that  you  can  be  the 
most  effective.  Threatening  to  tear 
their  arms  off  just  won’t  work. 

You  can  get  a lot  more  ideas 
from  the  booklet,  “Parents:  What 
You  Can  Do  About  Drug  Abuse.” 
Write:  Get  Involved,  P.O.  Box  1706, 
Rockville,  Maryland  20850. 

Remember,  it  doesn’t  always 
happen  to  someone  else’s  kids. 

After  all,  there  are  over  35 
million  drug  users  in  America. 

And  they’re  all  someone’s 
children. 


A public  service  of  this  publication 

and  the  National  Institute  on  Drug  Abuse. 
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WHAT’S  NEW 


Ambulatory  surgery 

James  Tang,  MD 

When  we  think  of  recent  advances  in  medicine,  we  usually 
think  of  new  techniques,  such  as  CT  scanning,  which  ap- 
peared some  ten  years  ago,  and  even  more  recently,  NMR 
scanning.  These  techniques  have  revolutionized  radiology. 
Other  specialties  prompt  comparable  technological  ad- 
vances. Coronary  artery  bypass  surgery  and  cardiac 
transplantation  are  techniques  that  have  revolutionized  the 
specialty  of  cardiac  surgery.  Just  a few  months  ago,  the 
world  witnessed  the  first  artificial  heart  implantation  and 
watched  for  1 12  days  the  man  who  survived  with  it.  There  are 
other  innovations  that  are  less  dramatic  and  therefore  over- 
looked, but  their  relative  importance  is  possibly  just  as  great. 

We  are  now  entering  an  era  that  will  change  the  face  of 
American  surgery  in  ways  that  few  of  us  yet  realize.  One 
change  that  we  will  witness  is  the  use  of  an  ambulatory  set- 
ting for  many  surgical  procedures  that  were,  or  still  are, 
thought  to  require  hospitalization  to  be  safely  performed.  Am- 
bulatory surgery  also  has  been  called  day  surgery,  in-and- 
out  surgery,  and  outpatient  surgery.  These  terms  refer  to  sur- 
gical procedures  that  are  more  complex  than  simple  office 
procedures  that  require  local  anesthesia  but  less  complex 
than  major  procedures  requiring  prolonged  postoperative 
monitoring  and  hospital  care  to  ensure  safe  recovery  and 
good  patient  outcome.  General  anesthesia  is  induced  in 
most  cases.  The  patient  undergoing  outpatient  surgery  is 
discharged  on  the  day  of  the  surgery.  Improved  anesthetics, 
better  educational  preparation,  and  a healthier  public  are  per- 
mitting surgical  care  to  change  quite  dramatically. 

Before  general  anesthesia  was  developed  and  our  modern 
hospitals  built,  most  patients  recuperated  from  almost  all 
types  of  surgery  at  home.  Indigents  and  soldiers  had  to  suffer 
the  fate  of  hospital  ward  care.  In  time,  both  surgeons  and 
patients  came  to  realize  that  the  surgical  care  and  results 
were  better  in  hospitals.  The  accepted  procedure  then  be- 
came to  have  surgery  and  to  recuperate  in  a hospital  setting. 
Consequently,  there  were  strong  pressures  to  perform  all 
major  operations  in  hospitals.  Most  of  the  improvements  in 
the  quality  of  care  that  have  occurred  in  this  country  since 
1900  have  resulted  from  the  fact  that  most  major  operations 
have  been  done  and  cared  for  postoperatively  in  hospitals. 

Nevertheless,  there  were  early  reports  that  children  could 
safely  have  surgery  on  an  ambulatory  basis.  In  1909,  the 
Royal  Glasgow  Hospital  for  Children  reported  almost  9,000 
operations  were  performed  on  outpatients  and  concluded 
that  ambulatory  surgery  was  as  satisfactory  as  hospital  inpa- 
tient care  for  some  procedures.  The  author  went  on  to 
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comment  that  the  “experience  of  herniotomy,  abdominal  sec- 
tion, and  other  operations  in  young  children  treated  as 
outpatients  is  gradually  reconciling  me  to  the  view  that  we 
keep  similar  cases  in  adults  too  long  in  bed  (12).” 

In  the  1 960s  came  the  use  of  safer  anesthetic  agents  and 
techniques,  a high  demand  for  hospital  beds,  and  increased 
interest  in  early  ambulation  following  surgery.  Increasing  in- 
terest in  ambulatory  surgical  programs  for  adults  as  well  as 
for  children  accompanied  these  changes. 

Models  of  ambulatory  surgery 

There  are  three  basic  models  for  ambulatory  surgery.  The 
first  model  is  the  hospital-based,  nondedicated  unit.  The  pa- 
tient never  occupies  a hospital  bed  in  a defined  unit.  The 
surgery  is  done  under  general  anesthesia  and  the  patient  is 
discharged  directly  from  the  recovery  room  when  his  or  her 
condition  warrants  it.  The  first  programs  of  this  type  were  at 
UCLA,  the  George  Washington  Medical  Center  in  Washing- 
ton, DC,  and  the  Church  Home  and  Hospital  in  Baltimore. 

The  second  model  is  a hospital-based,  well-defined  unit. 
Hospital-based  units  are  the  most  common,  since  hospitals 
can  establish  a program  with  little  capital  investment  and  use 
the  present  staff,  facilities,  and  support  services.  They  allow 
the  surgeon  to  do  major  procedures,  if  complications  arise, 
without  having  to  transfer  the  patient  to  another  facility.  The 
American  Hospital  Association  has  found  that  ambulatory 
surgery  is  now  available  in  70%  of  all  nonfederal  United 
States  hospitals  located  in  major  metropolitan  areas,  and 
that  approximately  1 8%  of  all  surgical  procedures  done  in 
these  hospitals  were  ambulatory. 

The  third  model  is  the  freestanding  unit,  which  is  physically 
separate  from  other  health  care  facilities.  The  first  freestand- 
ing unit,  developed  in  Providence,  Rl,  in  1968,  failed  because 
too  few  surgeons  were  interested  and  because  there  was  no 
reimbursement  from  third-party  payers. 

The  first  successful  freestanding  ambulatory  surgical  care 
facility,  called  Surgicenter,  was  opened  in  Phoenix,  Ariz,  in 
1970  by  two  anesthesiologists,  John  Ford,  MD,  and  Wallace 
Reed,  MD.  They  were  concerned  about  the  cost  factors  of 
medical  care.  They  began  their  plans  for  Surgicenter  by 
conducting  a special  two-year  study  of  normal  hospital 
procedures.  From  this  study  they  concluded  that  there  was  a 
need  for  a freestanding  ambulatory  surgical  care  unit.  Then 
they  involved  surgeons,  local  hospitals,  planning  agencies, 
and  major  insurers  in  its  development.  They  developed  a 
lump  sum  charge  list,  which  covered  every  procedure  to  be 
done  at  the  Surgicenter.  This  was  the  facility  charge,  and  did 
not  include  the  charge  of  the  anesthesiologist  or  surgeon. 
When  they  opened  the  doors  of  Surgicenter,  they  felt  that 
their  idea  presented  a positive  step  in  the  direction  of  cost 
control  and  better  patient  handling.  The  center  was  not  im- 
mediately successful.  It  took  another  two  years  before  day- 
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to-day  expenses  were  covered  and  three  years  before  they 
started  to  recoup  their  original  investment. 

Other  freestanding  units  have  followed  the  example  of  Sur- 
gicenter.  By  1981 , there  were  about  100  such  units,  and  by 
1986,  it  is  predicted  that  there  will  be  270  freestanding  units 
handling  about  900,000  patient  visits.  Many  private  hospitals 
are  developing  freestanding  programs  of  their  own.  The  ma- 
jor drawback  of  these  units  is  the  lack  of  quick  access  to 
emergency  hospital  services,  causing  the  possibility  of  inad- 
equate patient  care. 

Pros  and  cons  of  ambulatory  surgery 

The  advantages  of  ambulatory  surgery  usually  mentioned 
are  reduced  cost,  a reduction  in  exposure  to  hospital  infec- 
tions, less  disruption  of  family  life  (this  is  especially  important 
for  children),  and  a potential  reduction  in  the  number  of  medi- 
cation errors  that  occur  in  hospitals.  Hospitals  often  can 
make  better  use  of  their  facilities,  especially  the  operating 
and  recovery  rooms,  if  they  have  an  ambulatory  surgery  ser- 
vice. Hospital  beds  are  freed  up  for  sicker  patients  who  really 
need  in-hospital  care. 

Of  the  $200  billion  that  is  spent  in  America  each  year  on 
health  care,  about  $50  billion  is  for  surgical  care.  The  impact 
of  ambulatory  surgery  on  the  entire  health  care  system  is 
uncertain,  but  direct  savings  have  been  demonstrated  for  in- 
dividual patients.  There  is  little  doubt  that  the  patient’s  bill  will 
be  less  if  he  has  surgery  as  an  outpatient  rather  than  having 
an  in-hospital  procedure.  One  study  of  12  high-volume  surgi- 
cal procedures  showed  that  costs  for  those  procedures  were 
55%  less  in  a freestanding  ambulatory  surgical  center  than  in 
a hospital.  Another  study  showed  that  patients  in  a hospital- 
based,  defined  ambulatory  surgery  unit  paid  46%  less  for 
seven  procedures  than  did  inpatients.  According  to  a study 
by  the  Kaiser  Permanente  Medical  Care  Program  in  Oregon, 
almost  $800  million  would  be  saved  nationally  each  year  if 
ambulatory  surgery  increased  from  10%  to  30%  of  all  surgi- 
cal procedures.  They  found  that  the  average  annual  cost 
savings  per  patient  would  be  $192.  The  savings  in  a fee-for- 
service  setting  would  probably  be  even  greater  than  in  this 
health  maintenance  organization. 

Other  data  from  the  US  Department  of  Health  and  Human 
Services  showed  that  there  are  approximately  20  million  sur- 
gical procedures  performed  in  this  country  each  year. 

Studies  such  as  the  Orkand  Report  and  one  by  the  Rhode 
Island  Blue  Cross-Blue  Shield  have  shown  that  up  to  40%  of 
all  surgery  can  be  safely  performed  on  an  ambulatory  basis 
without  compromising  the  quality  of  care.  The  savings  would 
be  about  $1 ,000  per  patient,  or  approximately  $5  billion  na- 
tionally each  year. 

Reimbursement  of  ambulatory  surgery  varies.  Medicare 
patients  treated  in  a freestanding  ambulatory  surgery  center 
are  required  to  pay  the  20%  copayment.  If  they  have  their 
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surgery  in  a hospital,  they  would  not  have  to  pay  the  copay- 
ment and  would  have  no  out-of-pocket  expenses.  That  would 
also  apply  in  a hospital-based  outpatient  surgery  unit. 

Third-party  payers,  however,  are  reevaluating  their  prac- 
tices. A policy  adopted  in  Washington,  DC,  required 
physicians  to  perform  49  common  surgical  procedures  on  an 
outpatient  basis  in  order  to  receive  Medicare-Medicaid  reim- 
bursement. At  one  hospital,  the  number  of  cases  involving 
hospital  stays  of  three  days  or  less  dropped  from  1 , 1 69  (be- 
fore the  policy  went  into  effect)  to  525  in  the  next  1 2-month 
period. 

Recently,  there  have  been  a variety  of  incentives  offered  to 
encourage  outpatient  surgery  and  shorter  hospital  stays.  At 
Melrose  Wakefield  Hospital  in  Boston,  a woman  is  offered  a 
bonus  of  up  to  $200  if  she  leaves  the  hospital  within  24  hours 
after  giving  birth.  A pediatrician  must  check  the  baby  before  it 
can  be  released.  Also,  a nurse  makes  a home  visit  during  the 
first  week  to  check  on  the  baby’s  and  mother’s  progress.  The 
normal  cost  for  maternity  patients  for  a four-day  hospital  stay 
is  $1 ,477,  but  the  cost  for  a 24-hour  stay  is  $741 . 

Companies  such  as  Motorola,  Shell  Oil,  Mobil  Oil,  and 
AT&T  are  encouraging  their  employees  to  have  appropriate 
surgical  procedures  done  as  outpatients  by  making  it  finan- 
cially advantageous  through  better  coverage. 

In  January  1981 , Blue  Cross  and  Blue  Shield  issued  a pol- 
icy statement  recommending  to  their  member  plans  that 
surgery  be  performed  in  the  “least  costly  manner  enabling 
delivery  of  safe  high  quality  patient  care,”  and  they  encour- 
aged “appropriate  growth  of  ambulatory  surgery  and  more 
selective  use  of  inpatient  care  for  surgery.” 

Ambulatory  surgery  is  one  of  the  most  rapidly  growing 
areas  of  the  American  health  care  delivery  system.  This 
growth  was  stimulated  in  part  by  the  National  Health  Plan- 
ning and  Resource  Development  Act  of  1974,  which 
promoted  ambulatory  care.  Revisions  in  reimbursement  by 
Blue  Cross  and  Blue  Shield  and  other  third-party  payers 
have  also  stimulated  growth.  For  example,  in  Phoenix,  home 
to  the  first  successful  freestanding  ambulatory  surgery  cen- 
ter, only  about  4%  of  all  surgery  was  done  on  an  ambulatory 
unit,  but  by  1 976  about  30%  was  being  done  on  an  ambula- 
tory basis. 

There  are  also  some  disadvantages  to  outpatient  surgery. 
One  problem  is  the  lack  of  time  available  for  medical  person- 
nel to  develop  rapport  with  the  patient.  For  example,  the 
anesthesiologist  who  evaluates  the  patient  may  not  be  the 
anesthesiologist  at  surgery.  Yet  another  anesthesiologist 
may  examine  the  patient  before  discharge  from  the  unit.  This 
fragments  patient  contact  and  potentially  reduces  the  overall 
personal  aspect  of  the  experience. 

There  is  also  less  time  to  examine  the  patient  being  pre- 
pared for  outpatient  surgery.  Although  the  physician  may 
examine  the  patient  the  day  before  surgery,  there  is  no  12- 
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to-24  hour  period  in  which  the  patient  is  observed  by  trained 
medical  personnel. 

After  the  patient  is  discharged  from  the  ambulatory  sur- 
gery unit,  postoperative  complications  may  force  him  to  seek 
treatment  at  another  facility.  The  responsibility  for  evaluating 
and  acting  on  late  postoperative  complications,  then,  is 
strictly  in  the  hands  of  the  patient,  his  family  or  friends,  none 
of  whom  may  have  had  any  medical  training.  This  fact  em- 
phasizes the  importance  of  giving  the  patient  and  his  family 
before  discharge  a full  explanation  of  potential  complications. 

Classification  of  surgical  procedures 

What  type  of  procedures  might  be  appropriate  for  ambulatory 
surgery?  In  the  past,  procedures  were  merely  classified  as 
major  or  minor.  Today,  it  seems  that  there  is  a practical  need 
for  five  subdivisions  of  surgical  procedures.  There  are  three 
principal  categories:  Class  I is  minor  surgery,  those  proce- 
dures that  are  appropriate  for  either  Class  I or  II,  depending 
upon  the  particular  case.  Class  II  is  intermediate  surgery, 
procedures  appropriate  for  ambulatory  surgery  settings. 
Subclass  B includes  procedures  appropriate  for  either  Class 
II  or  Class  III,  depending  upon  the  particular  case.  Class  III 
consists  of  major  surgery,  ie,  procedures  appropriate  for  in- 
hospital  care. 

Every  ambulatory  surgery  center  should  have  a list  of  ap- 
proved procedures,  usually  grouped  according  to  surgical 
specialty,  and  almost  all  of  these  procedures  would  fall  into 
the  Class  II  category.  Most  Class  II  procedures  would  be 
done  using  general  anesthesia. 

In  1980,  a Freestanding  Ambulatory  Surgical  Association 
study  of  the  surgical  procedures  performed  in  US  freestand- 
ing surgery  centers  showed  that  about  75%  were  among  the 
ten  most  frequently  performed  procedures.  These  were:  di- 
latation and  curettage,  myringotomy  and  tubes,  tubal  ligation, 
unspecified  orthopedic  procedures,  dental  procedures,  ex- 
cision of  skin  lesions,  diagnostic  laparoscopy,  tonsillectomy, 
and  adenoidectomy,  cystoscopy,  and  arthroscopy.  Gyneco- 
logic procedures  accounted  for  about  31%,  ENT  procedures 
19%,  orthopedic  procedures  11%,  plastic  surgery  9%, 
general  surgery  7%,  urology  5%,  dental  surgery  5%,  ophthal- 
mology 1 .6%,  and  pain  procedures  1%. 

Classification  of  patients 

What  kinds  of  patients  might  be  appropriate  for  outpatient 
surgery?  In  1962,  the  American  Society  of  Anesthesiologists 
(ASA)  adopted  a useful  classification  of  physical  status,  the 
ASA  Classification.  Basically,  Class  I patients  have  no  sys- 
temic disease  (eg,  a healthy  man  with  an  inguinal  hernia  or 
an  otherwise  healthy  woman  with  uterine  fibroids).  Class  II 
patients  have  mild-to-moderate  systemic  disease,  such  as 
controlled  diabetes,  slightly  limiting  organic  heart  disease, 
essential  hypertension,  or  anemia.  Extremes  of  age,  such  as 


the  neonate  or  the  octogenarian,  might  also  be  included  in 
Class  II.  Also,  extreme  obesity  and  chronic  bronchitis  place 
the  patient  in  Class  II.  Class  III  patients  have  severe  systemic 
disease  such  as  severe  diabetes,  angina  pectoris,  or  healed 
myocardial  infarction,  and  moderate  to  severe  pulmonary  in- 
sufficiency. Class  IV  patients  have  severe  systemic  disease 
that  is  already  life-threatening.  Class  V patients  are  moribund 
with  little  chance  of  survival  but  may  be  prepared  to  undergo 
emergency  surgery,  to  repair  a ruptured  abdominal  aortic 
aneurysm,  and  correct  severe  shock,  for  example. 

Obviously,  Class  IV  and  V patients  would  not  be  suitable 
for  ambulatory  surgery.  Many  ambulatory  surgery  centers 
are  finding  that  patients  in  Class  II  and  occasionally  some  in 
Class  III  can  be  treated  safely  as  ambulatory  patients,  de- 
pending on  the  procedure  that  they  are  having  done.  Local 
anesthesia  was  used  more  often  than  general  anesthesia  on 
patients  with  a systemic  disease.  One  study  found  that  am- 
bulatory surgery  was  quite  suitable  for  insulin-dependent 
diabetics,  since  they  resumed  their  normal  diet  and  normal 
activities  shortly  after  surgery.  Some  other  examples  are  pa- 
tients with  moderate  degrees  of  pulmonary  insufficiency  or 
various  degrees  of  coronary  artery  disease,  and  children 
with  leukemia  or  stable  congenital  heart  disease. 

Quality  control 

What  types  of  complications  do  we  see  in  ambulatory  pa- 
tients? In  1980,  of  over  76,000  outpatient  procedures,  the 
Freestanding  Ambulatory  Surgical  Association  reported 
10,700  complications,  which  is  a 14%  complication  rate. 
Nausea  and  vomiting  were  the  most  common.  Without  nau- 
sea and  vomiting,  the  complication  rate  was  5.4%.  Of  the 
76,000  cases,  223  (0.4%)  required  hospitalization  because 
of  bleeding,  perforated  uterus,  hypotension,  cardiac  prob- 
lems, unsuspected  tubal  pregnancy,  appendectomy,  and 
emotional  problems.  Eight  patients  had  emergency  or  life- 
threatening  complications,  which  is  about  0.007%.  There 
were  no  reported  instances  of  death. 

Complications  are  best  avoided  by  preventive  measures 
and  careful  screening  of  the  patients  prior  to  surgery.  Pa- 
tients taking  aspirin,  menstruating,  or  suffering  from 
hypertension  probably  should  not  be  treated  on  an  ambula- 
tory basis. 

There  exist  mechanisms  that  guarantee  that  standards 
are  set  and  followed.  Hospital-based  programs  must  comply 
with  the  standards  set  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Between  1 975  and  1 978,  the  Society  for  the 
Advancement  of  Freestanding  Ambulatory  Surgical  Care 
conducted  an  accreditation  program  for  freestanding  am- 
bulatory surgery  facilities.  In  May,  1979,  the  Accreditation 
Association  for  Ambulatory  Health  Care  took  over  this 
responsibility. 

In  the  field  of  plastic  surgery,  more  and  more  surgeons  are 
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performing  surgery  in  their  office  operating  facilities.  In  states 
such  as  California  and  Florida,  it  is  estimated  that  as  many  as 
75%  of  plastic  surgeons  are  performing  major  procedures  in 
their  office  facilities.  The  American  Association  for  Accredita- 
tion of  Ambulatory  Plastic  Surgery  Facilities  was  formed  in 
October  1980  to  inspect  and  accredit  professionally  operated 
plastic  surgery  facilities.  They  made  three  classifications  of 
office  operating  facilities.  Class  A facilities  handle  minor  plas- 
tic surgical  procedures  using  local,  regional,  or  topical 
anesthesia.  Class  B facilities  handle  minor  or  major  plastic 
surgical  procedures  performed  with  intravenous  or  intra- 
muscular sedation,  analgesia,  or  dissociative  drugs,  such  as 
ketamine.  Class  C facilities  handle  major  plastic  surgery  pro- 
cedures performed  under  general  anesthesia.  Thus  far,  128 
ambulatory  plastic  surgery  facilities  have  been  accredited  by 
this  organization. 

In  1980,  the  Board  of  Regents  of  the  American  College  of 
Surgeons  officially  supported  the  concept  of  ambulatory  sur- 
gery. They  listed  the  benefits  of  outpatient  surgery  as  greater 
accessibility  and  scheduling  convenience  for  both  physician 
and  patient,  as  well  as  a reduction  of  patient  anxiety  and 
cost.  Their  prime  concern  was  quality  assurance.  They  urged 
careful  consideration  of  the  suitability  of  the  patient  for  am- 
bulatory surgery  and  were  concerned  that  there  be  proper 
standards  for  physicians  and  facilities. 
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Cliff  Johnson  has  recently  completed  ASPEN  PARK, 
a condominium  - very  well  located.  Excellent  financing 
and  established  property  management  to  insure  a 
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Are  you  treating 
alcoholism  as  a 
primary  disease? 


We  are: 

We  provide  a comprehensive  program  to  treat 
alcoholism  and  chemical  dependency  as  pri- 
mary illnesses. 

• MEDICAL — Physician  monitors  course 
of  treatment 

• PSYCHOLOGICAL — Daily  individual 
and  group  counseling 

• PHYSICAL — Support  by  licensed 
dietician  and  physical  therapist 

• AA/AL-ANON  Involvement  and 
aftercare  program 


Accredited  by  J.C.A.H.  • Call  for  more  information: 


24-Hour  Line  • Toll  Free  in  Texas  1-800-292-6159 


Call  Collect  512-238-4222 

La  Hacienda 
Treatment  Center 


P.O.  Box  1 Hunt,  Texas  78024 
(near  Kerrville) 
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Thyroid  carcinoma  in  a 
pediatric  military 
dependent  population 

A 27-year  review  of  the  tumor  registry  at  William  Beau- 
mont Army  Medical  Center  identified  six  cases  of  thyroid 
carcinoma  in  children  and  adolescents.  The  clinical 
characteristics  and  historical  information  that  define  the 
population  at  increased  risk  for  thyroid  carcinoma  are 
discussed.  This  series  is  representative  of  the  spectrum 
of  disease  seen  in  pediatric  patients  with  thyroid  car- 
cinoma. The  incidence  of  solitary  thyroid  nodules  in  the 
general  population  approaches  4%.  Thyroid  carcinoma 
is  usually  discovered  as  a solitary  nodule  in  an  other- 
wise asymptomatic  patient.  Thyroid  carcinoma  accounts 
for  1%  of  all  malignant  neoplasms,  and  the  differentia- 
tion of  benign  from  malignant  thyroid  nodules  is  a 
difficult  problem.  The  absence  of  specific  symptoms, 
coupled  with  the  advanced  stage  at  presentation  of  thy- 
roid carcinoma  in  this  age  group,  underscores  the  need 
for  careful  routine  examination  of  the  thyroid  gland  in  all 
children  and  adolescents.  A solitary  hypofunctioning 
thyroid  nodule  in  a child  or  adolescent  should  be  consid- 
ered malignant  until  proven  otherwise.  A combination  of 
surgical  therapy,  thyroid  hormone  replacement,  and  the 
selective  use  of  iodine  131  ablation  is  the  treatment  of 
choice  in  pediatric  patients. 


Introduction 

The  discovery  of  a thyroid  nodule  requires  careful  systematic 
evaluation  and  definitive  recommendations  for  treatment.  Pe- 
diatric patients  with  thyroid  nodules  represent  a high  risk 
group  for  thyroid  carcinoma  (1  -4).  A history  of  head  and  neck 
irradiation  is  a known  additional  risk  factor. 

A high  percentage  of  solitary  thyroid  nodules  are  malig- 
nant and  the  differentiation  of  malignant  from  benign  lesions 
is  clinically  difficult.  While  signs  or  symptoms  of  local  invasion 
may  suggest  malignancy,  their  absence  does  not  exclude  it. 

Three  cases  of  thyroid  carcinoma  in  adolescents  were  re- 
cently diagnosed  at  this  medical  center.  This  clustering  of 
patients,  the  difficulty  of  clinically  identifying  thyroid  car- 
cinoma, and  the  declining  use  of  therapeutic  irradiation  to  the 
head  and  neck  constituted  the  basis  for  this  review  of  evalua- 


tion of  thyroid  carcinoma  in  a pediatric  military  dependent 
population. 

Methods  and  results 

The  records  of  the  tumor  registry  at  William  Beaumont  Army 
Medical  Center  for  the  past  27  years  (1954- 1 981 ) were  re- 
viewed (Fig  1 ).  There  were  six  cases  of  thyroid  carcinoma  in 
patients  less  than  1 8 years  of  age,  including  three  cases  dis- 
covered in  the  past  three  years.  The  histologic  pattern  of 
these  cases  varied:  two  were  papillary  carcinoma,  one  was 
follicular  carcinoma,  and  three  were  mixed  papillary-follicular 
carcinoma.  Patients  ranged  in  age  from  6 to  1 6 years  at  the 
time  of  diagnosis;  there  were  four  females  and  two  males.  In 
three  of  the  six  patients  (C,E,F),  the  nodule  was  discovered 
on  routine  physical  examination;  they  had  no  other  symp- 
toms at  that  time.  Two  patients  (B,D)  had  noticed  a lump  in 
the  neck  without  any  additional  symptoms.  The  remaining 
patient  (A)  was  shown  to  have  a solitary  hypofunctioning 
nodule  by  thyroid  scan  during  her  evaluation  for  a nontoxic 
nodular  goiter.  No  patient  had  a history  of  previous  irradiation 
or  family  history  of  thyroid  disease.  All  were  clinically  and 
chemically  euthyroid  at  the  time  of  diagnosis.  Each  patient, 
when  evaluated  by  thyroid  scan,  demonstrated  a hypofunc- 
tioning area  of  the  thyroid  gland  that  corresponded  to  the 
palpable  abnormality.  All  were  treated  surgically  with  subse- 
quent iodine  131  ablation  and  thyroid  hormone  replacement. 
Four  patients  (B,C,D,E)  received  iodine  131  ablation  as  part 
of  their  initial  treatment  because  of  regional  metastases  at 
the  time  of  diagnosis.  A single  patient  (B)  also  had  radio- 
graphic  evidence  of  pulmonary  metastases  at  the  time  of  her 
initial  diagnosis.  One  patient  (F)  received  iodine  131  ablation 
because  of  nodule  size  (2.5  cm  diameter).  The  remaining  pa- 
tient (A)  did  not  receive  iodine  131  ablation  as  part  of  the 
initial  therapy,  but  was  treated  with  ablation  when  regional 
metastases  occurred  six  years  later.  The  other  patient  with 
recurrent  thyroid  carcinoma  in  this  series  (C)  received  a sec- 
ond dose  of  iodine  131  for  treatment  of  his  recurrent  regional 
metastases. 

Four  cases  of  thyroid  carcinoma  presented  between 
1 969-1 980.  During  this  1 2-year  period,  nine  additional  pedi- 
atric patients  underwent  surgery  because  of  thyroid  disease. 
Their  pathologic  diagnoses  varied:  adenoma  4,  Hashimoto’s 
thyroiditis  2,  Graves’  disease  1 , chronic  thyroiditis  1 , multi- 
nodular goiter  1 . Thyroid  carcinoma,  therefore,  represented 
one  third  of  all  surgically  treated  pediatric  thyroid  disease 
during  this  1 2 years.  The  incidence  of  thyroid  disease  that  did 
not  result  in  surgical  therapy  was  not  determined. 
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No  patient  now  has  clinical  evidence  of  recurrent  thyroid 
carcinoma  or  residual  disease.  Survival  of  these  six  patients 
since  their  initial  diagnosis  ranges  from  2-23  years  with  a 
median  survival  time  of  8.5  years. 

Discussion 

Thyroid  carcinoma  represents  1%  of  all  malignant  neoplasms 
in  the  United  States.  Statistics  from  the  National  Cancer  In- 
stitute project  that  1 0, 1 00  new  cases  of  thyroid  carcinoma 
will  be  discovered  in  1 982  (5).  Between  2.9%  and  8.3%  of 
these  cases  will  be  discovered  in  children  and  adolescents 
(6,7).  Difficulty  arises  in  identifying  these  cases  within  the 
4-7%  of  the  general  population  with  palpable  nodules  of  the 
thyroid  gland  (4,8-10).  Several  risk  factors  have  been 
identified. 

The  association  between  irradiation  to  the  head  and  neck 
and  an  increased  incidence  of  thyroid  carcinoma  was  first 
reported  in  1950  (1 1).  A subsequent  literature  review  noted 


that  80%  of  the  children  with  thyroid  carcinoma  had  a previ- 
ous history  of  radiation  exposure  (12).  This  association 
peaked  around  1 953  and  declined  to  40%  of  this  peak  level 
by  1960  (12-14).  As  a result  of  these  reports,  the  use  of  ther- 
apeutic radiation  to  the  head  and  neck  in  children  has 
declined.  Few  pediatric  patients  with  a positive  history  of 
head  and  neck  irradiation  are  seen  now,  and  this  historical 
relationship  has  lost  some  of  its  usefulness  in  defining  a pop- 
ulation at  increased  risk  for  thyroid  carcinoma. 

The  age  of  the  patient  remains  a significant  risk  factor.  In 
patients  less  than  20  years  old,  the  reported  incidence  of  thy- 
roid carcinoma  in  solitary  nodules  is  as  high  as  44% 
compared  to  20%  incidence  in  adults  (2,6,13,15).  There  are 
no  significant  differences  in  the  incidence  of  the  various  his- 
tologic types  of  thyroid  carcinoma  found  in  children, 
adolescents  or  adults  (6,7).  Thyroid  carcinoma  occurs  more 
frequently  in  females  than  males  in  all  age  groups  of  the  gen- 
eral population  in  a nearly  constant  ratio  of  3:1 , but  has  a 


7 . Six  cases  of  thyroid  carcinoma  in  patients  under  age  1 8 years,  found  in 
review  of  William  Beaumont  Army  Medical  Center  tumor  registry  1954-1981. 


Patient 

Sex 

Age  at 
Diaanosis 

Ultrasound 

Chest 

X-rav 

Treatment 

Pathologic 

Diaanosis 

Follow-up 

Complications 

Survival  Status 
as  of  12/82 
Years  w/o 
Total  Apparent 
Years  Disease 

A 

F 

6 

Not  done 

Normal 

1 959 — subtotal 
thyroidectomy 

1965—  total 
thyroidectomy 

1966— 1131 

Mixed  papillary  fol- 
licular carcinoma 

1979 — normal  1131 
total  body  scan 

Regional  metastases 
follicular  carcinoma 
1965 

23 

17 

B 

F 

12 

Not  done 

Abnormal 

1966— total 
thyroidectomy 
neck  dissection 
1966,  1967— 

1131 

Papillary  carcinoma 
with  metastases 

1981— no  1131 
uptake  in  neck,  de- 
creased uptake  in 
lungs 

Hypoparathyroidism, 
restrictive  lung  dis- 
ease secondary  to 

1131  therapy  for  pul- 
monary metastases 

16 

16 

C 

M 

13 

Not  done 

Normal 

1969— total 
thyroidectomy 
with  lymph  node 
biopsy  1 969, 
1971—1131 

Follicular  car- 
cinoma with 

metastases 

1981 — normal  1131 
total  body  scan 

Hypoparathyroidism 
recurrence  in  cervi- 
cal lymph  nodes — 
1971 

13 

11 

D 

F 

16 

Solid  nodule 

Normal 

1978—  total 
thyroidectomy. 
Modified  neck 
dissection 

1979— 1131 

Mixed  papillary  fol- 
licular carcinoma 

with  metastases 

1979 — normal  1131 
total  body  scan 

None 

4 

4 

E 

M 

12 

Solid  nodule 

Normal 

1 980 — near  total 
thyroidectomy. 

All  palpable 
nodes  removed. 
1980,  1981  — 

1131 

Mixed  papillary  fol- 
licular carcinoma 

with  metastases 

1981 — normal  1131 
total  body  scan 

None 

2 

2 

F 

F 

14 

Solid  nodule 

Normal 

1980 — near  total 

thyroidectomy 

1980—1131 

Papillary  carcinoma 

1980 — normal  1131 
total  body  scan 

None 

2 

2 
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worse  prognosis  in  males  than  females  (1,5,6,14-18).  The 
pediatric  patient  presents  with  more  extensive  disease  than 
his  adult  counterpart,  and  initially  requires  more  extensive 
surgical  treatment  (1 7,1 9,20).  The  more  extensive  disease 
seen  in  pediatric  patients  with  thyroid  carcinoma  may  be  re- 
lated to  the  thyroid  stimulating  hormone  (TSH)  sensitivity  of 
the  tumor.  This  same  TSH  sensitivity  may  also  contribute  to 
the  better  survivorship  in  this  age  group  with  TSH  suppres- 
sion. Harness  noted  that  88%  of  his  patients  had  cervical 
node  metastasis  at  the  time  of  diagnosis  and  1 9%  had  pul- 
monary metastases  (19).  For  this  reason,  all  solitary  nodules 
of  the  thyroid  in  children  and  adolescents  should  be  consid- 
ered malignant  until  proven  otherwise  (2,15,19). 

Certain  characteristics  of  the  solitary  nodule  may  prove 
helpful  in  determining  the  risk  of  thyroid  carcinoma.  Defining 
the  functional  status  of  the  nodule  with  radionuclide  scanning 
is  important.  Hyperfunctioning  or  “hot”  nodules  have  only  a 
0.7%  incidence  of  malignancy  (3,10,21).  It  is  therefore  rea- 
sonable to  attempt  the  suppression  of  such  a nodule  with 
thyroid  hormone  for  three  to  six  months.  If  there  is  no 
change,  it  should  be  removed  surgically.  Unfortunately,  the 
majority  of  benign  as  well  as  malignant  nodules  are  hypo- 
functional  or  “cold"  by  thyroid  scan. 

Additional  information  can  be  gained  with  ultrasonography 
and  fine-needle  aspiration.  With  ultrasound,  nodules  can  be 
classified  as  solid,  cystic,  or  mixed  in  93%  of  cases  (9,10).  Of 
these  three  types,  the  solid  solitary  nodule  is  the  most  enig- 
matic. In  such  cases,  fine-needle  aspiration  may  help  to  ex- 
clude malignancy  if  there  are  no  definite  clinical  criteria  for 
immediate  surgical  intervention.  The  role  of  fine-needle  aspi- 
ration is  better  defined  as  an  aid  in  the  management  of  cystic 
or  mixed  nodules.  Certain  features  imply  malignancy  regard- 
less of  the  benign  cytologic  appearance  of  the  specimen. 
Nodular  size  larger  than  4 cm  in  diameter  or  recurrence  of 
the  cyst,  particularly  with  hemorrhage,  are  indications  for  sur- 
gical intervention  to  exclude  malignancy. 

The  surgical  procedure  of  choice  for  the  treatment  of 
thyroid  carcinoma  in  the  pediatric  population  is  total  thy- 
roidectomy (4,7,19,20,22).  Patients  treated  with  total 
thyroidectomy  have  a lower  mortality  than  those  treated  with 
subtotal  thyroidectomy  (17).  The  removal  of  lymph  nodes  at 
surgery  is  controversial.  Recommendations  range  from  radi- 
cal neck  dissection  to  simple  removal  of  affected  nodes 
(4,6,19,20,22).  The  extent  of  lymph  node  surgery  does  not 
affect  either  recurrence  or  survival  rates  (20).  However,  the 
presence  of  metastatic  cervical  nodes  is  correlated  with  a 
higher  risk  of  recurrence  but  is  not  thought  to  affect  the  sur- 


vival rate  in  thyroid  carcinoma  (17).  Other  factors  associated 
with  higher  recurrence  rates  are  tumors  larger  than  1 .5  cm  in 
diameter,  and  patient  age  less  than  30  years. 

Some  physicians  include  radioactive  iodine  ablation  in 
their  postsurgical  management  of  thyroid  carcinoma.  Propo- 
nents of  this  therapy  emphasize  the  importance  of  thyroid 
ablation  for  adequate  follow-up  scans  and  treatment  of  me- 
tastases (20).  There  has  been  no  documented  genetic 
damage  in  children  and  young  adults  with  the  recommended 
doses  of  iodine  131 . This  regimen  of  total  thyroidectomy,  ra- 
dioactive iodine  ablation,  and  thyroid  hormone  replacement 
may  be  of  greatest  benefit  in  those  patients  with  primary  tu- 
mors larger  than  1 .5  cm  in  diameter  or  in  cases  where  the 
primary  tumor  invades  the  thyroid  capsule,  is  multiple,  or  is 
metastatic  (20).  All  patients  will  require  thyroid  hormone  re- 
placement in  TSH  suppressive  doses. 

Conclusion 

This  series  is  representative  of  the  spectrum  of  disease  seen 
in  pediatric  patients  with  thyroid  carcinoma.  These  six  pa- 
tients support  previous  studies  in  the  extent  of  disease  at 
diagnosis,  histologic  types,  occurrence  of  metastases,  and 
potential  surgical  complications.  While  the  length  of  follow-up 
is  limited,  the  generally  good  prognosis  and  low  mortality  for 
thyroid  carcinoma  seen  in  this  age  group  is  anticipated. 
Careful  routine  physical  examination  of  the  thyroid  gland  in 
all  patients  remains  the  best  method  for  early  detection  of 
thyroid  carcinoma  in  children  and  adolescents. 
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Pseudomonas 
vertebral  osteomyelitis 
following  open  heart 
surgery:  case  report 

A case  of  vertebral  osteomyelitis  secondary  to  Pseudo- 
monas aeruginosa  is  presented.  The  destructive  pro- 
cess of  this  disease  is  demonstrated,  the  subtle  presen- 
tation is  emphasized,  and  pertinent  literature  reviewed. 
This  patient  initially  presented  for  coronary  bypass  sur- 
gery and  soon  afterward  developed  persistent  low  back 
pain,  fever,  and  dysuria.  Conservative  treatment  was 
rendered  for  approximately  six  weeks  without  improve- 
ment. Later,  open  vertebral  biopsy  was  performed,  the 
appropriate  diagnosis  was  made,  and  specific  antibiotic 
therapy  was  begun. 


Pyogenic  vertebral  osteomyelitis  is  a relatively  uncommon 
clinical  problem.  Staphylococcus  aureus  is  the  causative  or- 
ganism in  approximately  66%  of  the  cases  (1,2).  Vertebral 
osteomyelitis  caused  by  Pseudomonas  aeruginosa  is  infre- 
quent and  usually  associated  with  urinary  tract  infections 
with  or  without  previous  instrumentation  of  the  genitourinary 
tract  (3).  Vertebral  osteomyelitis  complicating  P aeruginosa 
urinary  tract  infections  has  been  reported  in  heroin  addicts, 
hemodialysis  patients,  and  one  case  of  Pseudomonas  pneu- 
monia (3).  Our  case  is  an  example  of  vertebral  osteomyelitis 
caused  by  P aeruginosa  in  which  the  primary  infection  was  in 
the  urinary  tract.  The  diagnosis  was  complicated  by  the  de- 
velopment of  a herniated  nucleus  pulposus. 

Case  report 

A 67-year-old  white  man  was  admitted  to  Methodist  Hospital 
complaining  of  chest  pain.  Exercise  stress  testing  and  car- 
diac catheterization  demonstrated  coronary  artery  occlusive 
disease  and  the  patient  underwent  coronary  bypass  surgery. 
On  the  third  postoperative  day  the  patient  was  confused,  le- 
thargic, and  febrile  to  103.2F  (39. 6C).  He  complained  of 
dysuria.  Urine  and  blood  cultures  grew  P aeruginosa.  Treat- 
ment with  gentamicin  was  begun,  and  within  48  hours  the 
patient  was  afebrile.  One  week  later  he  again  became  febrile 
and  back  pain  developed  despite  absence  of  previous  back 


problems.  Physical  examination  revealed  well  localized  para- 
spinal  tenderness  at  the  L5-S1  vertebral  level.  Forward 
flexion  was  limited  to  30  degrees,  and  hyperextension  of  the 
back  caused  increased  pain.  The  patient  was  able  to  heel-toe 
walk  without  difficulty.  The  knee  and  ankle  jerks  were  normal 
and  symmetrical.  Straight  leg  raising  caused  back  pain  at  50 
degrees  bilaterally.  No  other  neurological  deficits  were  noted 
and  the  remainder  of  the  examination  was  unremarkable. 

Lumbar  spine  films  revealed  bilateral  L-5  spondylolysis 
without  spondylolisthesis.  A technetium  bone  scan  demon- 
strated increased  uptake  in  the  body  of  L-4,  while  CT  scan 
revealed  sclerotic  reaction  within  the  body  of  L-4  (Fig  1 ).  To- 
mograms of  the  L3-L4  region  demonstrated  a slightly 
decreased  disc  interspace  with  poor  definition  of  the  inferior 
plate  and  body  of  L-3.  The  erythrocyte  sedimentation  rate 
(ESR)  was  elevated  at  1 26  mm/hr  (Westergren).  Repeat 
blood  and  urine  cultures  were  negative  and  antibiotic  therapy 
was  stopped  after  ten  days.  Because  of  continued  spiking 
temperatures  and  unremitting  low  back  pain,  the  patient  un- 
derwent a lumbar  myelogram,  which  revealed  a large 
anterior  and  left  lateral  extradural  defect  at  the  L3-L4  level 
with  an  associated  narrowed  disc  space.  The  radiologic  diag- 
nosis was  a herniated  nucleus  pulposus.  The  patient 
continued  bedrest  and  nonsurgical  therapy  for  his  back  pain. 
Antibiotics  were  withheld  until  the  cause  of  the  fever  could  be 
determined. 

The  patient  improved  and  was  discharged  37  days  after 
the  initial  surgery.  Five  days  later  he  was  readmitted  with  se- 

1.  Single  slice  of  computerized  tomography  scan,  in  which  the  patient's  left  is 
to  the  reader's  right.  This  slice  is  taken  at  the  L3-L4  vertebral  level  and  reveals 
the  inflammatory  process  with  paraspinal  muscle  swelling  and  loss  of  the 
paraspinal  fat  normally  seen.  Early  destruction  can  be  seen  along  the  supe- 
rior plate  of  the  fourth  lumbar  vertebral  body. 
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vere  low  back  pain  and  chills;  he  was  in  moderate  distress, 
but  without  gross  muscle  weakness  or  atrophy.  Ankle  and 
knee  jerks  were  absent  bilaterally.  Straight  leg  raising  caused 
bilateral  hip  pain  with  aggravation  of  the  patient’s  back  pain 
when  raised  greater  than  25  degrees.  The  remainder  of  the 
examination  was  unremarkable.  Urinalysis  was  normal,  the 
WBC  count  was  1 1 ,000,  and  the  ESR  was  1 36  mm/hr  (West- 
ergren).  The  patient  underwent  a microlumbar  discectomy  of 
the  left  L3-L4  vertebral  level.  Biopsy  and  cultures  of  the  disc 
material  revealed  P aeruginosa.  Treatment  with  tobramycin 
was  begun  and  the  patient  did  well.  He  returned  to  his  normal 
daily  activities  within  three  months  after  discharge.  Subse- 
quently, an  interbody  fusion  developed  at  the  L4-L5  level. 

Discussion 

This  case  documents  vertebral  osteomyelitis  secondary  to  P 
aeruginosa  and  substantiates  the  relationship  between  geni- 
tourinary infections  and  subsequent  vertebral  osteomyelitis. 
Review  of  the  literature  reveals  the  genitourinary  tract  as  the 
source  of  infection  causing  vertebral  osteomyelitis  in  28.5% 
of  cases  (4).  This  relationship  was  first  noted  by  Carson  in 
1 931 , who  reported  four  patients  with  genitourinary  tract  in- 
fections and  staphylococcal  spinal  osteomyelitis  (5). 

The  onset  of  spinal  osteomyelitis  is  usually  insidious  with 
back  pain  and  muscle  rigidity  being  the  most  common  symp- 
toms. The  lumbar  region  was  the  involved  site  in  48%  of 
reported  cases  (4).  The  development  of  back  pain  and  de- 
creased range  of  motion  usually  follows  a prodromal  period 
with  fever,  malaise  and,  in  some  cases,  weight  loss.  The  pro- 
dromal period  is  often  overlooked  and  thought  to  have  no 
connection  with  the  development  of  back  pain.  Diagnosis 
usually  is  made  later  in  the  course  of  the  disease.  Delayed 
diagnosis  is  believed  to  be  the  most  important  reason  for  the 
7%  incidence  of  neurological  deficit  secondary  to  vertebral 
osteomyelitis  (4,10).  The  pathogenesis  was  outlined  by  Hen- 
son and  Coventry  into  four  phases:  (a)  a focus  of  infection 
usually  in  the  genitourinary  tract;  (b)  a period  of  bacteremia 
with  or  without  symptoms;  (c)  localization  of  infection  in  the 
spine;  and  (d)  a stage  of  progression  and/or  complication 
(10). 

Back  pain  usually  is  diffuse  at  onset,  dull  in  quality,  and 
does  not  radiate  elsewhere.  With  time  the  pain  becomes 
more  localized  to  the  involved  vertebral  level  and  usually  with 
paravertebral  muscle  spasms.  Systemic  symptoms  may  de- 
velop and  subside,  yet  the  back  pain  will  persist,  and  it  is 
persistence  that  should  alert  the  physician  to  the  possible 
diagnosis  of  vertebral  osteomyelitis.  There  also  is  a predilec- 
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tion  for  involvement  of  the  lumbar  region  most  commonly, 
with  the  thoracic  region  being  the  second  most  common  lo- 
cation (4,7). 

The  disease  is  more  prevalent  in  the  elderly  with  the  peak 
incidence  usually  in  the  seventh  decade  (2).  The  incidence  is 
increased  in  diabetics,  patients  on  steroid  therapy,  patients 
undergoing  urological  procedures,  and  drug  addicts  using 
intravenous  methods  of  administration  (3,9).  The  higher 
incidence  in  older  males  is  related  to  the  larger  number  of 
urological  procedures  in  this  group  compared  to  females  (4). 

A combination  of  radiological  and  laboratory  findings  in 
correlation  with  the  patient’s  physical  examination  and  his- 
tory are  often  necessary  to  establish  the  correct  diagnosis. 
The  ESR  almost  always  is  elevated  and  will  gradually  de- 
crease with  response  to  therapy.  In  most  cases  the  ESR 
is  greater  than  100  mm/hr  (Westergren)  (2, 4, 7-9).  Bacterio- 
logical studies  should  include  cultures  and  sensitivities  of 
the  suspected  primary  focus  of  infection  and  involved  disc 
space.  Biopsy  of  the  involved  disc  space  should  be  obtained 
during  a surgical  procedure  or,  more  commonly,  with  needle 
aspiration  using  fluoroscopic  control. 

Radiological  changes  can  be  useful  in  making  the  diag- 
nosis. Often  these  changes  are  overlooked  in  the  early 
stages  of  the  disease,  and  this  emphasizes  the  importance 
of  an  accurate  needle  biopsy  for  an  earlier  diagnosis  (6).  The 
earliest  bony  change  visualized  on  radiographs  is  a decrease 
in  the  intervertebral  disc  space.  This  change  usually  occurs 
two  to  three  weeks  after  onset,  and  rarefaction  of  adjacent 
vertebral  bodies  occurs  during  the  next  three  to  four  weeks. 
This  process  appears  on  radiographs  as  a fuzziness  along 
the  superior  and  inferior  bony  margins  (7,8).  As  healing  be- 
gins, radiologic  studies  will  reveal  the  formation  of  new  bone 
manifested  by  increased  reactive  sclerosis  and  bony  bridg- 
ing. This  new  bone  formation  has  usually  begun  by  the 
twelfth  week  after  onset  (8).  Bony  bridging  spreads  both 
in  the  anterior  and  lateral  directions,  resulting  in  eventual 
bony  fusion  by  about  the  sixth  month,  as  evidenced  in  this 
case  (8). 

Serial  films  of  the  involved  vertebral  area  often  are  neces- 
sary to  document  any  radiological  changes.  Further  studies 
may  also  be  needed,  including  CT  scans,  tomography,  and 
nuclear  scanning.  CT  scans  of  the  involved  area  better  delin- 
eate early  destruction  of  the  vertebral  bodies  as  well  as  early 
changes  in  the  disc  space.  Tomography  is  useful  in  os- 
teomyelitis since  it  can  detect  small  lesions  which  may  be 
obscure  or  equivocal  on  routine  films  (6).  Bone  scanning  may 
also  reveal  early  bony  changes  as  well  as  confirm  or  exclude 
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the  diagnosis  of  malignancy  (8). 

In  the  past,  treatment  of  pyogenic  osteomyelitis  involved 
months  of  bedrest,  broad-spectrum  antibiotics,  and  immobil- 
ization ranging  from  complete  body  cases  to  minimal  back 
supports  (2,8).  More  recent  studies  have  shown  that  immo- 
bilization of  the  spine  does  little  to  improve  response  to 
treatment  or  alter  the  course  of  the  disease  (4,9).  Adequate 
treatment  involves  four  to  six  weeks  of  therapy  with  appropri- 
ate antibiotics  and  bedrest. 

Comment 

This  case  emphasizes  the  difficulty  of  diagnosing  vertebral 
osteomyelitis.  This  patient  underwent  coronary  bypass  sur- 
gery, and  one  week  later  he  developed  symptomatic 
bacteremia  with  the  onset  of  back  pain.  The  back  pain  per- 
sisted after  other  symptoms  subsided.  The  relationship 
between  the  urinary  tract  infection  and  the  onset  of  back  pain 
was  not  recognized  until  later  in  the  course  of  the  disease. 
Physicians  should  suspect  osteomyelitis  in  patients  with  per- 
sistent back  pain,  a previous  focus  of  infection,  and  a period 
of  increasing  severity  of  the  symptoms.  Also  emphasized  in 
this  case  is  the  multidisciplinary  approach  to  the  diagnosis 
and  treatment  of  this  unusual  disease.  Serial  radiological 
studies  are  helpful  in  making  the  diagnosis,  especially  when 
combined  with  information  obtained  after  bacteriologic  identi- 
fication of  the  organism.  This  substantiates  the  need  to 
obtain  material  for  bacteriologic  study  in  all  cases  of  sus- 
pected vertebral  osteomyelitis,  either  by  needle  aspiration  or 
open  biopsy. 
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Lipid  pneumonia  with 
diffuse  interstitial 
infiltrates 

Lipid  pneumonia  results  when  oils  accumulate  in  the  in- 
terstitium  or  alveoli  of  the  lung.  We  have  examined  a 55- 
year-old  man  who  had  lipid  pneumonia  resulting  from 
aspiration  of  mineral  oil.  Roentgenographic  findings 
were  unlike  those  seen  in  other  reported  cases  of  lipid 
pneumonia. 


Lipid  pneumonia  encompasses  several  pathologic  processes 
which  result  from  accumulation  of  lipids  in  the  interstitium  or 
alveoli  of  the  lung.  Exogenous  lipid  can  be  delivered  to  the 
lung  via  the  tracheobronchial  tree  or  blood  stream.  Usually 
the  roentgenographic  appearance  of  lipid  aspiration  is  one  of 
alveolar  consolidation,  unilateral  or  bilateral  (1,2).  Acinar  pat- 
terns, nodules,  and  abscesses  occur  in  some  cases  (3,4), 
but  they  are  less  common  than  alveolar  consolidation. 

Case  report 

A 55-year-old  white  man  underwent  right  radical  maxillec- 

1.(a)  Routine  chest  roentgenogram,  posteroanterior  view,  taken  Aug  8,  1979. 

HP 


tomy  for  squamous  cell  carcinoma  of  the  maxillary  antrum. 
This  was  followed  by  radiotherapy,  6,000  rads  to  the  area. 
Serial  chest  roentgenograms  over  the  next  four  years 
showed  a change  from  normal  fields  to  diffuse  interstitual 
shadowing  (Fig  1),  but  physical  examination  revealed  no  res- 
piratory abnormalities. 

His  maxillary  antrum  had  been  laid  open  by  the  radical 
surgery,  and  he  had  been  in  the  habit  of  packing  it  with 
lambswool  soaked  in  mineral  oil  to  keep  his  pharynx  moist 
while  he  slept. 

Pulmonary  function  tests  showed  mild  restriction  of  expira- 
tory volumes  and  flows.  Sputum  stained  for  fat  showed  no 
specific  response. 

Transbronchial  biopsy  was  performed  because  the  infil- 
trate suggested  by  the  chest  roentgenogram  was  thought  to 
be  lymphangitic  extension  of  his  squamous  cell  carcinoma. 
Histologic  examination  revealed  alveolar  septal  thickening 
with  fibrosis  and  mild  inflammatory  reaction.  There  were  lym- 
phocytes and  occasional  plasma  cells  but  no  granulomas  or 
giant  cells.  The  alveolar  spaces  contained  macrophages  with 
clear  vacuoles  in  their  cytoplasm.  The  alveolar  walls  also 
contained  groups  of  macrophages  distended  with  lipid  vac- 
uoles. Persistent  use  of  mineral  oil  over  a four-year  period 
had  resulted  in  aspiration  of  oil  and  the  pulmonary  reaction 
characteristic  of  oil  pneumonitis. 

The  patient  remained  asymptomatic  and  was  given  no 

(b)  Closeup  roentgenogram  of  right  lateral  lung  field,  taken  Aug  8,  1979. 
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specific  treatment.  He  was  advised  to  avoid  this  use  of  oil. 


Discussion 

The  roentgenographic  appearance  of  the  lipid  pneumonia  in 
this  case  was  unusual  among  cases  of  aspiration  of  mineral 
oil.  The  presentation  is  akin  to  that  of  three  other  forms  of 
lipid  pneumonia.  One  form  is  associated  with  blackfat  to- 
bacco smokers  in  Guyana  (5);  a second  form  has  occurred 
among  workers  in  mills  for  the  cold  reduction  of  steel  (6);  and 
a third  type  is  associated  with  the  inhalation  of  burning  com- 
mercial lards  and  fats  (7).  In  the  first  situation,  the  affected 
individuals  inhaled  lipid-impregnated  tobacco;  in  the  second, 
oil  coated  strips  of  steel  were  heated  and  rolled,  and  in  the 
process  the  oil  was  vaporized  and  inhaled  by  workers;  in  the 
third,  fats  were  burned  to  test  the  efficiency  of  various  fire 
extinguishers.  Among  blackfat  tobacco  smokers,  chest 
roentgenography  showed  that  the  disease  involved  both 
lungs.  Typically  the  middle  zones  were  most  affected.  Low 
density  micronodules  produced  a hazy  stippling  effect,  and  at 
times  a honeycomb  appearance  was  seen  (5).  Among  the 
steel  mill  workers,  the  chest  roentgenogram  was  abnormal  in 
1 5 of  1 9 cases.  In  1 2,  increased  linear  striations  were  noted; 
in  eight  there  were  scattered  areas  of  opacification.  In  the 
subject  exposed  to  burning  fat,  the  roentgenogram  revealed 
mixed  alveolar  and  interstitial  infiltrates.  Tiny  nodular  densi- 
ties were  scattered  throughout  the  lungs  with  areas  of 
consolidation  at  the  base. 

Thus,  the  appearance  of  the  chest  roentgenogram  in  our 
case  was  unusual  among  reported  cases  of  oil  aspiration.  It 
illustrates  the  diverse  nature  of  the  infiltrates  in  this  condition. 
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Neonatal  lethargy  due 
to  isovaleric  acidemia 
and  hyperammonemia 


lethargy  progressing  to  seizures,  opisthotonus,  and  coma 
(2).  Leukopenia  and  thrombocytopenia  accompany  these 
symptoms,  which  are  difficult  to  separate  from  those  of  sep- 
sis. The  patients  have  a strong  odor  of  sweaty  feet.  We 
report  a patient  whose  marked  hyperammonemia  prompted 
a detailed  metabolic  evaluation. 


Isovaleric  acidemia  is  a rare  inherited  disorder  of  amino 
acid  degradation  usually  presenting  in  the  neonatal  pe- 
riod with  vomiting,  metabolic  acidosis,  lethargy,  and 
pancytopenia.  Recently  it  has  become  clear,  as  evi- 
denced by  the  case  presented,  that  hyperammonemia 
may  be  a prominent  sign. 


Isovaleric  acidemia  is  an  autosomal  recessive  defect  of  leu- 
cine catabolism  due  to  a deficiency  of  the  enzyme  isovaleryl 
CoA  dehydrogenase  (Fig  1 ) (1,2).  Approximately  30  patients 
have  been  reported.  Two  forms  of  clinical  presentation  have 
been  delineated:  a fulminant  neonatal  form  presenting  in  the 
first  one  to  two  weeks  and  usually  progressing  rapidly  to 
death  (3)  and  a chronic  form  with  recurrent  episodes  of  acid- 
osis and  neurologic  obtundation  associated  with  infection 
and  increased  protein  catabolism  (2).  Studies  of  the  degree 
of  enzyme  deficiency  and  the  nature  of  the  enzyme  defect 
have  not  shown  any  biochemical  differences  between  the 
two  types  of  patients  (4).  The  symptoms  of  this  genetic  disor- 
der characteristically  are  vomiting,  metabolic  acidosis 

1 . Metabolic  pathway  of  leucine  degradation  indicating  the  enzyme  delect  in 
isovaleric  acidemia. 
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Case  report 

The  patient  was  the  4,080  gm  product  of  a full-term,  uncom- 
plicated pregnancy.  The  mother  was  black  and  the  father 
Mexican-American.  Family  history  was  unremarkable.  During 
the  second  week  of  life,  the  child  fed  poorly  and  became  le- 
thargic. He  was  admitted  on  the  twelfth  day  of  life  because  of 
worsening  symptoms  and  the  onset  of  vomiting  and  diarrhea. 
He  was  lethargic,  but  arousable,  and  dehydrated  approx- 
imately 10%.  His  temperature  was  96°  F,  heart  rate  1 12/min, 
respirations  48/min,  blood  pressure  62/26  mmHg,  and  weight 
3,400  gm.  The  infant’s  strong  odor  was  attributed  to  poor 
hygiene. 

Admission  laboratory  data  are  presented  in  Fig  2.  Cere- 
brospinal fluid  was  normal  and  intravenous  ampicillin  and 
gentamicin  therapy  was  started  after  blood  and  urine  cultures 
were  obtained.  Subsequently,  all  cultures  were  negative.  The 

2.  Admission  laboratory  data. 
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patient  was  rehydrated  intravenously  and  treated  with 
NaHC03.  Approximately  18  hours  after  admission,  because 
of  a deteriorating  neurologic  status  necessitating  mechanical 
ventilation,  blood  for  serum  ammonia  was  obtained  and 
found  to  be  346  |xM  (normal  range  is  21  -42  |x  M).  Six  hours 
later  it  had  risen  to  814  |xM.  The  patient  s strong  odor  of 
sweaty  feet  persisted  despite  bathing.  Quantitative  urine  or- 
ganic acids  obtained  50  hours  after  admission  indicated 
marked  elevations  of  isovalerylglycine  and  beta-hydroxy- 
isovaleric  acid  content  diagnostic  of  isovaleric  acid 
accumulation  and  isovaleryl  CoA  dehydrogenase  deficiency 
(Fig  3).  We  performed  a double  volume  exchange  transfusion 
followed  by  peritoneal  dialysis  to  remove  toxic  metabolites, 
administered  glucose  and  a continuous  insulin  infusion  to 
suppress  gluconeogenesis,  transfused  packed  cells,  fresh 
frozen  plasma  and  cryoprecipitate  for  a disseminated  intra- 
vascular coagulopathy,  and  began  a continuous  dopamine 
drip  for  hypotension,  but  the  patient’s  neurologic  function  pro- 
gressively deteriorated.  Pulmonary  edema  and  hemorrhage 
resulted  in  ventilatory  insufficiency,  and  kidney  function 
failed.  He  died  on  the  fourth  hospital  day  after  multiple  car- 
diac arrests. 

Discussion 

This  patient’s  course  is  typical  of  the  acute  neonatal  form  of 
isovaleric  acidemia.  He  died  before  administration  of  glycine, 
a promising  experimental  treatment  (5).  The  signs  and  symp- 
toms are  also  those  of  the  more  common  pediatric  problem 
of  overwhelming  sepsis.  The  constellation  of  severe  meta- 

3. Gas  chromatographic-mass  spectroscopic  analysis  of  urine  organic  acids 
in  isovaleric  acidemia.  Labeled  peaks  are  abnormal  compounds  accumulat- 
ing due  to  this  hereditary  enzyme  deficiency. 



bolic  acidosis,  ketosis  in  the  newborn  period,  leukopenia, 
hyperammonemia,  and  a peculiar  odor  suggested  a meta- 
bolic disease.  A high  index  of  suspicion  is  necessary  to  make 
the  correct  diagnosis  and  the  rarity  of  the  disease  is  partially 
attributable  to  missed  cases.  Definitive  diagnosis  relies  on 
the  demonstration  of  characteristic  metabolites  in  urine. 

Hypocalcemia  has  been  noted  in  several  patients  with  iso- 
valeric acidemia.  The  etiology  is  unclear  (3).  In  this  patient, 
hypocalcemia  persisted  despite  calcium  replacement  and 
correction  of  the  acidosis.  The  pancytopenia  initially  mani- 
fested by  leukopenia  is  characteristic  of  disorders  associated 
with  organic  acid  accumulation  secondary  to  a hereditary 
enzyme  deficiency.  Bone  marrow  studies  have  shown  a ma- 
turational  delay  in  ail  cell  lines  which  is  reversible  when  the 
level  of  the  toxic  metabolites  decreases  (6). 

Marked  elevations  of  ammonia  have  been  described  in  pa- 
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tients  with  other  defects  in  amino  acid  catabolism  leading  to 
the  accumulation  of  organic  acids,  specifically  propionic  acid- 
emia (7),  methylmalonic  acidemia  (8),  and  alpha-methyl- 
beta-hydroxybutyric  aciduria  (9).  Studies  have  shown  that 
this  is  due  to  inhibition  of  the  synthesis  of  N-  acetylglutamate, 
an  obligate  activator  of  carbamoylphosphate  synthetase,  the 
first  enzyme  of  the  urea  cycle  (10).  This  results  in  a de- 
creased rate  of  conversion  of  ammonia  to  urea.  In  vitro 
studies  by  the  same  authors  have  also  indicated  that  iso- 
valeryl  CoA,  the  primary  product  accumulating  in  isovaleric 
acidemia,  inhibits  the  synthesis  of  N-acetylglutamate.  This 
finding  suggests  that  hyperammonemia  could  occur  in  this 
disorder.  Our  patient  demonstrates  this  does  occur  in  vivo 
and  adds  isovaleric  acidemia  to  the  differential  diagnosis  of 
hyperammonemia  in  infants,  including  hereditary  defects  of 
organic  acid  metabolism,  urea  cycle  defects  and  transient  hy- 
perammonemia of  the  newborn.  Recently,  investigators  in 
France  reported  elevated  ammonia  levels  in  patients  with 
isovaleric  acidemia,  corroborating  our  observations  (1 1 ). 
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Solve  a simple  mathematical 
problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  - yourself. 


What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 


Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  oum  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 


Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 

Texas  office:  Oklahoma  office: 

Staff  Leasing,  Inc.  Staff  Leasing,  Inc. 

9550  Forest  Lane,  Suite  217  P.O.  Box  12373 

Dallas,  Texas  75243  Oklahoma  City,  Oklahoma  73157 

(214)  343-8682  (405)  943-3310 
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All  Bankers  make 
housecalls.  Some  have  more 
in  their  little  black  bags 
than  others. 


Municipal  Portfolio  Reuters  Financial 

Bonds  Analysis  Neivs  Service 


Investment 

Counseling 


Medical  Lending  Money  Management/ 

Specialists  Trust  Services 


Payroll 

Management 


Stocks 
and  Bonds 


Precious 

Metals 


Financial  Planning 
Seminars 


Tax  Shelter 
Counseling 


IRA/KEOGH 


Contact.  Bob  Combs,  President  713/790-1976 

faiMed  Center  Bank 

6631  South  Main  Houston,  Texas  (713)  790-1976  Member  FDIC 

A concept  in  banking  to  which 
it  is  easy  to  become  accustomed. 
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Medicine  in  the  Mountains! 


THIRD  ANNUAL 

KU  SUMMER  MEDICAL  SYMPOSIUM 
MEDICINE  FOR  THE  PRACTICING  PHYSICIAN 
August  2-5,  1984 

The  Broadmoor  Hotel  and  Convention  Center 
Colorado  Springs,  Colorado 


Selected  Topics  in 

—Thyroiditis  and  Hypercalcemia 
—Nephrology 

—Sexually  Transmitted  Diseases/ AIDS 
—Infectious  Diseases 
—New  Antibiotics 
—Head/Neck  Cancer 
—Plastic  Surgery 


Recreational  Opportunities 

—3  Heated  Swimming  Pools 
—3  18-Hole  Championship  Golf  Courses 
— 16  Tennis  Courts 

—Well  Appointed  Skeet  & Trap  Range 
—Scenery  of  the  Rocky  Mountains 
and  Colorado  Springs 
—Haute  Cuisine 


CPC  on  these  and  other  topics 
AMA  Category  1 credit 


For  more  information 

mail  this  form  to: 

Jan  Johnston 

Office  of  Continuing  Education 
University  of  Kansas  Medical 
Center 

39th  and  Rainbow  Boulevard 
Kansas  City,  KS  66103 
(Phone:  913-588-4480) 


KU  Summer  Medical  Symposium 


Name 

MD  DO 

Last 

First 

Middle  circle  one 

Address 

Citv  & State 

Zip 
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reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 
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Dr  Armando  Duran:  a lifetime  interest  in  medicine 


If  not  for  his  strong  interest  in  politics,  Armando  C.  Duran, 
MD,  probably  would  have  practiced  his  medical  career  in 
his  native  Mexico  instead  of  practicing  in  Texas  for  the  past 
half  century.  Had  he  stayed  in  Mexico,  many  Texas  citizens 
would  be  worse  off  today.  Dr  Duran  is  noted  and  respected 
not  only  for  his  medical  skills,  but  also  for  his  unselfish  devo- 
tion to  his  patients  and  the  community.  In  addition  to  treating 
thousands  of  poor  patients  at  no  cost,  Dr  Duran  has  been 
tireless  in  humanitarian  and  civic  work. 

He  earned  his  medical  degree  in  1920  from  the  Military 
School  of  Medicine  in  Mexico  City  and  began  his  medical 
career  in  doctor-starved  Mexico,  but  his  interest  in  politics 
— which  was  to  shape  his  destiny— led  to  Dr  Duran's  forced 
exile  from  Mexico  in  the  mid-1920s. 

After  obtaining  medical  credentials  to  practice  in  Texas, 
Dr  Duran  began  a career  in  the  Lone  Star  State  that  has 
lasted  almost  55  years  in  various  Texas  cities.  The  last  35  of 
those  years,  he  has  lived  and  practiced  in  Lubbock.  He  has 
been  honored  and  praised  countless  times  by  colleagues, 
patients,  and  friends  for  his  professional,  humanitarian, 
civic,  and  political  work. 


Armando  y Carbajal  Duran  was  born  on  July  1 9, 1 897,  in 
Mazatalan  in  the  State  of  Sinaloa,  Mexico,  one  of  six  children 
of  a sugar  cane  plantation  owner.  Dr  Duran’s  father  was  a 
native  of  France  and  five-year-old  Armando  was  sent  to  a 
French  school  in  Mexico  City  in  1 902. 

He  attended  the  French  school  until  1 91 3,  when  he  left  to 
further  his  education.  His  decision  to  study  medicine  was 
based  on  a desire  to  help  people  and  the  fact  that  there  were 
few  doctors  in  Mexico. 

Even  at  that  time,  70  years  ago,  the  costs  of  a medical 
education  were  high  and  few  people  in  Mexico  could  afford 
the  schooling.  Dr  Duran  estimates  there  were  150  doctors  in 
the  entire  country  at  the  time  he  studied  medicine.  After  grad- 
uation, he  served  as  an  instuctor  at  the  Homeopathic  School 
of  Medicine  in  Mexico  City.  He  also  served  for  a time  as  Mex- 
ico City  health  officer  and  as  the  chief  of  the  medical  staff  of 
Ambulance  and  Red  Cross. 

He  was  instrumental  in  protecting  Mexican  Indians  of 
Tepeji  del  Rio  against  a smallpox  epidemic  that  was  killing  1 0 
to  15  Indians  a day  before  his  arrival.  Dr  Duran  oversaw  the 
fight  against  the  epidemic  and  vaccinated  the  Indians, 
though  they  did  not  understand  vaccination  and  did  not  want 
to  be  vaccinated.  He  had  help  from  the  Mexican  Army,  which 
blocked  off  the  roads  to  the  city  and  didn’t  allow  anyone  to 
enter  or  leave  without  a vaccination.  Soldiers  under  Dr  Du- 
ran’s orders  also  helped  to  destroy  the  deadly  germs  by 
burning  the  strawhouses  of  the  Indians. 

An  interest  in  politics  caused  Dr  Duran  to  begin  publishing, 
in  June  1924,  a political  newspaper  in  Mexico  City  called  Pa- 


tria  Libre,  meaning  “free  country.”  The  outspoken  newspaper 
was  critical  of  the  Mexican  government  and  president  and 
boldly  called  the  president  a crook,  Dr  Duran  recalls.  Patria 
Libre  was  the  only  newspaper  in  Mexico  to  support  presi- 
dential candidate  Angel  Flores,  who  resigned  as  governor  of 
Sinaloa  to  run  for  the  presidency. 

Mr  Flores  later  was  shot  to  death.  A few  months  after  the 
assassination,  Dr  Duran  received  word  from  a friend  in  the 
Mexican  Senate  that  Duran  also  was  to  be  assassinated.  Dr 
Duran  received  a telegram  from  the  Mexican  government 
that  he  was  to  report  to  them.  He  did  not  report  as  instructed 
and  later  was  arrested. 

Government  representatives  burned  his  printing  shop  and 
office  and  Dr  Duran  was  forced  into  exile  in  1926.  He  was  not 
allowed  to  take  any  belongings  with  him.  He  was  put  over  the 
border  in  Laredo  with  only  the  clothes  he  wore  and  less  than 
a dollar  in  his  pockets.  Worse  than  that  was  the  loss  of  the 
young  doctor’s  medical  credentials.  He  called  the  Mexican 
consul,  who  loaned  him  money  and  arranged  for  Dr  Duran  to 
telegraph  his  family  in  Mexico  for  more  money.  He  later  went 
to  San  Antonio  and  passed  a medical  examination  that  gave 
him  credentials  to  practice  medicine  in  Texas. 

He  set  up  a practice  in  San  Antonio,  but  in  1930  moved  to 
Benavides,  a city  that  did  not  have  a doctor.  He  also  prac- 
ticed in  San  Diego  and  Victoria  before  moving  to  Corpus 
Christi  in  1945. 

Three  years  later  he  moved  to  Lubbock  in  1 948  to  begin  a 


Armando  Duran's  interest  in  politics  in  Mexico  led 
to  his  forced  exile  from  his  homeland  in  the  mid-1920's. 
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practice  that  is  still  in  operation  today.  Dr  Duran  said  he  felt 
Lubbock  needed  a bilingual  doctor  and  came  to  the  city  to 
take  care  of  the  Mexican-American  people.  He  recalled  that 
Lubbock  had  about  30  doctors  and  a population  of  less  than 
a third  of  the  current  1 85,000  when  he  moved  to  the  city.  He 
rented  a small  building  in  downtown  Lubbock  for  three 
months,  little  dreaming  he  would  still  be  working  out  of  that 
office  35  years  later. 

Times  were  not  good  for  many  of  Dr  Duran’s  patients  when 
he  first  moved  to  this  Texas  town.  Many  of  the  Mexican- 
Americans,  particularly  the  farm  workers,  were  very  poor,  he 
recalls.  Frequently,  he  would  be  summoned  to  deliver  a baby 
and  would  discover  upon  arrival  that  the  birth  would  have  to 
take  place  in  a shabby  hovel  under  conditions  much  less 
than  desirable  for  bringing  new  life  into  the  world. 

Mexicans  and  Mexican-Americans  also  had  many  social 
problems  in  those  days,  he  recalls.  Many  restaurants  and 
retail  stores  had  signs  in  the  windows  that  read  “No  Mexi- 
cans” and  in  some  cases,  “No  Mexicans.  No  Dogs.” 

Dr  Duran  spent  countless  coffee  breaks  talking  with  busi- 
ness owners  and  managers  that  had  banned  Mexicans  and 
Mexican-Americans  from  the  premises.  He  presented  the 
Mexican-American  side  of  the  story  and  encouraged  the  lift- 
ing of  such  bans.  He  calls  his  early  years  in  Lubbock  his 
“coffee  drinking  years.” 

In  1959,  Dr  Duran  was  appointed  first  chairman  of  Lub- 
bock’s Good  Neighbor  Commission  which  initially  was 
formed  to  solve  a problem  with  the  Mexican  government  and 
later  became  a potent  committee  for  social  change.  The 
problem  with  Mexico  developed  when  a Mexican  government 
official  put  a ban  on  Mexican  nationals  getting  passes  to  work 
in  the  Lubbock  area  during  the  agricultural  season.  The  offi- 
cial’s reason  for  imposing  the  ban  was  that  he  thought 
Lubbock  was  a bigoted  city. 

Dr  Duran  and  his  fellow  commission  members  worked 
hard  to  dispel  the  negative  image  of  Lubbock  and  brought  the 
Mexican  ambassador  of  the  United  States  to  Lubbock  for  a 
first-hand  look.  The  problem  later  was  resolved  and  the  Mexi- 
can workers  were  allowed  to  return  to  the  Lubbock  area. 

Dr  Duran  was  part  of  a delegation  of  40  people  from  Lub- 
bock that  went  to  Mexico  in  1 960  to  meet  with  US  President 
Dwight  D.  Eisenhower  and  Mexican  President  Adolfo  Lopez 
Mateos  to  tell  them  about  the  Good  Neighbor  Plan,  a pro- 
gram of  friendship  and  technical  assistance  to  Mexican  farm 
workers  in  the  Lubbock  area.  Both  presidents  received  bro- 
chures explaining  the  program  and  the  leaders  spoke 
favorably  about  it.  Lopez  Mateos  said,  “This  is  a program  that 
really  works,”  to  which  President  Eisenhower  replied,  “Fine. 
Wonderful.  I will  turn  this  over  to  my  State  Department. 

Maybe  other  areas  of  the  country  can  put  it  to  good  use." 

A major  part  of  Duran’s  helping  of  the  Mexican-American 
community  took  place  in  his  doctor’s  office  in  the  thousands 
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of  hours  of  time  he  dedicated  to  treating  the  ills  of  those  who 
could  not  afford  to  pay. 

“He  treated  people  free  of  charge  and  his  office  was  al- 
ways full,”  Mr  Lowery  said. 

Dr  Duran  never  asks  if  patients  have  insurance  and  he  has 
never  received  a welfare  check  for  payment  of  patient  claim. 
He  doesn’t  even  know  the  color  of  a government  check  be- 
cause he  has  never  seen  one.  He  tells  his  patients  to  pay 
only  when  they  have  the  money  and  if  they  aren’t  ever  able  to 
pay  him,  he  doesn’t  worry  about  it. 

Dr  Duran  recalls  instances  where  he  has  traveled  30  or  40 
miles  to  treat  a patient  and  was  handed  a small  amount, 
obviously  all  the  money  the  family  possessed.  In  such  situa- 
tions, he  refused  to  take  the  money,  telling  the  family  they 
had  more  use  for  it  than  he.  “Money  is  not  important  to  me,” 
he  said.  “I  always  had  money,  thanks  to  God.” 

Dr  Duran  had  a pacemaker  installed  in  November  1982  and 
for  a time  had  to  give  up  his  practice,  all  the  while  worrying 
about  his  patients.  He  returned  to  work  three  days  weekly  in 
July  1983,  the  same  month  in  which  he  had  his  86th  birthday. 
In  typical  Duran  fashion,  he  was  especially  eager  to  return  to 
work  because  there  had  been  heavy  manufacturing  layoffs  at 
the  Texas  Instruments  plant  in  Lubbock  and  many  of  his  pa- 
tients were  out  of  work. 

Dr  Duran  is  a member  of  the  50- Year  Club  of  American 
Medicine,  and  in  October  1 974  was  made  a charter  fellow  in 
the  American  Academy  of  Family  Physicians,  having  quali- 
fied with  the  required  900  hours  of  post-graduate  work. 

His  civic  and  community  work  in  Lubbock  and  the  sur- 
rounding area  includes  serving  three  times  as  chairman  of 
the  Good  Neighbor  Commission,  serving  on  the  welfare 
board,  the  Boy  Scouts  of  America  board,  and  serving  1 5 
years  on  the  Red  Cross  board.  He  has  been  active  in  the 
local  medical  society  since  he  arrived  in  Lubbock  and  has 
been  active  in  the  TB  Association  and  the  Caprock  Lions 
Club,  which  is  the  first  all-Mexican-American  Lions  Club  in 
Texas.  He  was  the  national  director  of  the  League  of  United 
Latin  American  Citizens  for  four  years  and  was  elected  every 
year  until  he  submitted  his  resignation. 

Dr  Duran’s  modesty  is  evident  when  he  gives  what  he  con- 
siders to  be  the  reason  for  his  success:  “I  always  had  a lot  of 
good  luck  and  good  friends  to  help.” 

Joe  Gulich 

Lubbock  Avalanche-Journal 
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PSYCHIATRIC  INSTITUTE 
OF  FORT  WORTH 


A subsidiary  of  Psychiatric  Institutes  of  America,  the  Psychiatric  Group  of  National  Medical  Enterprises,  Inc 


A private  psychiatric  hospital  providing  a 

TOTAL  PSYCHIATRIC  TREATMENT  ENVIRONMENT 


. Free-standing  in  the  heart  of  Fort  Worth's  hospital  district. 

. Dedicated  to  providing  intensive  evaluation,  treatment 
and  core  of  adults  and  adolescents  with  psychiatric  disorders. 

. NEUROPSYCHIATRIC  DIAGNOSTIC  AND  EVALUATION  UNIT 
Specializing  in  research  quality  clinical  assessment, 
neurochemical,  neuroendocrine,  therapeutic  drug  monitoring 
(including  antidepressant  blood  levels)  and  drug  abuse  testing. 


IN  TEXAS  CALL  TOLL  FREE  1-800-822-1800 

815  8rh  Avenue  Fort  Worth,  Texas  • 76104  • (817)335-4040 


"We're  together  because  Dr.  Benson 
recommended  home  health  care." 


Home  health  care  is  an  excellent  alternative  when  your 
patients  cannot  fully  care  for  themselves,  yet  do  not  need 
to  be  in  a hospital  or  nursing  home. 

Each  year,  thousands  of  people  receive  care  at  home 
from  Upjohn  Healthcare  ServicesSM  We  employ  nurses, 
home  health  aides,  homemakers  and  companions. 

There  are  42  offices  throughout  Texas.  All  offices  are 
licensed  to  provide  services  covered  by  Medicare. 

Upjohn  Healthcare  Services  is  a service  program  of 
The  Upjohn  Company,  a name  you  can  trust.  Call  our 
office  nearest  you  for  more  information. 


Abilene 
Alpine 
Amarillo 
Athens 
Austin 
Beaumont 
Beeville 
Burnet 
Cleveland 
CorpusChristi 
Corsicana 
Dallas 
El  Paso 
Falfurrias 

Texas  Department  of  Health 
Licensed  Home  Health  Agencies 

©1983  Upjohn  Healthcare  Services,  Ir 


(915)677-7842 

(915)837-5451 

1806)358-4851 

(214)675-7280 

(512)472-8266 

(409)838-3915 

(512)358-0882 

(512)756-6229 

(409)592-9195 

(512)854-1066 

(214)874-6514 

(214)363-5416 

(915)581-3351 

(512)325-5611 


Fort  Worth 

Groves 

Harlingen 

Hebbronville 

Henderson 

Houston 

Huntsville 

Jacksonville 

Kerrville 

Kingsville 

Laredo 

Liberty 

Longview 

Lubbock 

McAllen 


(817)338-1555 
(409)  983-6641 
(512)425-7343 
(512)527-4191 
(214)657-6315 
(71 3)  784-5475 
(409)  295-0752 
(214)  586-3614 
(512)896-4455 
(512)  592-5128 
(512)724-8216 
(409)336-6811 
(214)753-1534 
(806)797-4257 
(512)687-9117 


Midland 

Odessa 

Orange 

Pasadena 

Port  Arthur 

RioGrandeCity 

San  Angelo 

San  Antonio 

Sinton 

Tyler 

Victoria 

Waco 

Wichita  Falls 
Zapata 


(915)563-0689 
(915)333-2926 
(409)883-7788 
(713)473-8161 
(409)727-1449 
(512)487-3954 
(915)949-1985 
(512)224-2341 
(512)  364-3830 
(214)  595-1061 
(512)  576-6881 
(817)776-0810 
(817)766-0144 
(512)765-4195 


‘Approved  for  Medicare/Medicaid 


UPJOHN  HEALTHCARE  SERVICES 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Ulcerative  Colitis:  Psychosomatic  Illness  Review.  Milton 
Rosenbaum,  MD.  Cliggott  Publishing  Company,  Psycho- 
somatics,  vol  24,  no  6,  June  1 983,  pp  51 5-  29. 

Extensive  clinical  data  support  the  importance  of  personality 
and  emotional  factors  in  the  development  of  ulcerative  colitis. 
Compulsive  traits,  intrapsychic  conflicts  with  regression  to 
anal  behavior  with  emphasis  on  intestinal  function,  and  ex- 
tremely dependent  and  immature  relationships,  often  with 
the  mother,  all  mean  that,  in  addition  to  the  purely  medical 
evaluation,  patients  should  receive  a careful  assessment  of 
psychosomatic  factors,  whose  workings  are  delineated  here 
in  four  case  histories.  The  author  recommends  with  this  dis- 
order that  psychosomatic  assessment  and  treatment  begin 
early  on,  and  not  wait  until  the  patient  has  become  a 
management  problem  or  has  developed  psychiatric 
complications. 

LSD  Psychosis  or  LSD-Induced  Schizophrenia?  Michael 
M.  Vardy,  PhD;  Stanley  R.  Kay,  PhD.  American  Medical 
Association,  Archives  of  General  Psychiatry,  vol  40,  August 
1983,  pp  877-  883. 

We  studied  whether  patients  hospitalized  for  LSD  psychosis 
are  clinically  separable  from  acute  schizophrenics.  The  fam- 
ily histories,  manifest  symptoms,  premorbid  adjustment,  and 
profiles  on  an  extensive  test  battery  were  analyzed  for  52 
LSD  psychotics  and  29  matched  first-break  schizophrenics. 
The  LSD  patients  did  not  differ  from  schizophrenics  in  inci- 
dence of  psychosis  or  suicide  among  the  parents.  However, 
the  rate  of  parental  alcoholism  for  LSD  psychotics  far  ex- 
ceeded that  for  schizophrenics  and  the  general  population. 
The  two  groups  were  distinguished  on  some  clinical  features 
but  were  equivalent  in  premorbid  adjustment,  on  most  cogni- 
tive measures  when  initially  hospitalized  or  reassessed  three 
to  five  years  later,  and  in  number  of  subsequent  rehospital- 
izations. Thus,  in  most  respects  the  LSD  psychotics  were 
fundamentally  similar  to  schizophrenics  in  genealogy,  phe- 
nomenology, and  course  of  illness.  The  findings  supported  a 
model  of  LSD  psychosis  as  a drug-induced  schizophreniform 
reaction  in  persons  vulnerable  to  both  substance  abuse  and 
psychosis. 


Male  Breast  Carcinoma:  An  Updated  Experience  at  a Vet- 
erans Administration  Hospital  and  Review  of  the 
Literature.  Bavafa  Shariar,  MD;  Cesar  V.  Reyes,  MD;  and 
Abdul  M.  Choudhury,  MD.  Alan  R.  Liss,  Inc,  Journal  of  Surgi- 
cal Oncology,  vol  24,  1983,  pp  41  -45. 

Ten  cases  of  male  breast  carcinoma  are  reviewed.  Male  pa- 
tients with  breast  cancer  on  the  average  are  ten  years  older 
than  females,  and  they  delay  twice  as  long  as  females  after 
noting  a breast  mass  before  seeking  medical  attention.  Be- 
cause of  this  delay,  male  breast  cancer  tends  to  be  more 
advanced  at  the  time  of  diagnosis  and  initial  therapy  than 
female  breast  cancer. 


Multiple  Thoracotomy  Combined  With  Chemotherapy  in 
Metastatic  Adrenal  Cortical  Carcinoma:  A Case  Report 
and  Review  of  the  Literature.  Pertti  Appelqvist,  MD;  Seppo 
Kostiainen,  MD.  Alan  R.  Liss,  Inc,  Journal  of  Surgical  Oncol- 
ogy, vol  24,  1983,  pp  1-  4. 

A case  is  reported  in  which  multiple  bilateral  pulmonary  met- 
astasectomies  for  metastatic  adrenal  cortical  carcinoma 
were  performed  and  which  resulted  in  an  unusually  long  sur- 
vival of  over  25  years  from  the  first  thoracotomy  and  over  28 
years  from  removal  of  the  primary  adrenal  cortical  car- 
cinoma. The  patient  is  alive  and  free  of  tumor  as  of  the  latest 
follow-up.  We  believe  this  is  the  longest  survival  after  pulmo- 
nary metastasectomy  for  carcinoma  published  to  date. 
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Innovative 
Weight  Reduction 
Programs 


The  Southwestern  Metabolism  and  Diabetes  Center  on  the  Saint 
Francis  Hospital  medical  campus  in  Tulsa  conducts  comprehensive, 
medically  supervised  programs  for  adult,  pediatric  and  teenage 
patients  with  metabolic  dysfunction. 

The  Southwestern  Metabolism  and  Diabetes  Center  offers  both 
inpatient  and  outpatient  programs  for  patients  who  wish  to  lose 
weight  to  improve  current  health  status  or  to  prevent  future  medical 
complications.  Patients  with  active  medical  conditions  such  as  heart 
disease,  hypertension,  diabetes  and  degenerative  arthritis  may  also 
benefit. 

The  Southwestern  Metabolism  and  Diabetes  Center’s  weight- 
control  programs  require  the  active  participation  of  all  patients  in  the 
medical  rehabilitative  process.  These  programs  should  be  considered 
the  equivalent  of  supervised  in-hospital  programs  for  patients  with 
chronic  diseases  or  medically-supervised  physical  fitness  programs  for 
healthy  individuals. 

The  Southwestern  Metabolism  and  Diabetes  Center’s  facility  allows 
patients  to  prepare  meals  and  learn  calorie-control  techniques  in 
individual  laboratory  kitchens.  Periodic  physical  examination  and 
biochemical  testing  monitor  patient’s  medical  condition  and 
document  improvement  in  specific  physiologic  function.  Certified 
school  teachers  help  school  children  continue  their  lessons  in  a 
classroom  setting. 

Although  participants  will  have  the  opportunity  to  stay  at  new 
luxury  hotel  facilities  near  the  hospital  or  in  an  inpatient  metabolic 
treatment  unit  and  will  be  educated  in  a recently-constructed, 
modern  medical  facility,  these  weight-control  programs  are  not 
intended  to  represent  a “health  spa”  or  vacation  retreat.  They  are 
designed  to  produce  a significant  improvement  in  the  health  status 
and  fitness  of  each  participant.  A commitment  of  time  and  activity  is 
necessary  to  produce  these  important  results. 


SOUTHWESTERN  arid  DIABETKS  CENTER 

6585  South  Yale  Avenue  • Tulsa , Oklahoma  • 14136  • 494-6900 
Outside  Oklahoma,  1-800  221-9355 


MEDICINE  AND  THE  LAW 


MANAGEMENT  OF  MEDICATIONS 

Many  physicians  supply  or  administer  medications  to 
patients  as  well  as  write  prescriptions  to  be  filled  at  a phar- 
macy State  and  federal  law  and  regulations  impact  on  a 
physician 's  ability  to  order  and  provide  drugs  for  patients. 
The  questions  and  answers  below  illustrate  several  issues 
involving  physicians’  management  of  medications  for  their 
patients. 


Q.  Must  all  drugs,  including  samples,  which  are  supplied 
in  the  office  or  from  the  physician’s  medical  bag,  be  labeled? 

A.  Yes.  Physicians  are  required  by  the  Texas  Food,  Drug 
and  Cosmetic  Act  (1 ) and  the  dangerous  drug  law  (2)  to  label 
the  medications  they  supply  to  patients.  Additionally,  posses- 
sion of  dangerous  drugs  or  controlled  substances  which  are 
not  dispensed  by  a practitioner  or  not  obtained  with  a valid 
prescription  may  subject  the  patient  to  criminal  liability.  Thus, 
all  medications  should  be  properly  labeled,  both  to  assure 
accurate  identification  as  they  are  used  and  also  to  prevent  a 
patient’s  being  required  by  law  enforcement  personnel  to  ob- 
tain and  provide  proof  that  the  medications  were  obtained 
legally.  The  Texas  State  Board  of  Medical  Examiners  states 
that  all  medications,  including  samples,  supplied  from  the 
office  or  the  physician’s  medical  bag  be  labeled  with  the  fol- 
lowing information  (3): 

(a)  Date  supplied 

(b)  Name  of  medication 

(c)  Directions  for  use 

(d)  Patient  name  and  address 

(e)  Physician  name,  address,  and  telephone  number 

Q.  What  records  must  be  kept  when  drugs  are  adminis- 
tered or  supplied  to  patients? 

A.  Records  for  controlled  substances — The  Texas  Medi- 
cal Practice  Act  states  that  "A  physician  shall  keep  records  of 
his  purchases  and  disposals  of . . . (controlled  substances) 
to  include  without  limitation  the  date  of  purchase,  the  sale  or 
disposal  of  the  drugs  by  the  physician,  the  name  and  address 
of  the  person  receiving  the  drugs,  and  the  reason  for  the  dis- 
posing or  dispensing  of  the  drugs  to  the  person  (4).” 

Note  also  that  the  Texas  triplicate  prescription  program  (5) 
requires  that  a physician  create  a triplicate  prescription  rec- 
ord (retaining  one  copy  thereof  for  two  years)  each  time  a 
Schedule  II  controlled  substance  is  prescribed,  administered, 
or  dispensed  to  a non-hospitalized  patient. 

Records  for  dangerous  drugs — No  state  or  federal  regula- 
tions require  that  data  be  maintained  on  exactly  which 
dangerous  drugs  in  which  quantities  are  dispensed  or  admin- 
istered to  specific  patients. 

Inventories  of  controlled  substances — A physician  who 
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dispenses  controlled  substances  in  his  or  her  practice  must 
make  an  initial  inventory  of  all  such  drugs  on  hand  on  the  day 
dispensing  begins  (6)  and  must  take  new  inventory  of  all 
stocks  every  two  years  on  the  anniversary  date  of  the  initial 
inventory  (7).  The  inventory  of  controlled  substances  must  be 
maintained  in  a written,  typed,  or  printed  form,  but  a per- 
petual inventory  of  controlled  substances  is  not  required 
under  federal  regulations  (8). 

Inventories  of  dangerous  drugs — Texas  law  requires  phy- 
sicians to  retain  each  commercial  or  other  record  relating  to 
the  purchase  of  dangerous  drugs  for  at  least  two  years.  Phy- 
sicians are  required  to  create  and  maintain  a perpetual 
record  of  purchases  of  dangerous  drugs  under  state  iaw. 
These  records  should  not  be  sent  to  the  Texas  Department  of 
Public  Safety  (DPS)  or  to  the  Board  of  Medical  Examiners 
(BME),  but  must  be  available  for  inspection  and/or  copying  (9). 

Further,  state  regulations  require  that  inventories  and  rec- 
ords of  Schedule  I and  II  controlled  substances  be  kept 
separate  from  other  records  and  that  records  of  Schedule  III, 
IV,  and  V controlled  substances  also  be  maintained  sepa- 
rately (10).  In  effect,  physicians  may  choose  to  record 
information  on  dispensing  controlled  substances  on  individ- 
ual patient  charts  rather  than  in  a separate  record.  However, 
if  investigators  from  the  DPS,  BME,  or  the  Drug  Enforcement 
Administration  (DEA)  seek  documentation  on  dispensing  and 
a separate  record  does  not  exist,  then  access  to  the  charts 
may  be  necessary  as  provided  under  Section  5.08(g)(5)  of 
the  Texas  Medical  Practice  Act. 

Q.  Are  samples  of  controlled  substances  and  dangerous 
drugs  dispensed  in  the  office  subject  to  the  same  record- 
keeping requirements? 

A.  The  Texas  State  Board  of  Medical  Examiners  has  indi- 
cated that  it  believes  the  recordkeeping  requirements  in  the 
Medical  Practice  Act  do  apply  to  samples  of  controlled  sub- 
stances (11).  The  Board  urges  physicians  to  maintain  a 
ledger  with  a page  for  each  drug  and  its  strength.  The  invoice 
number  and  quantity  of  drugs  received  (plus  any  other  drugs 
of  that  type  on  hand)  would  be  entered  on  one  side  of  the 
page,  and  dispensing  information  as  outlined  in  Section 
3.08(4)(B)  of  the  Medical  Practice  Act  would  be  entered  on 
the  opposite  side  of  the  page. 

Although  federal  regulations  may  not  require  dispensing 
records  on  all  controlled  substances,  including  samples, 
samples  should  be  treated  the  same  as  other  controlled  sub- 
stances under  state  law.  States  may,  of  course,  impose 
stricter  requirements  than  are  found  in  federal  statutes  and 
regulations.  Legal  counsel  for  the  BME  has  indicated  that  the 
physician  who  lacks  good  records  detailing  the  disposition  of 
drugs  in  his  or  her  practice  may  face  difficulties  if  questions 
arise  about  non-therapeutic  prescribing  or  drug  theft  or 
diversion. 
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Additionally,  federal  regulations  require  that  a physician 
who  has  controlled  substances  stored  in  his  or  her  office 
must  keep  those  drugs  in  a securely  locked,  substantially 
constructed  cabinet  or  safe(1 2).  Nothing  indicates  that  this 
requirement  should  not  include  controlled  substance  sam- 
ples. Thus,  physicians  should  be  sure  that  when  controlled 
substance  samples  are  provided  them  by  a manufacturer’s 
representative,  those  drugs  are  added  to  the  inventory  and 
their  disposition  is  recorded  routinely.  That  record,  in  addition 
to  secure  storage,  should  discourage  theft  and  lessen  oppor- 
tunities for  diversion  of  samples. 

Q Which  drugs  are  listed  as  controlled  substances  and 
dangerous  drugs,  and  how  are  the  classifications 
determined? 

A.  Controlled  substances  are  grouped  in  five  schedules, 
or  lists,  according  to  their  potential  for  abuse  and  the  degree 
of  psychological  or  physical  dependence  which  may  result 
from  their  use.  Schedule  I controlled  substances  are  those 
deemed  to  have  the  highest  potential  for  abuse  and  depen- 
dence and  have  no  accepted  medical  use  in  treatment.  Other 
progressively  less  potent  and  abusable  drugs  and  sub- 
stances are  listed  individually  by  chemical  name  on 
Schedules  II  through  V. 

In  essence,  dangerous  drugs  are  those  for  which  a pre- 
scription is  required  under  federal  law  and  which  have  not 
already  been  declared  controlled  substances.  Every  con- 
trolled substance  on  Schedules  I through  V is  listed  in  the 
Texas  statute  (13)  as  well  as  the  criteria  used  for  those  place- 
ment decisions.  Dangerous  dugs  also  are  defined  by  statute 
(14). 

Lists  of  commonly  prescribed  controlled  substances,  in- 
cluding their  pharmaceutical  names,  trade  names,  and  street 
names,  are  arrayed  on  lists  available  from  the  Texas  Depart- 
ment on  Public  Safety,  Narcotics  Service,  PO  Box  4087, 
Austin,  TX  78773,  or  by  telephone  at  512-465-2150. 

Q.  May  physicians  in  rural  areas  which  lack  pharmacy  ser- 
vices supply  medications  to  patients  and  make  a charge  to 
recover  their  costs? 

A.  In  some  circumstances,  yes.  In  1983,  the  68th  Texas 
Legislature  passed  HB  1474  which  amended  both  the  Phar- 
macy Act  and  the  Medical  Practice  Act.  Those  amendments 
provide  that  a physician  who  practices  in  a rural  area  where 
there  is  no  pharmacy  may  maintain  a supply  of  dangerous 
drugs  to  be  dispensed  in  the  treatment  of  the  physician’s  pa- 
tients. Authority  to  supply  controlled  substances  and  to 
charge  therefore  is  not  specifically  addressed.  “Rural  area” 
is  defined  as  . . an  area  in  which  there  is  no  pharmacy 
within  a 1 5-mile  radius  of  the  physician’s  office  and  is  within: 

(a)  a county  with  a total  population  of  5,000  or  less  accord- 
ing to  the  most  recent  federal  census,  or 


(b)  a city  or  town,  incorporated  or  unincorporated,  with  a 
population  of  less  than  2,500  according  to  the  most  recent 
federal  census,  but  shall  not  include  a city  or  town,  incorpo- 
rated or  unincorporated,  whose  boundaries  are  adjacent  to 
an  incorporated  city  or  town  with  an  equal  or  greater  popu- 
lation (15). 

Physicians  may  be  reimbursed  for  their  costs  incurred  in 
supplying  the  drugs.  This  is  defined  to  mean  "an  additional 
charge  separate  from  that  made  for  the  physician’s  profes- 
sional services  which  includes  the  cost  of  the  drug  product 
and  all  other  actual  costs  to  the  physician  incidental  to 
providing  the  dispensing  service  but  not  including  a separate 
fee  for  the  act  of  dispensing  the  drug  product  itself  (16).” 

Physicians  desiring  to  dispense  drugs  under  the  authority 
provided  by  HB  1474  must  notify  the  Board  of  Pharmacy  and 
the  Board  of  Medical  Examiners  that  they  practice  in  a rural 
area,  and  may  continue  to  dispense  dangerous  drugs  under 
this  statute  until,  after  a hearing  by  the  Pharmacy  Board,  they 
are  notified  that  they  no  longer  practice  in  a "rural  area”  as 
defined  (17). 

Q.  May  physicians  who  do  not  practice  in  “rural  areas"  as 
defined  by  HB  1474  make  a charge  for  medications  supplied 
to  their  patients  which  is  separate  from  that  for  medical 
services? 

A.  A 1 981  opinion  from  the  Texas  Attorney  General’s 
office  interpreted  Texas  law  to  prohibit  a physician's  charging 
a fee  for  dispensing  drugs  (dispensing  fee)  which  is  separate 
from  the  physician’s  fee  for  medical  services  unless  he  or  she 
also  holds  a license  from  the  Texas  State  Board  of  Pharmacy 
(1 8).  The  Texas  State  Board  of  Medical  Examiners  recently 
proposed  rules  which  would  authorize  reimbursement  for 
costs  incurred  when  a physician  supplies  drugs  to  meet  the 
immediate  needs  of  his  or  her  patients  pursuant  to  section 
5.09(a)  of  the  Texas  Medical  Practice  Act.  The  TMA  General 
Counsel  believes  physicians  may  lawfully  supply  their  pa- 
tients with  drugs  and  remedies  to  meet  their  immediate 
needs  and  may  recoup  their  costs  by  charging  patients  ac- 
cordingly so  long  as  they  do  not  charge  a fee  for  dispensing 
the  drugs. 

Q.  What  is  the  law  on  refilling  prescriptions? 

A.  Schedule  I controlled  substances — These  drugs,  which 
now  include  those  containing  methaqualone  (19),  have  a 
high  potential  for  abuse  and  by  statutory  definition  have  no 
accepted  medical  use  in  treatment  in  the  United  States  or 
lack  accepted  safety  for  use  in  treatment  under  medical  su- 
pervision (20).  They  may  not  be  administered  or  prescribed 
except  as  authorized  by  state  law  (21 ). 

Schedule  II  controlled  substances — No  Schedule  II  pre- 
scription may  be  refilled  (22). 

Schedule  III,  IV,  and  V controlled  substances — A prescrip- 
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tion  may  not  be  filled  or  refilled  more  than  six  months  after 
the  date  thereof  or  may  not  be  refilled  more  than  five  times, 
unless  renewed  by  the  physician.  A pharmacist  may  refill 
these  prescriptions  only  according  to  the  physician’s  written 
instructions  indicated  on  the  original  prescription,  or  upon  au- 
thorization supplied  orally  by  the  physician  (23). 

Dangerous  drugs — Refilling  of  any  prescription  for  a dan- 
gerous drug  is  unlawful  unless  authorization  to  do  so  is 
indicated  on  the  written  order  from  the  physician,  or  by  autho- 
rization supplied  orally  by  the  physician  (24). 

Since  non-emergency  oral  or  telephonic  prescriptions  for 
Schedule  III,  IV,  and  V controlled  substances  and  for  dan- 
gerous drugs  are  permissible,  the  physician  also  can  indicate 
instructions  for  refills  verbally.  The  pharmacist  transcribes  all 
such  instructions  and  retains  a copy  on  file. 

Q.  How  does  the  triplicate  prescription  program  fit  into  this 
system? 

A.  Any  written  prescription  for  a Schedule  II  controlled 
substance  must  be  presented  to  the  pharmacist  on  a tripli- 
cate form  obtained  by  the  physician  from  the  Department  of 
Public  Safety  (DPS).  The  physician  writes  the  prescription, 
retains  Copy  3,  and  gives  the  patient  Copies  1 and  2 which 
must  be  provided  to  the  pharmacist.  The  pharmacist  will  re- 
tain Copy  2 and  will  send  Copy  1 to  the  DPS.  See  related 
article  on  page 

Oral  or  telephonically  communicated  prescriptions  for 
Schedule  II  drugs  are  not  permitted  unless  an  emergency 
exists,  as  determined  by  the  physician  according  to  the  fol- 
lowing three  criteria  (25): 

(a)  Immediate  administration  of  the  controlled  substance 
is  necessary  for  the  proper  treatment  of  the  patient; 

(b)  No  appropriate  alternative  treatment  is  available,  in- 
cluding administration  of  non-Schedule  II  drugs;  and 

(c)  It  is  not  reasonably  possible  for  the  physician  to 
provide  the  pharmacist  with  a written  prescription  prior  to 
dispensing. 

The  pharmacist  will  write  down  all  the  information  neces- 
sary for  dispensing  the  Schedule  II  drug  and  will  file  the 
emergency  prescription.  Within  72  hours  of  authorizing  the 
emergency  prescription,  the  physician  must  deliver  to  the 
pharmacist  either  in  person  or  by  mail  a completed  triplicate 
prescription  form  checked  to  indicate  its  emergency  status.  If 
mailed,  the  form  must  be  postmarked  within  the  72-hour  pe- 
riod. No  prescription  for  Schedule  II  narcotic  drugs  may  be 
filled  after  the  end  of  the  second  day  following  the  day  on 
which  the  prescription  was  issued  (26). 

Q.  Must  a pharmacist  fill  every  prescription  from  a physi- 
cian which  is  presented  to  him/her? 

A.  No.  State  law  requires  that  a physician  issue  prescrip- 
tions for  controlled  substances  only  for  a legitimate  medical 
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purpose  and  in  the  usual  course  of  his  or  her  professional 
practice  (27).  A pharmacist  is  required  to  exercise  profes- 
sional judgment  regarding  the  legitimacy  of  the  prescriptions 
he/she  dispenses  (28).  Usually  a call  to  the  physician  will 
clear  up  any  problem,  but  sometimes  law  enforcement  offi- 
cials must  be  contacted.  In  either  event,  physicians  and 
pharmacists  can  go  a long  way  toward  insuring  that  the  pa- 
tient receives  the  appropriate  medication  ordered  by  the 
physician  when  consultation  occurs  on  a continuing  basis. 
Michael  G.  Young,  JD 

TMA  Staff  Attorney 
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1983). 

6.  21  CFR  1304.12(b)  (1983). 

7.  21  CFR  1304.13  (1983). 

8.  21  CFR  1304.11(e)  and  21  CFR  1304.21(a)  (1983). 

9.  Tex  Rev  Civ  Stat  Ann  art  4476- 1 4,  sec  6 (Vernon  1 976). 

10  Tex  Dept  of  Public  Safety,  37  Tex  Admin  Code,  sec  13.72(b)  (Shepard  s 
Jan,  1980). 

1 1 . Texas  State  Board  of  Medical  Examiners  Newsletter,  Vol  5,  No  2,  Au- 
tumn, 1983,  p 4. 

12.  21  CFR  1304.75(b)  (1983). 

13.  Tex  Rev  Civ  Stat  Ann  art  4476- 1 5,  Subchapter  2 (Vernon  1 976)  and 
Tex  Rev  Civ  Stat  Ann  art  4476-15,  Subchapter  2 (Vernon  Supp  1982-1983). 

14.  Tex  Rev  Civ  Stat  Ann  art  4476- 1 4,  sec  2(a)(Vernon  Supp  1 982-1 983). 

15.  Act  of  May  25,  1 983,  ch  890,  sec  2,  1 983  Tex  Sess  Law  Serv  4977, 
4980-1  (Vernon). 

16.  Ibid,  p 4981 

17.  Act  of  May  25,  1 983,  ch  890,  sec  1 , 1 983  Tex  Sess  Law  Serv  4977, 

4979  (Vernon). 

18.  Op  Tex  Att'y  Gen  No  MW-41 0(1981). 

1 9.  Act  of  May  24,  1 983,  ch  309,  sec  1 , 1 983  Tex  Sess  Law  Serv  1 642 
(Vernon). 

20.  Tex  Rev  Civ  Stat  Ann,  art  4476-15,  sec  2.10  (Vernon  1976). 

21 . Act  of  May  30,  1 983,  ch  425,  sec  2,  1 983  Tex  Sess  Law  Serv  2361 , 

2365  (Vernon). 

22.  Ibid,  p 2363. 

23.  Ibid.  Also,  note  that  while  the  Texas  Controlled  Substances  Act  does  not 
directly  state  that  refills  for  Schedule  V medications  are  limited  to  five  within  six 
months,  as  in  the  case  of  Schedule  III  and  IV  drugs,  inspectors  for  the  State 
Board  of  Pharmacy  will  use  that  criterion  initially  when  reviewing  pharmacists’ 
records. 

24.  Tex  Rev  Civ  Stat  Ann  art  4476- 1 4,  section  3(b)  (Vernon  1 976). 

25.  Tex  Dept  of  Public  Safety,  37  Tex  Admin  Code,  sec  1 3. 1 35(b)(Shepard’s 
Dec,  1982). 

26.  Ibid,  sec  13.135(a). 

27.  Act  of  May  30,  1 983,  ch  425,  sec  2,  1 983  Tex  Sess  Law  Serv  2361 , 

2365  (Vernon). 

28.  21  CFR  1306.04(a)  (1983). 
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HEADACHE 

WITH 

EMPLOYEE 

BENEFITS? 

TAKE  TWO  ASPIRIN  - CALL  LEGGETTE  TODAY. 

• Pension  and  Profit  Sharing  Plans 

• Voluntary  Employee  Benefit 
Associations  (VEBA) 

• TEFRA  and  Top  Heavy  Studies 

• Multiple  Plan,  Affiliated  Service 
Group  Studies 

• Complete  Proposals,  Full  Services 

Fee  for  Services  Only-  For  More  Information 
Call  or  Write: 

Victor  G.  Nielsen,  Ph.D. 

Assistant  Vice  President  I 

214/528-8850  Lcggcllt: 

4525  Lemmon  Ave.  actuaries  and  consultants 

Dallas,  TX  75219 


Pleasure  Boating 
At  Its  Best 

a a i i a 


*84 

Dallas 

Boat 

Show 

Market  Hall  Feb.  3-11 

Open  Noon  - 10  PM.  Daily  Except  Feb.  3 6-10  PM. 


NOW, 

CONSIDER 

OURS. 


he  sounds  of  laughter,  of  people 
helping  each  other,  a bird 
singing,  an  owl  in  the  still  of 
the  night — they  all  contrast 
sharply  with  the  din  of  traffic 
and  the  crush  of  the  city. 

The  peaceful  setting  is 
Ottine,  Texas.  Home  of  Warm 
Springs  Rehabilitation  Hospital. 
These  woodlands  adjacent  to 
Palmetto  State  Park  are  an 
unusual  location  for  a hospital, 
but  Warm  Springs  is  also  an 
unusual  hospital. 

Warm  Springs  has  over 
40  years  of  experience  in  the 
rehabilitation  field,  so  we’re  no 


newcomer.  In  fact,  we  really 
are  pioneers  in  the  treatment 
of  children  and  adults  who  are 
disabled  by  paralytic  strokes, 
spinal  cord  or  head  injuries, 
developmental  impairments, 
and  crippling  diseases. 

Our  reputation  for  in- 
novation  and  for  success  is 
well  known.  We  have  a driver’s 
education  program  in  modified 
vehicles  for  the  severely 
disabled,  orthotic  devices 
developed  at  Warm  Springs  and 
used  nationally,  and  an  accred- 
ited two-  year  college  campus 
for  the  physically  disabled. 


Other  hospitals  may  offer 
part-time  therapy  that  exercises 
the  muscles,  hut  at  Warm  Springs 
you’ll  find  full-time  rehabilita- 
tion services  that  can  help  make 
life  livable.  Again. 

For  information  about  the 
full-time  rehabilitation  services 
of  Warm  Springs,  call  toll-free, 
1-800-292-1440. 


Warm  Springs  Rehabilitation  Hospital 

RO.  Box  58  • Gonzales,  Texas  78629 
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A New  Quality  of 
Professional  Building  Space 

For  Lease 


• 3-Story/ 63, 000  gross  square  feet  available 

• Exterior  of  energy  efficient  silver  and  blue 
reflective  glass 

• 50'  Skylit  Atrium 

• Fully  automatic  sprinkler  system  throughout 
building  for  added  safety 

• Specifically  designed  for  medical  use 

• Individually  controlled  HVAC 

• Separately  circuited  electrical 

• Hot  water  loop  system 

• Excellent  access  and  location 

• Adjacent  to  Cypress  Fairbanks  Medical 
Center  / Hospital 

• Generous  parking  for  patients 

• Private,  reserved  parking  for  physicians  and  staff 

• Pre-leasing  rates  available 

• $20.  per  square  ft.  build-out  allowance 

• Occupancy  February  1984 


Cypress  Fairbanks 
Hospital 


3-Story  Atrium 
Professional  Building 
63,000  G.S.F. 


Professional  Building1 


For  further  information  call:  (713)  783-0282 
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Jones  Road 


DEATHS 


B.D.  Arbuckle 

Bertrand  Duane  Arbuckle,  MD,  an  El  Campo  general  practi- 
cioner  since  1 952,  died  Sept  1 6,  1 983,  at  the  age  of  59. 

Born  in  Munday,  Dr  Arbuckle  obtained  his  bachelor’s  de- 
gree from  the  Texas  College  of  Arts  & Industries  in  Kingsville. 
Dr  Arbuckle  served  in  the  Pacific  during  World  War  II  as  an 
army  officer  and  was  graduated  with  a medical  degree  in 
1952  from  Southwestern  Medical  School  in  Dallas.  That 
same  year,  Dr  Arbuckle  began  a medical  practice  in  El 
Campo,  specializing  in  pediatrics. 

He  is  survived  by  his  wife,  Nickie  Arbuckle,  El  Campo; 
daughter,  Sue  McCreight,  Lake  Jackson;  sons,  Neil  Ar- 
buckle, Duane  Arbuckle,  and  Scott  Arbuckle,  all  of  Bay  City; 
brothers,  Billy  Arbuckle,  Bay  City,  and  H.C.  Arbuckle,  Corpus 
Christi;  and  three  grandchildren. 

T.R.  McElhenney 

Thomas  Rudd  McElhenney,  MD,  an  Austin  allergist,  died 
Sept  15,  1983.  He  was  54. 

Dr  McElhenney  was  born  in  Fairfield,  Ala,  and  received  his 
preliminary  education  in  Austin.  He  received  a bachelor’s  de- 
gree in  zoology  in  1 949  from  The  University  of  Texas  at 
Austin  and  a master’s  degree  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1953.  He  was  chief  of  pediatrics 
at  Randolph  Air  Force  Base  Hospital  from  1954  to  1956.  He 
interned  at  William  Beaumont  Army  Hospital  in  El  Paso  and 
served  a residency  at  Texas  Children’s  Hospital  in  Houston 
from  1956  to  1958. 

Dr  McElhenney  is  survived  by  his  wife,  Sarah  Ann 
McElhenney,  Austin;  sons,  Thomas  Rudd  McElhenney, 
Houston;  and  John  Oakley  McElhenney,  Austin;  daughters, 
Sidney  McElhenney,  New  York  City;  Amy  McElhenney,  Los 
Angeles;  and  Jennifer  Anne  McElhenney,  Austin;  and  sister, 
Hilda  Griffith,  Austin. 

D.F.  McKay 

Donald  Floyd  McKay,  DO,  a Houston  family  practitioner  for 
the  past  30  years,  died  Sept  4,  1 983.  He  was  61 . 

Dr  McKay  was  born  in  Galt,  Mo,  and  received  his  medical 
degree  from  Kirksville  College  of  Osteopathy  in  1 951 . He  in- 
terned at  Detroit  Osteopathic  Hospital  and  began  practicing 
medicine  in  Houston  in  1953. 

Survivors  include  his  wife,  Geraldine  Woosley  McKay, 
Houston;  daughters,  Nancy  Lynn  McKay  and  Barbara  Ann 
McKay  Barron,  both  of  Houston;  sons,  James  Donald  McKay 
and  Steven  McKay,  both  of  Houston. 

W.C.  Schwartz 

Willard  C.  Schwartz,  MD,  A San  Antonio  psychiatrist  for  the 
past  1 0 years,  died  Sept  1 4, 1 983,  at  the  age  of  53. 

Born  in  Manhattan,  Kan,  Dr  Schwartz  received  his  bach- 
elor’s degree  from  Kansas  State  University  in  1948  and  his 


medical  degree  from  Washington  University  School  of  Medi- 
cine in  1955.  He  completed  an  internship  at  St  Louis  City 
Hospital  in  1956.  He  served  in  the  US  Army  from  1956  to 
1958  and  then  completed  a residency  at  the  Western  Psychi- 
atric Institute  of  Pittsburgh  in  1961. 

Dr  Schwartz  is  survived  by  his  wife,  Peggy  Schwartz,  San 
Antonio;  sons,  Robert  Schwartz,  Houston;  and  Charles 
Schwartz,  Austin;  step-daughter,  Mary  M.  Pheifer,  San  An- 
tonio; step-son,  George  Mutschler,  San  Antonio;  brother, 
Dale  Schwartz,  MD,  Palm  Springs,  Calif;  sisters,  Frances 
Shott,  Phoenix,  Ariz;  and  Martha  Brain,  Lawrence,  Kan;  and 
a granddaughter. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


B.  D.  Arbuckle 
El  Campo,  1924-1983 

T.  R.  McElhenney 
Austin,  1928-1983 

D.  F.  McKay 
Houston,  1921-1983 

W.  C.  Schwartz 

San  Antonio,  1930-1983 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $ ,Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME 

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 


72 


TEXAS  MEDICINE 


rexas  Medical  Association  and  the 
American  Association  of  Medical  Assistants 
Texas  Society 


1984  Winter  Conference 

Update,  Educate 
& Motivate 

February  4,  1984 
Sheraton  Crest  Inn,  Austin 

Schedule 

8:30-  9:00  am  Registration 
9:00-12  Noon  Morning  Session 
2:00-  1:00  pm  Luncheon 
1:00-  4:30  pm  Afternoon  Session 


Topics 

• Dr.  Frank  Jirka,  President,  AMA,  joins 

Dr.  Warren  Tingley  in  a presentation  entitled: 

DRGs  are  Here 

Trends  in  Medicare  Reimbursement  and  how  the  Medical 
Assistant  can  help  physician’s  manage  DRGs  in  their 
practice 

• Jane  Clark,  M.A. 

Decent  People  Ought  to  Worry! 

How  to  get  sick,  go  crazy,  or  solve  your  office  personnel 
problems. 

Understanding  and  adapting  to  your  environment  and  max- 
imizing your  potential. 

Registration  Fee  $75.00  for  entire  day 

Fee  includes  conference,  course  materials,  luncheon  and 
breaks. 

TMA  Members 

Watch  your  mail  for  a copy  of  the  program  with  registration 
md  hotel  registration  forms. 

For  Further  Information  Contact 

American  Association  of  Medical  Assistants 

Arlington  Chapter 

P.O.  Box  563 

Arlington,  Texas  76010 

214/641-6751 


In  rehabilitation, 
two  heads  are 
better  than  one. 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 

If  you  can  answer  "yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 


A good  comprehensive  rehabilitation  program  should 
be  a team  effort  — a group  of  highly  skilled  professionals 
working  together  to  help  your  patient  reach  his  highest 
level  of  independence  and  function. 

At  Dallas  Rehabilitation  Institute,  our  rehabilitation 
programs  for  spinal  cord  injuries,  head  injuries,  stroke, 
amputations,  arthritis  or  spinal  pain  are  planned  and 
supervised  by  a specialty  disease  category  team  approach. 
The  team,  led  by  a physician  works  together  to  design  a 
rehabilitation  program  that  will  complement  your  patients’ 
needs  and  assist  in  achieving  as  much  independence  as 
possible.  In  addition  to  regular  sessions  in  physical  therapy, 
occupational  therapy  and  behavioral  medicine,  the  patient  has 
a variety  of  specialty  services  available  within  the  facility 
including  respiratory  therapy,  speech  therapy,  recreational 
therapy,  vocational  evaluation,  driver’s  training,  learning 
systems,  hydrotherapy,  dietetic  services  and  a complete 
orthotics  and  prosthetics  department. 

Rehabilitation  should  not  depend  on  the  skill  of  one 
therapist.  Through  an  intensive  team  effort,  our  physicians 
and  therapists  can  help  each  patient  reach  established 
rehabilitation  goals.  At  Dallas  Rehabilitation  Institute,  we  are 
working  together  for  your  patient’s  independence. 


Dallas  Rehabilitation  Institute 

A National  Medical  Enterprises  Health  Care  Facility 
7850  Brookhollow  Road 
Dallas,  Texas  75235 

(214)  637-0740 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Percy  E.  Lowe,  M.D.,  Houston,  Chairman 
(713)  461-2646 

Lawrence  F.  Buxton,  M.D.,  Corpus  Christi 
(512)  883-1731 

Guy  K.  Driggs,  M.D.,  Dallas 
(214)  941-3313 

David  C.  Eiland,  Jr.,  M.D.,  Galveston 
(409)  761-4776 

Kenneth  L.  Orten,  M.D.,  Tyler 
(214)  597-3541 

G.  William  Race,  M.D.,  Austin 
(512)  454-5716 

Stanley  E.  Saikin,  M.D.,  Gainesville 
(817)  665-3416 

George  K.  Schlagenhauf,  M.D.,  San  Antonio 
(512)  696-4667 

Grant  H.  Wagner,  M.D.,  Wichita  Falls 
(817)  851-6172 

Gretchen  Megowen,  M.D.,  Dallas,  Resident 
Representative 
(214)  381-7181 

Mrs.  Dor  Brown,  Fredericksburg,  Auxiliary 
Representative 
(512)  997-3615 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  . . . it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 
ordered.” 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 


Volume  80  January  1984 


75 


MEDICINE  IN  LITERATURE 


Medicine  in  literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1 983  the  library  will  add  more  than  600  book  titles 
to  its  51,800-volume  collection  of  books  and  bound  journals, 
and  regularly  increase  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  512-477-6704. 


In  the  TMA  Library 

Behrman  RE,  Vaughan  VC  (eds):  Nelson  Textbook  of  Pedi- 
atrics. ed  12.  Philadelphia,  W.B.  Saunders  Company,  1983. 

Budinger  TF,  Ringqvist  I,  Watson  JT:  Noninvasive  Tech- 
niques for  Assessment  of  Atherosclerosis  in  Peripheral, 
Carotid,  and  Coronary  Arteries.  New  York,  Raven  Press, 

1982. 

Castaneda-Zuniga  WR:  Transluminal  Angioplasty.  New  York, 
Thieme-Stratton  Inc.,  1983. 

Cavenar  JO,  Brodie  HK:  Signs  and  Symptoms  in  Psychiatry. 
Philadelphia,  J.B.  Lippincott  Company,  1983. 

Cluff  LE,  Johnson  JE  (eds):  Clinical  Concepts  of  Infectious 
Diseases,  ed  3.  Baltimore,  Williams  & Wilkins,  1982. 

Copeland  EM  (ed):  Surgical  Oncology.  New  York,  John 
Wiley  & Sons,  1983. 

Dixon  JA:  Surgical  Application  of  Lasers.  Chicago,  Year 
Book  Medical  Publishers,  Inc,  1983. 

England  MA:  Color  Atlas  of  Life  Before  Birth:  Normal  Fetal 
Development.  Chicago,  Year  Book  Medical  Publishers,  Inc., 

1983. 

Evans  DP:  The  Lives  of  Mentally  Retarded  People.  Boulder, 
Colo,  Westview  Press,  1983. 

Haddad  ML,  Winchester  JF:  Clinical  Management  of  Poison- 
ing and  Drug  Overdose.  Philadelphia,  W.B.  Saunders 
Company,  1983. 

Harris  LS  (ed):  Problems  of  Drug  Dependence:  1982.  Rock- 
ville, MD,  National  Institute  on  Drug  Abuse,  1983. 

Hinman  F,  Boyarsky  S (eds):  Benign  Prostatic  Hypertrophy. 
New  York,  Springer- Verlag,  1983. 
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Jacobi  GH,  Hohenfellner  R (eds):  Prostate  Cancer,  vol  3. 
Baltimore,  Williams  & Wilkins,  1982. 

Jawetz  E,  Melnick  JL,  Adelberg  EA:  Review  of  Medical  Mi- 
crobiology. ed  15.  Los  Altos,  Calif,  Lange  Medical 
Publications,  1982. 

Lewis  MA,  Warden  CD:  Law  and  Ethics  in  the  Medical  Office 
Including  Bioethical  Issues.  Philadelphia,  F.A.  Davis  Com- 
pany, 1983. 

McMillan  A,  Pine  PL,  Newton  M (eds):  Medicare:  Use  of  Phy- 
sicians' Services  Under  the  Supplementary  Medical 
Insurance  Program,  1975-  1978.  Washington,  DC,  Depart- 
ment of  Health  and  Human  Services,  1983. 

Mollison  PL:  Blood  Transfusion  in  Clinical  Medicine,  ed  7. 
Boston,  Blackwell  Scientific  Publications,  1983. 

Orr  WC,  Altshuler  KZ,  Stahl  ML:  Managing  Sleep  Com- 
plaints. Chicago,  Year  Book  Medical  Publishers,  1982. 

Palacio  A:  Atlas  of  2-Dimensional  Echocardiography.  New 
York  City,  Yorke  Medical  Books,  1983. 

Palacios  E (ed):  Cysticercosis  of  the  Central  Nervous  Sys- 
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Jeffrey  Brown,  MD,  Director-Endocrinologist 

Ilene  Kreuser,  RN,  CPNP,  Program  Coordinator/Educator 


Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  “Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Charles  H.  Caplan,  MD 

Cardiology 

Irvin  J.  Saron,  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD 
Richard  Sachson,  MD 
Steven  Dorfman,  MD 
Stephen  Aronoff,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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ZAVEN  H.  CHAEMAEJIAN,  MD 

Diplomat©,  American  Board  of  Internal  Medicine 
and  Endocrinology/Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75245 
Telephone  214  820-2216 
Metro  817  281-0224 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verdo  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston.  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomats  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd.  #208,  Dallas,  Texas  75208; 

214  948-8664 


JAIME  H.  CASTRO,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue,  Fort  Worth,  Texas  76106;  817  625-6253 
7505  Glenview  Drive,  Fort  Worth,  Texas  76118;  817  625-6254 


Gastroenterology 

CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney.  MD 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomats  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue.  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA.  MD.  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYE.  MD 


Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth.  Texae  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE.  MD.  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606,  Dallas.  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS.  MD,  FACS 

Diplomate.  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Hypnosis 


JAMES  C.  HANCOCK.  MD 
Psychiatry 


uuu  ncuiuiuy y 


1/iuiumaie,  American  board  ot  Fsycniatry  < 

Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy.  Hypnotherapy  & Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas.  Texas  75227 
214  381-6316  (metro)  263-1120 


Nephrology 


General  Surgery 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 


DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS 
B.  Ward  Lane,  MD,  FACS 
John  W.  Winter,  MD,  FACS 
Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


Neurological  Surgery 


JACK  STERN,  MD,  FACS 

TMA  Physician  Placement  Service  GARY  C.  HUTCHISON.  MD,  FACS 

THOMAS  R.  BOULTER.  MD,  FACS 

. . . Another  service  of  your  association  Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805.  Dallas.  Texas  75231;  363-8524 
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HERBERT  C.  ALLEN,  JR.  MD.  FACNM 
DALLAS  NEUROSURGICAL  ASSOCIATION  Practice  Limited  to  Nuclear  Medicine 

Neurological  Surgery  and  Microneurosurgery  100  Hermann  Profession-1  Bldg..  Houston.  Texas  77030;  713  790-0540 

Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD  Diplomats  American  Board  of  Nuclear  Medicine 

Morris  Sanders.  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins.  MD  


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


Ophthalmology 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  <£  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD.  DABNS.  FACS 
R.  Gordon  Long,  MD,  DABNS.  FACS 
Bennie  B.  Scott,  MD.  DABNS.  FACS 
John  V.  Coon,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas.  Texas  75246;  Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg..  Houston, 
Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 


Texas  77030;  713  790-1100 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia,  MD 

Jack  T.  Holladay,  MD 

Sylvan  Brandon,  MD,  FACS,  FICS 

Rosa  A.  Tang,  MD 

Jeffrey  B.  Arnoult,  MD 

Louise  C.  Kaldis.  MD 

John  W.  Lewis,  MD 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder.  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


Murchison  Medical  Bldg..  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


JACK  E.  McCALLUM.  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper.  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401.  730  N.  Main. 
San  Antonio.  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD.  MPH.  FACS.  PA 

Diplomats  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street.  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology.  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomats  American  Board  of  Nuclear  Medicine 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934.  Houston.  Texas  77074; 
Telephone  713  988-2020 


TMA  Physician  Health  <&  Rehabilitation 
Hotline— 512  477-5575 
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RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 

F.  Carlton  Hodges,  MD 

J.  Price  Brock.  Jr,  MD 

Mervyn  B.  Fouse.  MD 

John  H.  Judd.  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St„  Abilene,  Texas  79601 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 

Lee  C.  Detenbeck.  MD 

Thomas  S.  Padgett,  MD 

John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 

BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD.  PA 
John  Paul  Theo,  MD,  PA 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  332-6200 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin.  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley.  MD 

Dan  R.  Sutherland.  MD  R.  Dan  Loyd.  MD 

John  B.  Gunn.  MD  Huntley  G.  Chapman.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


LEE  S.  ANDERSON,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


St.  Joseph's  Professional  Bldg.,  1400  S.  Main.  Suite  510, 
Fort  Worth,  Texas  76104;  817  332-1782 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


SOUTHWEST  RETINA  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  79902;  915  532-3912 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <&  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  10S.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines.  Suite  220,  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


ANGELO  L.  OTERO,  MD,  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street.  Suite  A.  Lubbock.  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 


3702  20th  Street,  Suite  B.  Lubbock.  Texas  79410 
Telephone  806  797-9666 
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Pathology 

PRESBYTERIAN  HOSPITAL  OF  DALLAS 

Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy, 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 

Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 

Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 

Telephone  817  336-7137 

Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison,  MD,  Director,  Physical  Medicine 

8200  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-7454 

Plastic  Surgery 

PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 

Diplomates  ol  the  American  Board  oi  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne.  Texas  76031;  817  641-2245 

Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs.  MD.  FACS  Ernest  D.  Cronin.  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400.  Houston.  Texas  77030;  713  795-5930 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Complete  Anatomical  & Clinical 

Laboratory  Pathology 

Wilson  G.  Brown,  MD  Enrique  vanSanten,  MD 

S.  Joseph  Skinner.  MD  R.  Dudley  Koy,  MD 

Robert  H.  McNeely,  MD  Humberto  A.  Lara.  MD 

Elaine  V.  Shalek.  MD  Gerard  W.  del  Junco.  Jr.,  MD 

Edward  T.  Kott.  MD  William  M.  Olson.  MD 

Jack  S.  Garland,  MD  Gary  L.  Hollingsworth,  MD 

John  R.  Thomas,  MD  Joe  G.  Ford,  MD 

220  Park  Plaza  Professional  Building 

1213  Hermann  Dr..  Houston.  Texas  77004  (713)  527-5230 

165  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77030  (713)  527-5234 

102  Plaza  Del  Oro  Professional  Building 

7800  Fannin.  Houston,  Texas  77054  (713)  527-5384 

Mailing  containers  and  pickups  in  Houston  area  provided  on  request 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD.  FACS 

Jonathan  J.  Dora,  MD,  FACS 

David  J.  Katrana,  DDS,  MD 

James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750.  Houston.  Texas  77030;  795-5575 

DAVID  A.  GRANT.  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 

817  335-4752 

J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES. 
INC. 

J.S.  Wilkenfeld.  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 

VALENTIN  GRACIA.  MD.  FACS.  FICS 

Diplomats  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336-0446 

AUSTIN  PATHOLOGY  ASSOCIATES 

MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 

Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

S'?-,?' “ S{Jva-  MD  Paul  A.  LeBourgeois.  MD 

Dollar  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll.  Austin.  Texas  78705 

Mailing  Address:  P.O.  Box  4865,  Austin.  Texas  78765 

Telephone:  512  452-2529 

Office  Pickup  Service  in  Austin  Area 

WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <S  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608.  Austin.  Texas;  454-7659 

JOHN  E.  CARTER.  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

Physical  Medicine  <&  Rehabilitation 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 

WARM  SPRINGS  REHABILITATION  HOSPITAL 

GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 

ROBERTO  G.  ROLFINI.  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower.  343  W.  Houston  Street 

San  Antonio.  Texas  78205;  Tetepnono  226-2424 

TMA  Forum  on  Medical  Issues 

. . . Another  service  oi  your  association 
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STEPHEN  C.  LESAUVAGE,  MD 

Diplomat©  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW.  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


JOSEPH  P.  FLEMING.  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645.  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE.  MD,  FACS,  PA 

Diplomat*  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr„  Suite  420. 

Houston.  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin.  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III.  MD — General  Psychiatry.  Somatic  Therapies 
A.  O.  Singleton.  Ill,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust.  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout.  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup.  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston.  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th.  Suite  C-4,  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


3400  Wheatland  Road.  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry.  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  R.  Baker.  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
William  R.  Lynch.  MD 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


Psychiatry  & Neurology 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen.  MD 
James  K.  Peden.  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard.  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg.  MD 


John  G.  Looney.  MD 
Kathleen  B.  Erdman.  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden.  MD 
Paul  M.  Hamilton,  MD 
William  W.  Estabrook.  III.  MD 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


Pulmonary  Diseases 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas.  Texas 
Telephone  381-7181 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <5  Neurology.  Child  Psychiatry 
Diplomate.  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-0964 


TMA  Memorial  Library 

. . . Another  service  ol  your  association 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb.  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  oi  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS.  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

800  Filth  Avenue.  Suite  504,  Fort  Worth,  Texas  76104;  817  332-7273 

801  Road  to  Six  Flags  West.  Suite  137.  Arlington.  Texas  76012; 

817  461-0201  (Metro) 

RESPIRATORY  CARE  CENTER 

SAM  HOUSTON  MEMORIAL  HOSPITAL 

1624  Pech.  Houston,  Texas  77055;  Telephone  713  932-5601 

Comprehensive  Respiratory  Diagnosis,  Treatment 
and  Rehabilitation  Program. 

Jack  Van  Campen.  MD.  Medical  Director 
Gail  Odom.  RN.  Respiratory  Care  Coordinator 
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Close 

your  eyes. 

Now  have 
someone 
read  this 
to  you. 

You  are  blind.  A student.  Facing 
four  years  of  college.  With  about 
thirty-two  textbooks  to  read.  Plus 
fifty  supplemental  texts.  How  are  you 
going  to  manage? 

With  Recording  for  the  Blind.  Since 
1951,  we've  helped  over  60,000  blind, 
perceptually  and  physically  handi- 
capped students  get  through  school. 
By  sending  them  recordings  of  the 
books  they  need  to  read.  Free. 

Recording  for  the  Blind  is  non- 
profit, and  supported  by  volunteers 
and  contributions  from  people  like 
you  who  can  imagine  what  it's  like  to 
be  blind. 

Your  tax-deductible  donation  will 
help  our  students  meet  their  educa- 
tional goals.  We'd  all  be  grateful. 

If  you  want  to  know  more  about 
us,  write: 

Station  F 

Recording  for  the  Blind,  Inc. 

P.  O.  Box  1047,  Lenox  Hill  Station 

New  York,  New  York  10021 


4Si 

Recording  for  the  lUindJnc. 

AN  EDUCATIONAL  LIFELINE. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


FEBRUARY 

Allergy 

Feb  2-5,  1984 

SOUTHWEST  ALLERGY  FORUM.  Westin  Galleria  Hotel,  Houston 
Fee  $50.  Category  1 , AMA  Physician's  Recognition  Award;  1 0 hours. 
Contact  Carol  Soroka,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713-799-6020 

Anesthesiology 

Feb  23-25,  1984 

2ND  ANNUAL  CHRONIC  PAIN  COURSE:  EVALUATION  AND  MAN- 
AGEMENT. Warwick  Hotel  Post  Oak,  Houston.  Fee  $250.  Credit 
TBA.  Contact  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713-799-6020 

Cardiology 

Feb  18,  1984 

CARDIOLOGY  '84.  Westin  Oaks  Hotel,  Houston.  Fee  $50,  AHA 
Member;  $60,  nonmember.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  PRA;  AAFP;  6 hours.  Contact  American  Heart 
Association,  PO  Box  20448,  Houston,  TX  77225  713-797-1812 

Cytopathology 

Feb  16-19,  1984 

REFRESHER  COURSE  IN  CYTOPATHOLOGY.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $200.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  American  Society  of  Cytology,  Group  R & the 
International  Academy  of  Cytology;  32  hours.  Contact  Marilyn  Ren- 
nels,  Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-6295 

Dermatology 

Feb  24-25,  1984 

3RD  ANNUAL  DERMATOPATHOLOGY  COURSE.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $1 50.  Category  1 , AMA  Physician's 
Recognition  Award;  12  hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512-691-6295 

Emergency  Medicine 

Feb  4,  1984 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Sheraton 
Crest  Inn,  Austin.  Fee  $40,  members;  $45,  nonmembers.  Category 
1 , AMA  Physician’s  Recognition  Award;  4 hours.  Contact  Mrs  Dale 
Willimack,  Director,  Dept  of  Annual  Session  and  Scientific  Program- 
ming, 1801  N Lamar  Blvd,  Austin,  TX  78701  512-477-6704 

Family  Medicine 

Feb  6-11,  1984 

FAMILY  PRACTICE  REVIEW  1984.  Learning  Center,  UT  Medical 
Branch,  Galveston.  Fee  $400,  physicians;  $250,  residents  and  phy- 
sician’s assistants.  Category  1 , AMA  Physician's  Recognition 
Award;  45  hours.  Contact  Pat  Biesecker,  Office  of  Continuing  Edu- 
cation, UT  Medical  Branch,  2nd  Floor  Gail  Borden  Bldg  D- 1 3, 
Galveston,  TX  77550  409-761  -2934 


Feb  9,  1984 

TREATING  THE  TEENAGER,  PART  III.  UT  Health  Sciences  Center  at 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Gale  Ouilter,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  214-688-2166 

Feb  15-17,  1984 

8TH  ANNUAL  ALCOHOLISM  CONFERENCE:  CURRENT  ISSUES  IN 
THE  TREATMENT  OF  ALCOHOLISM.  Holiday  Inn  Downtown,  El 
Paso.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Science  Center,  Lubbock,  TX  79430 
806-743-2929 

General  Medicine 

Feb  23-25,  1984 

CHRONIC  PAIN.  Warwick  Post  Oak,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Lynne  Tiras,  Program  Coordinator,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713-799-  6020 

Obstetrics-Gynecology 

Feb  5,  1984 

OFFICE  GYNECOLOGY.  Sheraton  Crest  Inn,  Austin.  Fee  $40,  mem- 
bers; $45,  nonmembers.  Category  1,  AMA  Physician's  Recognition 
Award;  5 hours.  Contact  Mrs  Dale  Willimack,  Director,  Dept  of  An- 
nual Session  and  Scientific  Programming,  1801  N Lamar  Blvd, 
Austin,  TX  78701  512-477-6704 

Feb  18-19,  1984 

SPANISH  OBSTETRICS-GYNECOLOGY.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $90.  Category  1 , AMA  Physician’s  Recognition 
Award;  10  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-6295 

Feb  13-15,  1984 

CURRENT  CONCEPTS  1984:  ISSUES  AND  ANSWERS  IN 
OBSTETRICS  AND  GYNECOLOGY.  Inn  on  the  Park,  Houston.  Fee 
$375;  $1 75-Serono  Lecture  Series  Only.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  23  hours.  Contact  Vicki  Forgac  Sayre, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  713-799-6020 

Oncology 

Feb  3,  1984 

THE  ADMINISTRATIVE  ASPECTS  OF  CANCER  CHEMOTHERAPY 
Four  Seasons  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Office 
of  Conference  Services,  Box  131,  MD  Anderson  Hospital  and  Tumor 
Institute,  6723  Bertner  Ave,  Houston,  TX  77030  713-792-2222 

Ophthalmology 

Feb  17-18,  1984 

COURSE  IN  PRACTICE  MANAGEMENT.  Warwick  Post  Oak, 

Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Bette  McAninch,  Cullen  Eye  Institute, 

6501  Fannin,  Houston,  TX  77030  713-799-  5942 

Feb  24-25,  1984 

AUTOMATED  PERIMETRY  AND  GLAUCOMA  UPDATE  Beasley  Au- 
ditorium, Baylor  University  Medical  Center,  Dallas.  Fee  $150, 
practitioners;  $75,  residents;  $50,  ophthalmic  assistants  or  techni- 
cians. Category  1 , AMA  Physician’s  Recognition  Award;  1 2 hours; 
JCAHPO  for  assistants  and  technicians;  1 1 .5  hours.  Contact  Bar- 
bara Grayson,  A.  Webb  Roberts  Center,  3500  Gaston,  Dallas,  TX 
75246  214-820-2317 
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Pathology 

Feb  6-10,  1984 

ADVANCED  MICROBIOLOGY:  RECENT  DEVELOPMENTS  AND 
NEW  FRONTIERS.  Dallas.  Fee  $525,  members;  $625,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award;  32  hours.  Contact 
Linda  Mays,  2100  W Harrison  St,  Chicago,  IL  60612  312-738-1336 

Feb  13-17,  1984 

LABORATORY  TESTS  FOR  THE  DIAGNOSIS  OF  AUTOIMMUNE 
DISEASES.  San  Antonio.  Fee  $450,  member;  $550,  nonmember. 
Category  1 , AMA  Physician’s  Recognition  Award;  24  hours.  Contact 
Linda  Mays,  2100  W Harrison  St,  Chicago,  IL  60612  312-738-1336 
ext  1 88 

Feb  16-19,  1984 

CYTOPATHOLOGY  COURSE.  San  Antonio.  Fee  TBA.  Credit  TBA. 
Contact  Marilyn  Rennels,  Conference  Coordinator,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512-  691-6295 

Pediatrics 

Feb  5,  1984 

PEDIATRIC  RESPIRATORY  PROBLEMS.  Sheraton  Crest  Inn,  Austin. 
Fee  $75,  members;  $80,  nonmembers.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  5 hours.  Contact  Mrs.  Dale  Willimack, 
Director,  Dept  of  Annual  Session  and  Scientific  Programming,  1801 
N Lamar  Blvd,  Austin,  TX  78701  512-477-  6704 

Feb  15,  1984 

EPIDEMIOLOGY  FOR  THE  CLINICIAN.  UT  Medical  Branch  at  Gal- 
veston. Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
PREP;  AAFP;  1 hour.  Contact  Warren  F.  Dodge,  MD,  Dept  of  Pedi- 
atrics, UTMB,  Galveston,  TX  77550  409-761-3536 
Feb  16-18,  1984 

RECENT  ADVANCES  IN  THE  KNOWLEDGE  AND  TREATMENT  OF 
MALIGNANT  TUMORS  IN  CHILDHOOD  Westin  Galleria  Hotel, 
Houston.  Fee  $225.  Category  1 , AMA  Physician's  Recognition 
Award;  20.5  hours.  Contact  Sherry  Smith,  Office  of  Continuing  Edu- 
cation, MSMB  3242,  Houston,  TX  77030  713-792-  5346 

Feb  16-17,  1984 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM-PEDIATRICS  1984 
Marriott  Hotel,  Astrodome,  Houston.  Fee  $1 75.  Category  1 , AMA 
Physician’s  Recognition  Award;  AAFP;  13  hours.  Contact  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  713-799-  6020 

Radiology 

Feb  22-24,  1984 

FUNDAMENTALS  OF  NMR  IMAGING.  UT  Health  Science  Center  at 
San  Antonio.  Fee  $300.  Category  1 , AMA  Physician's  Recognition 
Award;  20  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  713-691  -6295 

Feb  13-18,  1984 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center  at  San 
Antonio.  Fee  $500.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-  6295 

Feb  27-29,  1984 

PHYSICAL  PRINCIPLES  OF  MEDICAL  ULTRASOUND.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , AMA  Physi- 


cian’s Recognition  Award;  20  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512-691-6295 

Sports  Medicine 

Feb  4,  1984 

1984  METROPLEX  ATHLETIC  TRAINERS  CLINIC.  South  Grand 
Prairie  High  School.  Fee  $3.  Credit  TBA  Contact  Pat  Forbes,  Pro- 
gram Chairman,  Grand  Prairie  High  Schol,  101  High  School  Dr, 
Grand  Prairie,  TX  75050  214-264-  571 1 

Surgery 

Feb  16-19,  1984 

SINGLETON  SURGICAL  SOCIETY  ANNUAL  MEETING.  Learning 
Center,  UT  Medical  Branch,  Galveston.  Fee  $75.  Credit  TBA.  Con- 
tact Sharlene  Bonetti,  Society  Secretary,  PO  Box  140,  UTMB, 
Galveston,  TX  77550  409-333-  9720 

MARCH 

Anesthesiology 

March  2-4,  1984 

REFRESHER  COURSE  IN  ANESTHESIOLOGY.  Lubbock  Memorial 
Civic  Center.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  806-743-2929 

Emergency  Medicine 

March  31 , 1984 

HIDDEN  DANGERS:  POTENTIAL  HAZARDS.  Rudder  Theater,  Texas 
A&M  University,  College  Station.  Fee  $30.  Credit  TBA.  Contact 
Susan  Tribble,  Beutal  Health  Center,  TAMU,  College  Station,  TX 
77843  409-845-4321 

Family  Medicine 

March  30,  1984 

PEDIATRICS  FOR  THE  PRACTITIONER.  Marriott  Hotel,  San  Antonio. 
Fee  $225.  Category  1 , AMA  Physician's  Recognition  Award;  AAFP 
prescribed;  AOA  Category  2D;  15  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Eciucation  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512-691-6295 

General  Medicine 

March  1984 

CRITICAL  CARE.  UT  Health  Science  Center  at  San  Antonio.  Fee 
$1 00.  Category  1 , AMA  Physician’s  Recognition  Award;  7 hours. 
Contact  Marilyn  Rennels,  Conference  Coordinator,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512-691-6295 

March  10,  1984 

HOUSTON  STROKE  SYMPOSIUM.  UT  Medical  School,  Houston. 

Fee  $1 0,  meal.  Category  1 , AMA  Physician’s  Recognition  Award;  7 
hours.  Contact  Caci  Kochwelp,  Conference  Coordinator,  Office  of 
Continuing  Education,  UT  Medical  School,  6431  Fannin  #3242, 
Houston,  TX  77030  713-792-5346 

March  24,  1984 

MEDICAL  INTENSIVE  CARE  PATIENT.  UT  Health  Science  Center  at 
San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Medi- 
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cal  School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-6295 

March  30.  1984 

UTMB  SCHOOL  OF  MEDICINE  HOMECOMING-RECENT  AD- 
VANCES IN  THE  MANAGEMENT  OF  COMMON  SKIN  PROBLEMS. 
Learning  Center,  UT  Medical  Branch,  Galveston.  Fee  $50.  Credit 
TBA.  Contact  Gayle  McKay,  Course  Coordinator,  Office  of  Continu- 
ing Education,  UTMB,  Galveston,  TX  77550  409-  761  -2934 

Hematology 

March  7,  1984 

PAUL  JACKSON  ROGERS  MEMORIAL  LECTURE,  EMIL  FREI,  III, 
MD.  Scott  and  White  Memorial  Hospital,  Temple.  Fee  none.  Credit 
TBA.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508 
817-774-2350 

Neurology 

March  8-10,  1984 

12TH  NEUROMUSCULAR  DISEASE  SYMPOSIUM.  Kleberg  Au- 
ditorium, DeBakey  Center,  Houston.  Fee  $250.  Category  1 , AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Carol  Soroka, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  713-799-  6020 

Oncology 

March  6-9,  1984 

37TH  ANNUAL  RESEARCH  SYMPOSIUM  MEDIATORS  OF  CELL 
GROWTH  AND  DIFFERENTIATION.  Shamrock  Hilton  Hotel, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Jeff  Rasco,  Office  of  Con- 
ference Services,  M.D.  Anderson  Hospital  and  Tumor  Institute,  HMB 
Box  131 , 6723  Bertner  Dr,  Houston,  TX  77030  713-792-  2222 

Ophthamology 

March  2,  1984 

YAG  LASER  COURSE.  UT  Health  Science  Center  at  San  Antonio. 
Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512-691-6295 

March  3,  1984 

SAN  ANTONIO  OPHTHALMOLOGY  SOCIETY  MEETING.  La  Man- 
sion del  Rio,  San  Antonio.  Fee  $100.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512-691-6295 

Other 

March  25-28,  1984 

ASSOCIATION  OF  ACADEMIC  HEALTH  CENTER  DIRECTORS  OF 
CONTINUING  MEDICAL  EDUCATION.  Houston  Inter-Continental 
Hotel,  Houston.  Fee  $1 20.  Credit  TBA  Contact  Jeff  Rasco,  Office  of 
Conference  Services,  M.D.  Anderson  Hospital  and  Tumor  Institute, 
HMB  Box  131, 6723  Bertner  Dr,  Houston,  TX  77030  713-792-2222 

Pathology 

March  19-23,  1984 

CURRENT  CONCEPTS  IN  TOXICOLOGY-SAN  ANTONIO.  UT  Health 
Science  Center  at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Mar- 
ilyn Rennels,  Conference  Coordinator,  Medical  School  Continuing 
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Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512-691-6295 

March  23-24,  1984 

AMERICAN  ASSOCIATION  OF  CLINICAL  CHEMISTS-TEXAS  SEC- 
TION SPRING  MEETING.  Scott  & White  Memorial  Hospital,  Temple. 
Fee  TBA.  Credit  TBA.  Contact  Lynn  Calvert,  Office  of  CME,  Scott  & 
White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
817-774-2350 

Pediatrics 

March  1984 

ADOLESCENT  GYNECOLOGY  FOR  THE  PEDIATRICIAN.  UT  Medi- 
cal School  at  Houston.  Fee  $150.  Category  1,  AMA  Physician’s 
Recognition  Award;  6 hours;  ACOG;  6 cognates.  Contact  Caci 
Kochwelp,  Conference  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  School,  6431  Fannin  #3242,  Houston,  TX  77030 
7 13-792-5346 

March  21-24,  1984 

OTITIS  MEDIA  SYMPOSIUM  AND  NATIONAL  PEDIATRIC  INFEC- 
TIOUS DISEASE  SYMPOSIUM.  Las  Vegas  Hilton  Hotel,  Las  Vegas. 
Fee  $250,  physicians;  $1 75,  residents  and  physician's  assistants, 
AAFP,  prescribed;  Category  1 , AMA  Physician’s  Recognition  Award; 
20  hours.  Contact  Marian  Troup,  Department  of  Pediatrics,  UT 
Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  214-688-3439 

March  30-April  1 , 1984 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Con- 
ference Coordinator,  Medical  School  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  512-691-6295 

Physical  Medicine 

March  31 -April  1,  1984 

THERMOGRAPHY.  Marriott  Hotel  at  the  Astrodome,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Lila  Lerner,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  1 Baylor  Plaza,  Texas  Medical 
Center,  Houston,  TX  77030  713-799 - 6020 

Psychiatry 

March  1 -3,  1984 

PSYCHIATRY  CONFERENCE.  Marriott  Hotel,  Astrodome,  Houston. 
Fee  TBA.  Credit  TBA  Contact  Lila  Lerner,  Office  of  Continuing  Edu- 
cation, 1 Baylor  Plaza,  Texas  Medical  Center,  Houston,  TX  77030 
713-799-6020 

March  16-17,  1984 

ATTENTION  DEFICIT  DISORDERS-LEARNING  IMPAIRMENT:  NEW 
RESEARCH  IN  CLINICAL  APPLICATION.  Baylor  College  of  Medi- 
cine, Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Learner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  1 Baylor  Plaza, 
Texas  Medical  Center,  Houston,  TX  77030  713-799-  6020 

March  21,  1984 

AUSTIN  PSYCHIATRIC  SOCIETY  LECTURE  SERIES.  Austin  Hyatt 
Regency.  Fee  None.  Category  1 , AMA  Physician's  Recognition 
Award;  1 hour.  Contact  Paul  Whitelock,  MD,  3724  Jefferson,  Austin, 
TX  78731  512-452-9463 

Radiology 

March  2,  1984 

YAG  LASER.  UT  Health  Science  Center  at  San  Antonio.  Fee  TBA. 


TEXAS  MEDICINE 


Credit  TBA.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  713-691-6295 

March  19-23,  1984 

COMPUTER  ALGORITHMS  FOR  RADIOTHERAPY  TREATMENT 
PLANNING.  UT  Health  Science  Center  at  San  Antonio  Fee  $650 
Category  1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  512-691-6295 

March  26-27,  1984 

ELECTRONIC  IMAGING.  UT  Health  Science  Center  at  San  Antonio 
Fee  $250.  Category  1 , AMA  Physician’s  Recognition  Award;  1 6 
hours.  Contact  Marilyn  Rennels,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691  - 6295 

Toxicology 

March  19-23,  1984 

CURRENT  CONCEPTS  IN  TOXICOLOGY;  ANALYTICAL  METH- 
ODOLOGY. UT  Health  Science  Center  at  San  Antonio  Fee  $625 
Category  1 , AMA  Physician's  Recognition  Award;  35  hours.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284,  51 2-691  -6295 

Urology 

March  15-17,  1984 

LOWER  URINARY  TRACT  SURGERY.  Houston  Fee  $250.  Category 
1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Leah  Her- 
ron, American  Urological  Association,  PO  Box  25147,  Houston,  TX 
77265  713-799-  6070 

APRIL 

Anesthesiology 

April  7-8,  1984 

OBSTETRICAL  ANESTHESIA  FOR  NURSE  ANESTHETISTS  UP- 
DATE-1984. Inter-  Continental  Hotel,  Houston  Fee  $100.  Category 
1,  AMA  Physician’s  Recognition  Award;  AANA;  13  hours.  Contact 
Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston,  TX  77030  713-799-  6020 

Family  Medicine 

April  12-15,  1984 

FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  UT  Health  Science 
Center  at  San  Antonio.  Fee  TBA.  Credit  TBA  Contact  Marilyn  Ren- 
nels, Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  51 2-691  - 6295 

April  12-15,  1984 

9TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  UT 
Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , AMA 
Physician’s  Recognition  Award;  Prescribed  AAFP;  Category  2D, 
AOA;  24  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-  691-6295 

April  30-May  4,  1984 

8TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel.  Astrodome,  Houston.  Fee  $425.  Credit  TBA.  Contact  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  Texas  77030  713-799-6020 


Gastroenterology 

April  4-7,  1984 

PROBLEM  SOLVING  IN  GASTROENTEROLOGY-UPDATE  1984. 
Hyatt  Regency  Hotel,  Austin.  Fee  $265,  ACP  member,  FACP  resi- 
dent or  research  fellow;  $350,  nonmember;  $200,  ACP  associate; 
Category  1 , AMA  Physician's  Recognition  Award;  24  hours.  Contact 
American  College  of  Physicians,  PO  Box  777-R-051 0,  Philadelphia, 
PA  19175 

General  Medicine 

April  24-26,  1984 

PLASTINATION  OF  TISSUE  SPECIMENS.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Con- 
ference Coordinator,  Medical  School  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  512-691- 6295 

Nutrition 

April  27-29, 1984 

MODERN  NUTRITIONAL  SUPPORT  UT  Health  Science  Center  at 
San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-6295 

Oncology 

April  5-7,  1984 

MANAGEMENT  AND  THEORY  OF  PAIN  IN  CANCER  PATIENTS. 

Four  Seasons  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Office 
of  Conference  Services,  Box  131,  MD  Anderson  Hospital  and  Tumor 
Institute,  6723  Bertner  Ave,  Houston,  TX  77030  713-792-2222 

Ophthalmology 

April  6-7,  1984 

OPHTHALMOLOGY  RESIDENTS  CONFERENCE.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $50,  $25,  for  Residents  with  Letter. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  51 2-691  - 6295 

Orthopedics 

April  6-8,  1984 

1 9TH  ANNUAL  ORTHOPEDIC  SYMPOSIUM.  Westin  Galleria  Hotel, 
Houston  Fee  TBA.  Credit  TBA  Contact  Gottfried  R Kaestner,  MD, 
6560  Fannin  #1130,  Houston,  TX  77030  713-795-4433 

April  6-8,  1984 

20TH  ANNUAL  ORTHOPEDIC  SYMPOSIUM  ON  THE  CERVICAL 
SPINE  Houstonian  Hotel,  Houston  Fee  TBA.  Credit  TBA.  Contact 
Gottfried  R.  Kaestner,  MD,  6560  Fannin  #1130,  Houston,  TX  77030 
713-795-  4433 

Pathology 

April  24-26,  1984 

ASPIRATION  BIOPSY  CYTOLOGY  WORKSHOP  Baylor  University 
Medical  Center,  Dallas.  Fee  $420.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  LaNelle  Chancellor,  A.  Webb  Roberts 
Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave,  Dallas, 
TX  75246  214-820-2317 

April  24-26,  1984 

PLASTINATION  OF  TISSUE  SPECIMENS.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Con- 
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ference  Coordinator,  Medical  School  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  512-691- 6295 

Physical  Medicine  and  Rehabilitation 

April  9-19,  1984 

18TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION,  Jaworski  Classroom,  Baylor  College 
of  Medicine,  Houston,  Fee  $375.  Credit  TBA.  Contact  Vicki  Forgac 
Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713-799-6020 

Plastic  Surgery 

April  18-21,  1984 

7TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
TAPTIO  Springs  Resort,  Boerne,  TX.  Fee  $200-$250.  Category  1 , 
Physician's  Recognition  Award;  16  hours.  Contact  Lynn  Calvert,  Co- 
ordinator, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  817-774-2350 

Radiology 

April  2-6,  1984 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING 
FOURIER  ANALYSIS  AND  MICROCOMPUTERS.  Fee  $600.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  36  hours.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  512-  691-6295 

April  16-20,  1984 

COMPUTER  RECONSTRUCTION  TOMOGRAPHY.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's 
Recognition  Award;  36  hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512-691-  6295 

April  23-24,  1984 

JCAH-STATE  & FEDERAL  REGULATIONS-RADIATION  SAFETY.  UT 
Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512-  691-6295 

April  23-27,  1984 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  36  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512-691-  6295 

April  26-27,  1984 

BIOLOGICAL  EFFECTS  AND  DOSIMETRY  IN  DIAGNOSTIC  X-RAY 
AND  NUCLEAR  MEDICINE.  UT  Health  Science  Center  at  San  An- 
tonio. Fee  $250.  Category  1 , AMA  Physician's  Recognition  Award; 

16  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-6295 

Urology 

April  12-14,  1984 

TEXAS  UROLOGICAL  SOCIETY  ANNUAL  MEETING.  Sandy  Shores, 
Corpus  Christi.  Fee  TBA.  Credit  TBA.  Contact  James  McCutcheon, 
MD,  241  Chandler  Lane,  Corpus  Christi,  TX  78404  512-888-  5313 
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MAY 

Internal  Medicine 

May  29-June  1 , 1984 

UPDATE  IN  INTERNAL  MEDICINE:  1984.  UT  Health  Science  Center 
at  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Division  of  Continuing  Edu- 
cation, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214-688-  2166 

Pathology 

May  17-19,  1984 

SURGICAL  PATHOLOGY  III.  UT  Health  Science  Center  at  Dallas. 
Fee  TBA.  Credit  TBA.  Contact  Gale  Quilter,  Coordinator,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  214-688-2166 

Psychiatry 

May  16,  1984 

AUSTIN  PSYCHIATRIC  SOCIETY  LECTURE  SERIES.  Austin  Hyatt 
Regency.  Fee  None.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 hour.  Contact  Paul  Whitelock,  MD,  3724  Jefferson,  Austin, 
TX  78731  512-452-9463 

Radiology 

May  14-18,  1984 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-6295 

May  18-20,  1984 

NUCLEAR  MEDICINE  SEMINAR.  Anatole  Hotel,  Dallas.  Fee  TBA. 
Credit  TBA.  Contact  Dolly  Christensen,  Dept  of  Radiology,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214-688-  2502 

May  21 -25,  1984 

RADIATION  SAFETY  OFFICERS’  COURSE.  UT  Health  Science  Cen- 
ter at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2-691  -6295 

JUNE 

Allergy 

June  15-17,  1984 

ALLERGY  AND  IMMUNOLOGY  APPLIED  TO  PRACTICE  UT  Health 
Science  Center  at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Mar- 
ilyn Rennels,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512-691-6295 

Family  Practice 

June  8-9,  1984 

FAMILY  PRACTICE  SEMINAR.  Baylor  University  Medical  Center, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson,  A.  Webb 
Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  214-820-2317 

Orthopedics 

June  8-10,  1984 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  UT  Health 
Science  Center  at  Dallas.  Fee  $300.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  June  Bovill,  Coordinator,  Division  of 
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Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 

Dallas,  TX  75235  214-  688-2166 

Otolaryngology 

June  21 -23,  1984 

FACIAL  PLASTIC  SURGERY.  Learning  Center,  UT  Medical  Branch  at 

Galveston.  Fee  $200.  Category  1 , AMA  Physician's  Recognition 
I Award;  14  hours.  Contact  Shirley  Arledge,  Course  Coordinator, 
j Office  of  Continuing  Education,  UTMB,  Galveston,  TX  77550 

409-761-2934 

Pediatrics 

June  14-15,  1984 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESS.  UT  Health  Science  Center  at  Dallas.  Fee  TBA. 

Credit  TBA.  Contact  Gale  Quilter,  Coordinator,  Division  of  Continu- 
| ing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 

75235  214-688-  2166 

June  14-16,  1984 

1984  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  Learning  Center, 

UT  Medical  Branch,  Galveston.  Fee  $150.  Category  1 , AMA  Physi- 
I cian's  Recognition  Award;  16  hours.  Contact  Gayle  McKay,  Course 
| Coordinator,  Office  of  Continuing  Education,  UTMB,  Galveston,  TX 
1 77550  409-761-2934 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

I POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  1 , AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
1 713-799-6020 

' Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713-799-6020 

Tuesday,  12  noon 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesdays  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 -hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  East  15th  Street,  Austin,  TX 
512-476-6461  ext  51 72 

Wednesdays,  12  noon 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  & White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Valerie 
Williams,  Office  of  Continuing  Medical  Education,  Scott  & White  Me- 
morial Hospital,  2401  S 31st,  Temple,  TX  76508  817-774-2350 

Thursdays,  12  noon 

UROLOGY  CORE  CURRICULUM.  Scott  & White  Memorial  Hospital, 


Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Valerie  Williams,  Office  of  Continuing  Medical  Edu- 
cation, Scott  & White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  817-774-  2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 
1500  East  Ave,  Austin,  TX  78701  512-476-6461  ext  5606 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713-799-6020 

Fridays,  12  noon 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
& White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award,  1 hour  weekly.  Contact  Valerie  Williams,  Office 
of  Continuing  Medical  Education,  Scott  & White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  81 7-774-2350 

Fridays,  12  noon  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  PO  Box  1 648,  Port  Arthur,  TX  77640 
409-983-  4951 

Saturdays,  9am-12  noon  (10-23-82  - 5-2-83) 

FUNDAMENTALS  OF  PRACTICAL  THERAPEUTICS.  Main  Au- 
ditorium, Baylor  College  of  Medicine,  Houston.  24  week  course, 
excluding  28,  1 9 & 26,  and  Jan  2.  Fee  $200.  Category  1 , AMA  Physi- 
cian's Recognition  Award,  Category  1 , AMA  Physician’s  Recognition 
Award;  72  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713-799-6020 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  IN  VIVO  NMR  IMAGING.  NMR 
Lab,  Baylor  College  of  Medicine,  Houston.  Fee  $1000.  Category  1 , 
AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki  Sayre, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  713-799-6020 

TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-  series; 
$20-  session.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network  of 
Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691-7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physicians  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512-691  -7291 

Every  other  Thursday 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  Fee  $35-program.  Contact  Phyllis 
Wood,  Coordinator,  Teleconference  Network  of  Texas,  UT  Health 
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Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512-691-  7291 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


FEBRUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS,  Atlanta, 
Feb  9-14,1 984.  Charles  V.  Heck,  MD,  444  N Michigan  Ave,  Chi- 
cago, IL  6061 1 

AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS,  San  Diego,  Feb 
15-19,  1984.  C.A.  Lively,  1101  Connecticut  Ave,  NW,  Suite  700, 
Washington,  DC  20036 

■AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIATION,  Dallas, 
Feb  22-26,  1984  Todd  S.  Zegel,  1995  Broadway,  14th  Floor,  New 
York,  NY  1 0023 

AMERICAN  ORTHOPAEDIC  FOOT  AND  ANKLE  SOCIETY,  Atlanta, 
Feb  8-9,  1984.  3750  N Lake  Shore  Drive,  Suite  4-G,  Chicago,  IL 
60613 

■AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, TEXAS  SECTION,  San  Antonio,  Feb  29-March  3,  1984 
Daniel  A.  Chester,  MD,  509  E.  Dallas  Ave,  McAllen,  TX  78501 

■DISTRICT  1 MEDICAL  SOCIETY,  TMA,  El  Paso,  Feb  1 1 , 1984 
Robin  Weinman,  1301  Montana,  El  Paso,  TX  79902 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Feb  3-5,  1984.  C.  Lin- 
coln Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

MARCH 

AMERICAN  ACADEMY  OF  ALLERGY,  Chicago,  III,  March  3-7, 
1984.  D.L. McNeil,  61 1 East  Wells  Street,  Milwaukee,  Wl  53202 

AMERICAN  BURN  ASSOCIATION,  Orlando,  Fla,  March  27-30, 
1984.  Joseph  A.  Moylan,  MD,  Box  3056,  Duke  University  Medical 
Ctr,  Durham,  NC  27710 

AMERICAN  CANCER  SOCIETY,  New  York,  March  13-14,  1984. 
Nicholas  G.  Bottiglieri,  MD,  777  Third  Avenue,  New  York,  NY  1 0021 

■AMERICAN  COLLEGE  OF  CARDIOLOGY,  Dallas,  March  25-29, 
1984.  Lawrence  H Long,  91 1 1 Old  Georgetown  Road,  Bethesda, 
MD  20814 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION,  Crystal  City,  VA, 
March  15-18,  1984.  Valerie  Stone,  1910  Association  Dr,  Reston,  VA 
22091 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC  SURGERY,  Wash- 
ington, DC,  March  25-30,  1984.  Jerome  R.  Klingbeil,  MD,  3956 
Atlantic  Ave,  Long  Beach,  CA  90807 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  Atlanta,  March  14-16,  1984.  Elaine  Galasso, 

1718  Gallagher  Rd,  Norristown,  PA  19401 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGERY,  New  Orleans, 
March  30-April  4,  1984.  B.A.  Alfano,  MD,  675  Main  St,  Melrose,  MA 
02176 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDICINE  AND  SUR- 
GERY, Orlando,  Fla,  March  5-9,  1984.  John  G.  Bellows,  MD,  21 1 E 
Chicago  Ave,  Suite  1 044,  Chicago,  IL  6061 1 
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INTERNATIONAL  ACADEMY  OF  PATHOLOGY,  UNITED  STATES— 
CANADIAN  DIVISION,  San  Francisco,  March  10-16,  1984.  Nathan 
Kaufman,  MD,  1003  Chafee  Ave,  Augusta,  GA  30904 

■SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST  CHAPTER, 
Houston,  March  22-25,  1984.  John  V.  Hidalgo,  1209  Lair  Ave, 
Metairie,  LA  70003 

APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Boston,  April  8-14,  1984. 
Jan  W.  Kolehmainen,  2221  University  Ave,  SE,  Suite  335,  Min- 
neapolis, MN  55414 

AMERICAN  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  San 
Francisco,  April  8-12,  1984.  Carl  H.  Hauber,  625  N Michigan,  Suite 
1519,  Chicago,  IL  60611 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS,  St  Louis,  Mo,  April 
1 -5,  1984.  Dana  M.  Raitt,  9650  Rockville  Pike,  Bethesda,  MD  20814 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Atlanta,  April 
25-28,  1 984.  James  W.  Dilley,  1 52  Rollins  Avenue,  Suite  208,  Rock- 
ville, MD  20852 

AMERICAN  COLLEGE  OF  ALLERGISTS,  San  Francisco,  April  7-11, 
1984.  James  R.  Slawny,  800  E Northwest  Hwy,  Suite  101,  Mt  Pros- 
pect, IL  60056 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Los  An- 
geles, Calif,  April  29-May  4,  1 984.  Elizabeth  Cameron,  2340  S 
Arlington  Heights  Rd,  Arlington  Heights,  IL  60005 

AMERICAN  PEDIATRIC  SOCIETY,  San  Francisco,  April  30-  May  4, 
1984.  Audrey  Brown,  MD,  450  Clarkson  Avenue,  Brooklyn,  NY 
11203 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Las  Vegas,  Nev,  April 
9-13,  1 984.  George  A.  Kling,  MD,  Harper  Grace  Hospitals,  3990 
John  Rd,  Detroit,  Ml  49201 
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GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W.  F McKinley,  Jr.,  M D 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W Hughes,  M D 
ALLERGY 

S.  W Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W F McKinley,  Jr.,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D 
Barry  E.  Phillips,  M.D 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 

* DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 
J.  M.  Brown,  M.D.,  F.A.C.R 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr,  M.D. 

E.  B.  Morrison,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 
♦NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 
♦DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr 

DIRECTOR  COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
♦Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-4151 


INTERNAL  MEDICINE 

Morris  E.  Magers,  M D , I)  A HIM 
Charming  Woods,  M.D 

Richard  C.  Stone,  M I),  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D  , D A B I.M. 

Cloyce  L Stetson,  Jr  , M.D,  DAB  I.M. 

David  S.  Sowell,  III  M.D  , D A B. I.M  , Cardiology 
Don  E.  Cheatum,  M D , DAB  I M , and  DAB  Rhu, 

F A. C.P.  Rheumatology 
W.  Mark  Armstrong,  M.D  , D A B. I.M. 

Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D  , D A B. I.M. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller,  III,  M.D.,  D.A.B.O.G.,  F.A.C.O.G. 

Vernie  D.  Bodden,  M.D.,  D A.B  O.G.,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P , F.A.A.P 
P E Luecke,  Jr,  M.D,  D A B P,  F.A.A.P 
Peter  C Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D.,  DABS,  F.A.C.S. 

Charles  W Coleman,  M.D..,  D A B S 

UROLOGY 

Harry  M Spence,  M.D,  D.A.B.U.,  F.A.C.S. 

William  H Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S. 

Richard  B Dulany,  M D , D.A.B.U.,  F A C S 


RADIOLOGY 

Joe  B.  Caldwell,  M.D,  D.A.B.R. 

James  B Evans,  M I)  , D.A.B.R. 

DERMATOLOGY 

William  N New,  M D , F A A D , FA  C.P 
Constance  Shadwick,  M.D  , D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster.  M I)  . D A B O 

OPHTHALMOLOGY 
James  M Copps,  M.D  , D.A  B.O. 

R Roy  Whitaker,  M.D,  D.A  B.O 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G.  Kennon,  Administrator 
Russell  E McKee,  Controller 

DIRECTOR  OF  NURSING  SERVICE 
Mrs  Connie  S McNamire,  R.N.,  B S.N 

INACTIVE  STATUS 

Adam  D.  Green,  M l)  , Surgery 
B Celia  Slaughter,  M D , D.A.B  P,  F.A.A.P 
John  B Bourland,  M D , D A B.O.G 
John  B.  Allen,  M.D,  D A B I M 


The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971  4.  Kales  A et  al:  JAMA  241: 1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
207:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  et  at:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet 
ing  of  the  American  Psychiatric  Association,  Washing 
ton,  DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc.. 
Nutley,  NJ 

Dalmane* ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon 
tinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e  g.,  operating  machinery,  driving).  Poten 
tial  impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ 
uals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom 
mended  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze 
pam  HCI. 
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3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights . 

•Seldom  produces  morning  hangover.' 


•Avoids  rebound  insomnia  when 
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Our  Five  Years  Of  Progress  Are 
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Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1 ,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 
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ing Board  and  Executive  Staff  listen 
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ture and  videotape  programs. 
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ANNOUNCING  TWO  TOP  LEVEL  SEMINARS 

For  Physicians  and  Spouses 

At  The  Mandalay  Four  Seasons  Hotel,  Irving,  Texas 

GEARING  UP  FOR  RETIREMENT  WORKSHOP 

MEDICAL  MARKETING  STRATEGIES 

Full  Day  Workshop 

Full  Day  Work  Shop 

Wednesday,  April  18,  1984 

Thursday,  April  19,  1984 

Topics  Covered 

Topics  Covered 

• What  Post  Retirement  Vocational  Opportunities 

• Introduction  to  Getting  and  Keeping  Patients 

Are  Available 

• Positioning 

• How  to  Notify  Patients 

• Understanding  Marketing  Objectives 

• What  Details  Are  Involved  in  Closing  A Practice 

• Maximizing  Patient  Satisfaction 

• What  Tax  Issues  Are  Involved  in  Closing  or  Selling  A Practice 

• Pricing  Your  Services 

• Valuing  A Practice  For  Sale 

• Increasing  Your  Practice  Visibility 

• What  Should  Your  Family  Know  About  Your  Office 

• Expanding  Y'our  Referral  Sources 

• How  To  Handle  A Disability 

• Increasing  Your  Availability  to  Patients 

• Social  Security  Benefits 

• Living  Adjustments  For  You  And  Your  Spouse  in  Retirement 

MEDICAL  COLLECTIONS  MANAGEMENT  WORKSHOP  at  Mandalay  Four  Seasons  Hotel,  Irving,  TX.  For  your  office 
assistants  - Tuesday,  April  17,  1984.  Half  day  session  for  $65.  Write  or  telephone  collect  for  details. 

| 


The  Faculty 

Both  workshops  will  be  conducted  by  professionals  of  the  staff  of  the  AMA  Department  of  Practice  Management.  All  are  experienced  educators 
in  medical  practice  management  and  conduct  educational  programs  nationwide  for  physicians,  office  managers,  and  medical  assistants.  An 
income  tax  deduction  may  be  allowed  for  educational  expenses  undertaken  to  maintain  or  improve  professional  skills.  See  Treasury 
REGULATION,  1 . 162-5 


□ Gearing  Up  For  Retirement  Workshop 

Wednesday,  April  18,  1984 
8:00  a.m.  - 5:00  p.m. 

Registration  Fee:  $225  (per  physician) 


REGISTRATION  FORM  □Medical  Marketing  Strategies  Workshop 

Thursday,  April  19,  1984 
8:00  a.m.  - 5:00  p.m. 

Registration  Fee:  $225  (per  physician) 

□ Resident  Physician  $150 

Registration  fee  includes  continental  breakfast,  lunch,  workbook  and  spouse  attendance.  Other  members  of  your  staff  may  attend 
for  $100.  Resident  physicians  (and  spouse)  may  attend  for  $150.  100%  refund  up  to  5 days’  notice  before  workshop  begins.  80% 
refund  4 days  or  less. 

The  Mandalay  Four  Seasons  Hotel 
221  S.  Las  Colinas  Blvd. 

Irving,  Texas  75039 
214  556-0800 

Please  Print  or  Type 


Name. 


.Badge  Name  for  Spouse. 


Address. 
City 


Specialty 

My  spouse  Dwill  Dwill  not  attend. 

Make  check  payable  to:  Black  and  Skaggs  Associates 

Mail  to:  The  PM  Group  P.O.  Box  1130,  Battle  Creek,  MI  49016 


State . 


Zip. 


.Telephone. 


For  More  Information  Call  Collect  (616)  962-2684 
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EDITORIAL 


What’s  all  the  hollering  about? 

The  cost  of  medical  care  is  our  number  one  national  health 
policy  concern  During  the  30  years  between  1950  and  1980, 
expenditures  in  the  United  States  for  health  care  increased 
1,845%  compared  to  a rise  in  the  consumer  price  index  of 
about  1 25%.  Of  all  costs,  those  for  hospitalized  patients  have 
increased  five  times  those  for  patients  requiring  other  types 
of  medical  care.  While  the  increase  in  the  rate  of  patients 
hospitalized  annually  has  been  modest,  studies  indicate  that 
both  the  intensity  and  cost  of  hospital  services  per  patient 
has  increased.  Modern  medical  care  demands  more  proce- 
dures, each  of  which  costs  more  money. 

I am  not  surprised  at  these  statistics.  Many  factors  contrib- 
ute to  escalating  medical  care  costs,  including  an  increase  in 
the  number  of  elderly  patients,  the  prolonged  survival  of 
those  with  serious  and  complicated  medical  conditions  (eg, 
host  immune  defects),  and  the  burgeoning  numbers  of 
sophisticated  diagnostic  and  therapeutic  techniques  now 
available  to  improve  patient  care.  What  does  surprise  me  is 
the  large  number  of  vocal  critics  in  government  and  business 
who  believe  we  physicians  and  hospital  administrators  can 
do  a lot  better  job  of  curtailing  costs. 

Antagonists  of  our  current  system  express  cogent  con- 
cerns. They  point  to  wide  variations  in  how  physicians  use 
both  diagnostic  and  therapeutic  procedures.  They  charge  in- 
efficient hospital  administration  and  cite  as  evidence  the 
rapid  growth  of  professional  hospital  management  com- 
panies. They  point  to  the  unnecessary  duplication  of  medical 
resources  such  as  several  cardiovascular  surgical  teams  and 
radiotherapy  units  operating  within  several  blocks  in  an  em- 
barrassingly large  number  of  cities.  They  claim  that  neither 
the  public,  the  hospitals,  nor  the  physicians  have  any  reason 
to  be  frugal  because  third-party  payors  (including  insurance 
companies  and  the  federal  government)  pay  for  90%  of  hos- 
pital costs  resulting  in  minimal  “out-of-pocket”  expense  for 
the  hospitalized  patient. 

Concern  over  health  care  costs  and  efforts  to  control  them 
are  not  new.  Recall  the  efforts  to  control  medical  costs 
through  the  economic  stabilization  program  of  the  early 
1970s,  federal  financial  support  for  health  maintenance  orga- 
nizations (HMOs),  professional  standards  review  organiza- 
tions (PSROs),  and  health  planning  systems  (HSAs).  New 
programs  include  competition,  prospective  payment  to  hospi- 
tals, and  hospital  payments  based  on  diagnosis  related 
groups  (DRGs). 

But  what’s  all  the  hollering  about?  The  problem  has  been 
with  us  for  quite  some  time  and  only  recently  have  business 
and  labor  jumped  on  the  bandwagon  of  reducing  health  care 
costs.  It  appears  to  me  that  the  major  current  problem  is  not 
really  the  high  cost  of  health  care,  but  instead  it  is  the  reduc- 
tion of  profits  resulting  from  the  current  recession.  Even 
though  health  care  expenditures  during  the  past  two  decades 


consistently  required  an  increasingly  greater  percentage  of 
the  gross  national  product,  the  situation  was  acceptable  so 
long  as  our  national  economy  expanded  sufficiently  to  also 
allow  growth  of  factories,  new  governmental  programs, 
shareholder  dividends,  etc.  The  sleeping  bears  of  business 
and  labor  have  now  awakened  because  escalating  health 
care  costs  are  taking  painful  bites  into  profits.  As  one  corpo- 
rate president  recently  put  it,  “You  bet  I’m  interested  in  the 
cost  of  health  care.  It  cost  my  corporation  $1 1 million  for 
health  care  last  year  compared  to  a profit  of  $30  million!” 

Although  unsuccessful  in  the  past,  efforts  at  cost  contain- 
ment will  not  go  away.  Recently,  I discussed  economic  issues 
with  colleagues  and  friends  from  the  Netherlands,  Canada, 
Mexico,  and  Venezuela.  The  story  is  the  same  all  over.  Infla- 
tion is  rampant,  production  is  down,  and  everyone  is  cutting 
costs.  Our  recession  will  probably  not  end  quickly;  it  is  a 
worldwide  problem. 

There  are  no  simple  answers  to  complex  problems.  As  a 
physician,  I hope  to  become  more  cost  conscious.  As  an  ad- 
ministrator of  research  and  education  programs,  I shudder  at 
the  thought  of  the  struggle  ahead.  Anyone  else  care  to 
holler? 

Charles  D.  Morehead,  MD 

Chairman,  Research  and  Education  Council,  Scott  and  White  Memorial 

Hospital,  Temple,  TX  76508. 


What  about  chelation? 

As  a member  of  the  Committee  on  Cardiovascular  Diseases 
for  the  Texas  Medical  Association,  I have  been  flooded  with 
patients'  questions  about  chelation  therapy.  At  first  I found  it 
curious  that  I should  receive  so  many  inquiries  about  an 
unproven  method  of  therapy  for  the  treatment  of  arterio- 
sclerosis, but  anyone  who  reads  newspapers  or  popular 
magazines  understands  the  source  of  patients’  curiosity.  The 
media’s  dissemination  of  unproven  scientific  material  repre- 
sents the  failure  to  exercise  prudent  journalism.  Even  the 
well-intentioned  journalist  may  be  unaware  of  chelation’s  po- 
tential for  harm.  I believe  strongly  that  the  news  media  should 
exercise  appreciably  more  responsible  journalism  and  that 
there  are  ways  to  do  so. 

First,  I urge  every  journalist  and  his  or  her  audience  to  be 
especially  discerning  when  a "doctor”  announces  that  he  or 
she  has  discovered  a wonderful  new  therapy.  Before  publish- 
ing the  announcement  of  a breakthrough,  the  journalist  and 
audience  should  ask  several  important  questions:  What  is 
the  scientifically  controlled  evidence  of  effect? 

If  the  work  is  experimental  and  unproven,  is  the  researcher 
charging  a fee  for  the  new  form  of  therapy?  (Legitimate  pro- 
grams involving  experimental  drugs  and/or  therapy  usually 
do  not  charge  the  participants  in  the  study.  If  the  researchers 
do  charge,  the  program  should  be  questioned.) 
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Has  an  adversarial  opinion  been  given  equal  time  by  the 
journalist? 

What  medical  specialty  training  should  a physician  have  in 
order  to  be  considered  an  expert?  (For  instance,  has  the  pro- 
ponent of  chelation  therapy  had  formal  training  in  vascular 
disease  or  scientific  background  in  research  techniques  that 
would  qualify  him  as  a reliable  source?) 

By  using  these  questions  to  screen  sources,  the  journalist 
protects  himself  and  the  readers  who  trust  that  he  has  pre- 
pared the  news  or  feature  story  with  careful  evaluation  of 
information.  The  audience  which  asks  these  questions  is  not 
so  much  at  the  mercy  of  the  news  they  read  or  hear.  It  is, 
however,  quite  obvious  that  many  articles  published  about 
chelation  have  not  met  the  assumed  criteria  and  have  done  a 
great  disservice  to  their  readers.  For  persons  who  have  car- 
diovascular problems  and  who  have  read  misleading  articles, 
an  even  greater  disservice  has  taken  place,  for  they  may  be 
given  false  hope  of  an  “easy  cure.”  (Laetrile,  the  supposed 
“cure”  for  cancer,  demonstrates  my  point.)  Other  patients 
with  vascular  problems  that  could  be  managed  with  proven 
forms  of  medical  therapy  from  appropriately  trained  physi- 
cians fail  to  seek  such  therapy  and,  instead,  undergo  “news- 
paper therapy”  offered  by  practitioners  who,  in  some  cases, 
are  not  trained  to  diagnose  or  treat  cardiovascular  disorders. 
Furthermore,  by  publishing  this  type  of  article,  the  media  are 
indirectly  providing  free  advertising  for  forms  of  therapy  that 
are  unproven  and  potentially  toxic.  The  average  reader  as- 
sumes that  if  a treatment  is  publicized,  it  must  have  benefits. 
Finally,  busy  practitioners  are  having  to  spend  a lot  of  time 
discussing  with  patients  a totally  unpoven  form  of  therapy 
instead  of  devoting  the  time  to  assessment  of  various  proven 
treatments. 

This  issue  of  Texas  Medicine  discusses  administration  of 
chelating  agents.  Larry  D.  Oliver,  MD,  et  al,  report  a case  of 
acute  renal  failure  following  administration  of  EDTA  (page 
40).  An  article  by  Antonio  Gotto,  MD,  reviews  key  studies  of 
chelation  therapy  and  provides  the  practicing  physician  with 
an  up-to-date  account  of  what  is  known  about  this  unproven 
and  potentially  dangerous  form  of  therapy  (page  36).  His 
article  answers  questions  that  should  be  asked  by  anyone 
attempting  to  write  or  evaluate  an  explanation  of  chelation 
therapy. 

W.  Richard  Cashion,  Jr,  MD 

6560  Fannin,  Ste  1654,  Houston,  TX  77030. 


Mandatory  assignment  still  is  viable  issue 

Mention  the  words  "mandatory  assignment”  and  most  Texas 
congressmen  will  say  they  do  not  support  the  concept.  How- 
ever, many  of  these  congressmen  feel  that  a fundamental 
change  in  the  Medicare  system  is  both  necessary  and  inev- 
itable. This  was  indicated  by  Texas  congressmen’s  state- 
ments in  opposition  to  the  Rostenkowski  amendment  (which 
would  require  mandatory  assignment)  in  November,  and 
again  in  conversations  between  TMA  physicians  and  con- 
gressional staffs  in  mid-December. 

Congress  is  concerned  about  the  amount  of  money  be- 
ing spent  on  health  care,  especially  in  the  Medicare  pro- 
gram. Many  say  that  because  beneficiaries  now  face  higher 
deductibles  and  hospitals  are  being  reimbursed  under 
the  diagnostic  related  group  (DRG)  system,  it  is  now 
time  for  physicians'  fees  to  be  limited  through  mandatory 
assignment. 

The  Ways  and  Means  Medicare  amendment — sometimes 
called  the  Rostenkowski  amendment  or  mandatory  assign- 
ment package — is  expected  to  come  before  Congress  again 
as  early  as  February.  With  the  federal  deficit  somewhere 
around  $210  billion  and  a projected  deficit  of  $280  billion  in 
the  next  fiscal  year,  Congress  is  looking  for  ways  to  pare  its 
programs. 

Texas  physicians  who  met  with  congressional  staffs  in 
Washington,  DC,  in  December  heard  talk  of  a major  restruc- 
turing of  Medicare,  with  the  most  striking  option  being  a 
national  mandatory  fee  schedule. 

Regardless  of  what  the  proposals  are  called,  physicians  in 
Texas  need  to  maintain  contact  with  their  congressmen  and 
senators  to  provide  meaningful  commentary  and  to  suggest 
constructive  alternatives  to  proposals  they  do  not  favor.  Con- 
tact with  the  Texas  members  of  the  House  Ways  and  Means 
Committee — Reps  Kent  Hance  of  Lubbock,  Jake  Pickle  of 
Austin,  and  Bill  Archer  of  Houston — is  particularly  important. 

O.  Edwin  McClusky,  MD 

214  E Houston,  Tyler,  TX  75702 
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In  a word,  it  means  service.  Service 
to  the  State  of  Texas  and  the  impor- 
tant work  underway  there  in  radi- 
ology. Service  from  the  world 
leader  in  diagnostic  imaging— 
Picker  International. 

Service  that's  fast. 

Service  that’s  efficient. 
We  promise. 

We’ve  relocated  experienced,  special- 
ized service  engineers  from  around  the 
U.S.  to  augment  the  professionals 
we’ve  added  from  within  Texas. 
Plugged  Texas  into  our  computerized 
parts  network.  Stocked  key  parts  in 
Texas.  And  set  up  24-hour  service  hot- 
lines to  assure  the  fastest  response  time 
for  your  service  needs. 

A service  team  of  factory- 
trained  technical  experts. 
We  promise. 

No  one  knows  your  Picker  equipment 
like  your  Picker  Service  Representa- 
tive. He’s  backed  by  intensive  head- 
quarters training,  substantial  field  ex- 


perience as  a specialist  in  his  particular 
modality.  He’s  got  the  technical  ex- 
pertise and  diagnostic  tools  it  takes  to 
identify  your  problem.  The  hands-on 
experience  to  fix  it  fast. 

The  worldwide  resources 
of  factory-direct  service. 
We  promise. 

In  CT,  in  NMR,  in  X-ray,  Nuclear,  Ultra- 
sound, Radiological  Consumables  and 
Accessories,  Picker  service  people  are 
up-to-the-minute  specialists  in  the 
science  of  diagnostic  imaging.  Backed 
by  Picker's  worldwide  capabilities,  they 
bring  you  a knowledge  base,  an  ex- 
perience base,  and  a parts  inventory 
access  no  other  service  organization 
can  beat. 

The  service  contract 
that’s  right  for  you. 

We  promise. 

Because  you  and  your  equip- 
ment have  unique  needs,  we 
tailor  every  service  contract  in- 
dividually. But  every  one  has 


the  same  goal:  maximum  uptime, 
maximum  throughput.  All  at  a price 
that’s  competitive  and  never  includes 
any  hidden  charges.  Whether  it’s  for 
preventive  and/or  corrective  main- 
tenance, for  parts,  for  labor,  for  X-ray 
tubes. 

If  you  have  Picker  equipment  in 
your  hospital  or  clinic,  you've  already 
made  a wise  investment.  Now,  make 
that  investment  pay  even  higher  divi- 
dends. With  service  from  Picker  Inter- 
national. Call  today  at  713-931-0160. 
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TEXAS  MEDICINE 


Announcing 
newly  formulated 


See  important  information  on  next  page 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 

Effective  adjunct  in 
short-term  treatment 
of  pain 

accompanied  by  tension  and/or 
anxiety  in  patients  with 
musculoskeletal  disorders. 


Equagesic" 

(meprobamate  with  aspirin)  e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use,  re  over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 

ASPIRIN:  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 

MEPROBAMATE  Acute  intermittent  porphyria; 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g carisoprodol, 
mebutamate,  or  carbromal 

WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants.  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of,  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms. e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g , vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation; symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  eg,  driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordiazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  in  several  stud- 
ies Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental  barrier 
It  is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic* 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and  or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients.  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity. 

Gl:  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol. and  cross-sensitivity  between  mepro- 
bamate mebutamate  and  meprobamate/ 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis, stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  "ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive. Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombmemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams. 

BLOOD  LEVELS: 

0.5-2. 0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma. 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol):  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate. 
Alkalmization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100,  Redipak*  strip 
pack  25's;  Redipak*  unit  dose  100's,  individ- 
ually wrapped 
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TMA  IN  ACTION 

Executive  Board  develops 
TMA  1984  priorities 

Effective  representation  for  members  is 
a top  priority  of  the  Executive  Board 
and  House  of  Delegates  in  1984.  This 
was  one  of  three  central  priority  con- 
cerns listed  by  Association  leaders  as 
they  considered  the  year  ahead. 

To  meet  this  end,  TMA  will  intensify 
its  commitment  to  being  aware  of  and 
acting  on  federal  and  state  legislation, 
to  vocalizing  medicine’s  viewpoints  in 
government  health  programs,  to  re- 
sponding to  regulatory  proposals,  and 
negotiating  with  third  parties.  It  also  will 
assist  physicians  in  hospital  medical 
staff  relations  and  represent  physicians 
in  socioeconomic  and  legal  issues. 

The  Association  will  focus  on  en- 
hancing the  image  of  physicians  and 
the  medical  profession  through  better 
communication  with  members  and  the 
public,  solid  continuing  medical  educa- 
tion programs,  and  a strong  group 
insurance  program. 

A third  key  area  designated  by  lead- 
ership as  a top  priority  will  be  to  work  to 
convert  Medicare  and  Medicaid  to  the 
indemnity  system  instead  of  the  “usual, 
customary,  and  reasonable”  fee 
concept. 

The  320-member  House  of  Dele- 
gates adopted  the  Executive  Board’s 
recommended  priorities  during  its  in- 
terim meeting  in  late  November. 

Texas  delegation  carries 
eight  resolutions  to  AMA 

Diagnostic  related  groupings  (DRGs), 
prospective  pricing  systems,  and  hos- 
pital privileges  for  physicians  were 
among  the  issues  which  commanded 
the  attention  of  the  Texas  Delegation  at 
the  1 983  Interim  Session  of  the  Ameri- 
can Medical  Association  (AMA)  in 
December. 

The  16  delegates  and  16  alternate 
delegates  carried  eight  resolutions  that 
had  been  adopted  by  the  TMA  House 
of  Delegates  in  November. 


In  response  to  one  Texas  resolution, 
the  AMA  adopted  a substitute  which 
endorses  the  concept  that  any  system 
of  reimbursement  for  physician’s  ser- 
vices be  independent  of  reimbursement 
systems  for  other  providers  of  health 
care.  The  action  reaffirms  a long- 
standing AMA  policy  for  separate  reim- 
bursement. The  AMA  will  continue  to 
oppose  expansion  of  prospective  pric- 
ing systems  until  these  have  been 
adequately  evaluated  for  their  impact 
on  quality,  cost,  and  access  to  medical 
care. 

The  national  organization  adopted  a 
Texas  resolution  which  asked  the  AMA 
to  continue  its  efforts  to  obtain  approval 
for  physicians  in  solo  practice,  and 
those  in  different  medical  groups,  to 
“cover”  Medicare  patients  for  each 
other  to  make  it  possible  for  personal 
physicians  of  Medicare  patients  to  bill 

Chairman  Mylie  E Durham,  Jr,  MD,  (right)  and 
Vice  Chairman  Merle  W.  Delmer,  MD,  led  the  Texas 


and  receive  reimbursement  for  pro- 
fessional services  given  by  their 
colleagues  who  “cover”  for  them.  The 
resolution  points  out  that  the  Health 
Care  Financing  Administration  permits 
physicians  within  the  same  medical 
group  to  “cover”  Medicare  patients  for 
each  other,  using  an  identical  provider 
number.  However,  physicians  in  solo 
practice  or  in  different  medical  groups 
who  “cover”  must  submit  individual 
claims  and  receive  reimbursement  di- 
rectly. The  Texas  resolution  considers 
this  policy  discriminatory  to  physicians 
in  solo  or  different  group  practices.  The 
AMA  will  seek  approval  of  this  accom- 
modation for  all  physicians,  regardless 
of  the  setting  in  which  the  professional 
service  is  rendered. 

Members  of  the  Texas  Delegation 
contributed  to  a new  AMA  policy  relat- 
ing to  criteria  to  be  considered  when 

Delegation  in  presenting  eight  resolutions  to  the 
AMA  House  of  Delegates. 
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In  the  automobile 
leasing  jungle, 
you  need  a good 
guide. 

Leasing  an  automobile  is  sometimes  a 
confusing,  mysterious  proposition.  But  it 
doesn’t  need  to  be. 

For  nearly  15  years,  Curry  Auto  Leasing 
has  leased  thousands  of  cars  --  all  makes 
and  models,  large  and  small,  imports  and 
domestics.  We  specialize  in  custom  design- 
ing flexible  lease  plans  for  each  individual  or 
company.  And  we  have  put  together  a 
“Guide  to  Leasing”  that  answers  nearly 
every  question  you  might  have  about  your 
own  needs. 

Before  you  lease,  call  or  write  us.  We’ll 
send  you  a free  guide.  Remember,  it’s  a 
jungle  out  there. 


CURRY  AUTO  LEASING 

5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
Telephone:  (214)  239-1 1 1 1 


For  a MEDICAL/DENTAL  Seminar 


Meetings*  are  scheduled  weekly  in  Steamboat  Springs,  from 
December  10th  through  April  14th  and  are  approved  for 
AMA,  Category  1 . 


For  information  tall:  800-525-3402 


or  write  to: 

ASSOCIATION  FOR  CONTINUING  EDUCATION 

P.O.  Box  774168 

Steamboat  Springs,  Colorado  80477 

Programming  meets  IPS  requirements  for  deductibility  if  the  primary  reason  for  attending  is  educational/professional. 
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reappointing  physicians  for  hospital 
staff  privileges.  Based  upon  wording 
developed  by  the  Texas  Delegation,  the 
AMA  policy  states  that  peer  review  for 
quality  assurance  in  hospital  medical 
care  should  be  based  on  all  elements  of 
physician  performance  and  not  solely 
on  a limited  assessment,  such  as  how 
well  a physician  conforms  to  DRGs  or 
length-of-stay  criteria. 

The  AMA  House  of  Delegates  re- 
ferred to  the  Board  of  Trustees  a Texas 
resolution  which  asked  the  AMA  to 
petition  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  to  include  in  its 
standards  a provision  which  would  re- 
quire that  medical  staff  bylaws  be 
mutually  and  equally  binding  on  both 
the  governing  board  and  the  medical 
staff. 

Many  physicians  presented  testi- 
mony in  support  of  the  Texas  resolu- 
tion. However,  there  were  differing 
opinions  over  whether  medical  staff  by- 
laws can  be  binding  on  the  governing 
board.  The  House  voted  to  refer  the 
resolution  to  the  AMA  Board  of  Trust- 
ees for  further  study  with  a report  due 
back  to  the  House  in  June. 

Members  of  the  House  adopted  in 
amended  form  a Texas  resolution  call- 
ing for  the  AMA  to  reaffirm  its  support 
for  private,  individualized  medical  care. 

A Texas  resolution  calling  for  the 
Food  and  Drug  Administration  (FDA)  to 
speed  up  its  assessment  of  new  tech- 
nology and  drugs  was  referred  to  the 
Board  of  Trustees.  The  resolution  had 
asked  the  AMA  to  encourage  Congress 
to  require  the  FDA  to  expedite  its  eval- 
uation and  approval  process  for 
technology  and  drugs,  including  the 
ND:YAG  laser,  to  avoid  delays  to  pa- 
tients of  the  benefits  of  technology  and 
drugs  which  have  been  tested  by  use. 

House  members  turned  down  a 
Texas  resolution  which  asked  dele- 
gates to  endorse  January  of  each  year 
as  National  Eye  Health  Care  month. 
The  reference  committee  noted  that  be- 
fore recognition  could  be  given  to  one 
aspect  of  medicine  and  health,  some 


method  needed  to  be  devised  to  pro- 
vide similar  recognition  to  all  organ 
systems. 

Responding  to  resolutions  from  the 
American  Academy  of  Physical  Medi- 
cine and  TMA,  the  House  adopted  a 
statement  which  says  clinical  diagnos- 
tic electromyographic  examinations 
should  be  performed  only  by  a fully 
licensed  physician  qualified  by  educa- 
tion, training,  and  experience. 

With  this  action,  the  AMA  will  urge 
appropriate  state  boards  of  medical  ex- 
aminers, certification  boards,  and 
others  to  consider  the  statement  when 
dealing  with  the  performance  of  clinical 
diagnostic  electromyography. 

Section  on  plastic  surgery 
highlights  wound  management 

Four  physicians,  considered  innovators 
in  the  fields  of  aesthetic  plastic  surgery 
and  wound  management,  will  be 
featured  at  the  Texas  Medical  Associa- 
tion’s Section  on  Plastic,  Reconstruc- 
tive, and  Maxillofacial  Surgery  during 
the  TMA  1 984  Annual  Session  from 
May  9 to  13. 

Thomas  J.  Baker,  Jr,  MD,  of  Miami, 
Fla,  past  president  of  the  American  So- 
ciety for  Aesthetic  Plastic  Surgery,  will 
speak  on  the  causes,  prevention,  and 
treatment  of  delayed  healing  following 
surgical  face  lifting  in  his  presenta- 
tion called  “Management  of  Difficult 
Wounds  with  Reference  to 

Thomas  J.  Baker,  MD,  of  Miami,  Fla 

i i 


V V 


Rhytidectomy.” 

John  M.  Goin,  MD,  of  Los  Angeles, 
president-elect  of  the  American  Society 
of  Plastic  Surgeons  and  clinical  pro- 
fessor of  plastic  surgery  at  the  Uni- 
versity of  Southern  California  School  of 
Medicine,  in  his  presentation  entitled 
“Body  Image  and  Plastic  Surgery,”  will 
highlight  the  formation  of  body  image, 
its  nature,  and  the  factors  leading  to 
body  image  distortion  and  distur- 
bances. The  information  is  being 
applied  to  the  understanding  of 
postoperative  psychological  occur- 
rences in  plastic  surgery  patients.  He 
also  will  speak  on  aesthetic  plastic  sur- 
gery patient  selection  and  will  relate  his 
experiences  with  proferred  provider  or- 
ganizations in  California. 

Thomas  J.  Krizek,  MD,  of  Los  An- 
geles, will  speak  on  “Wound 
Management,  Past,  Present,  and  Fu- 
ture,” and  will  cover  various  techniques 
of  wound  closure,  including  myo- 
cutaneous  flaps,  microvascularfree 
flaps,  temporary  biologic  dressing,  and 
the  control  of  contamination.  Dr  Krizek, 
who  is  professor  of  surgery  at  the  Uni- 
versity of  Southern  California  School  of 
Medicine  and  chief  of  plastic  and  recon- 
structive surgery  of  the  Los  Angeles 
County/University  of  Southern  Califor- 
nia Affiliated  Hospitals,  also  will  present 
an  overview  of  the  evolution  of  the  mi- 
crobiological and  technical  aspects  of 
wound  care. 

Thomas  J.  Krizek,  MD,  of  Los  Angeles,  Cal 
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John  B.  Lynch,  MD,  of  Nashville, 
Tenn,  president  of  the  American  So- 
ciety of  Plastic  Surgeons,  will  deliver 
the  following  presentations:  “Current 
Management  of  Head  and  Neck  Tu- 
mors" and  “Update  of  American 
Society  of  Plastic  and  Reconstructive 
Surgery  Activities.” 

Other  program  topics  include  "Con- 
temporary Concepts  in  Breast  Recon- 
struction,” “The  Use  of  the  Locked 
Running  Horizontal  Mattress  Suture  in 
Blepharoplasties,”  “Microvascular  Sur- 
gery in  Children,”  and  “Treatment  of 
Spasticity  in  the  Spinal  Cord  Injured 
Patient  with  the  Difficult  Wound." 

The  TMA  section  is  designed  to  pro- 
vide physicians  with  further  insight  into 
the  development  of  elective  incision 
sites  and  wound  management  in  the 
hopes  of  lowering  postoperative  mor- 
bidity rates  and  improving  wound 
healing. 

For  further  information,  contact  Frank 
J.  Gerow,  MD,  program  coordinator,  at 
(713)797-0000  or  write  6560  Fannin 
Ste  1034,  Houston,  TX  77030. 

Benevolent  Fund  drive 
draws  immediate  response 

The  Physicians  Benevolent  Fund  con- 
tinues to  provide  monthly  financial 
assistance  to  needy  and  deserving  phy- 
sicians, their  spouses,  and  families.  As 
1 983  drew  to  a close,  1 6 recipients 
were  receiving  a total  of  $6,800  each 


John  B Lynch , MD,  of  Nashville,  Tenn 


month  in  assistance  checks. 

Contributions  to  the  fund  as  of  Oct 
31 , 1 983,  were  $74,085.  This  includes 
$57,335  in  physician  contributions  and 
$16,750  in  Auxiliary  contributions.  This 
figure  tops  the  1 982  total  contributions 
of  $44,160. 

Fundraising  efforts  begun  in  Novem- 
ber 1983  drew  an  immediate  response. 
The  first  1 0 working  days  of  the  Physi- 
cians Benevolent  Fund  drive  netted 
$32,784.  Physicians  or  Auxiliary  mem- 
bers wishing  to  contribute  may  write  to 
TMA  Physicians  Benevolent  Fund, 

1 801  N Lamar  Blvd,  Austin,  78701 . 

TMA  Speakers  Bureau 
includes  lay  audience 

TMA  has  extended  its  Speakers  Bu- 
reau to  include  the  lay  audience.  Called 
the  TMA  Community  Medical  Forum, 
physicians  will  volunteer  to  speak  to 
members  of  schools,  civic  groups,  and 
businesses  on  topics  varying  from  pro- 
fessional liability  to  health  issues  before 
the  Texas  Legislature.  TMA  staff  mem- 
bers as  well  as  physicians  have  been 
invited  to  speak  on  more  than  25  rele- 
vant topics. 

A brainchild  of  the  TMA  Communi- 
cation Department,  the  program  is 
designed  to  instill  further  communica- 
tion between  the  medical  profession 
and  the  public.  “The  program  will  fill  a 
communication  void  which  has  devel- 
oped over  the  years.  We  hope  to  make 
inroads  into  schools  and  communities," 
said  Lisa  Stark  Walsh,  TMA  communi- 
cation assistant. 

Mrs  Walsh  solicited  speakers  from 
TMA  councils  and  committees,  county 
medical  societies,  and  TMA  staff.  From 
these  sources,  a list  of  speakers  and 
about  25  specific  topics  were  chosen. 
“By  collecting  a large  pool  of  speakers, 
we  can  build  a strong  representation 
from  each  part  of  the  state  on  each 
topic,”  she  said. 

Mrs  Walsh  will  coordinate  requests 
from  schools,  civic  groups,  and  busi- 
nesses across  the  state.  For  further 
information,  contact  Lisa  Stark  Walsh  at 


(51 2)477-6704.  Or  write  Texas  Medical 
Association,  Communication  Depart- 
ment, 1801  N Lamar  Blvd,  Austin,  TX 
78701. 

HEALTH  LINE 

Video  display  terminals 
linked  to  health  problems 

Video  display  terminals  (VDTs)  do  not 
cause  cataracts  or  birth  defects  but  are 
responsible  for  minor  ailments  such  as 
burning  itching  eyes,  vision  distortion, 
headaches,  and  back  and  neck  pain, 
according  to  a recent  study  by  the 
American  Council  on  Science  and 
Health  (ACSH). 

The  study  was  conducted  as  a result 
of  frequent  health  complaints  by  VDT 
and  home  computer  users  ranging  from 
cataracts  to  eye  strain  and  musculo- 
skeletal pain.  Radiation  exposure  also 
was  a common  complaint  and  fear 
among  users. 

Radiation  fear  can  be  traced  to  the 
1 960s  discovery  that  television  sets 
leaked  a substantial  amount  of  ra- 
diation. The  cathode  ray  tube,  a com- 
ponent also  present  in  VDTs,  was  the 
radiation  culprit.  Since  then,  federal 
legislation  requires  television  manufac- 
turers to  meet  stringent  x-ray  leakage 
standards.  (Home  computer  buffs  who 
use  pre-1 970  television  sets  as  video 
display  terminals  should  be  aware  that 
their  sets  may  emit  high  doses  of  x- 
rays.) 

Shortly  after  VDTs  appeared  on  the 
market,  two  federal  agencies  con- 
ducted studies  on  the  machines.  The 
National  Institute  for  Occupational 
Safety  and  Health  tested  136  VDTs  in 
the  environmental  workplace  and  de- 
tected no  x-ray  leakage,  according  to 
the  agency. 

The  Bureau  of  Radiological  Health  of 
the  Food  and  Drug  Administration 
(FDA)  examined  125  VDTs  in  a labora- 
tory setting.  Technicians  adjusted  the 
machines  to  maximize  radiation  emis- 
sions and  tampered  with  safety  circuits 
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As  you  read  or  talk  about  insurance,  allow  your  salaried  staff  at  Association 
Headquarters  in  Austin  to  be  a part  of  answering  any  questions  regarding 
benefits,  costs  or  anything  concerning  the  Insurance  Program  of  the  Texas 
Medical  Association. 

ON  THE  SPOT,  CALL: 

FROM  HOUSTON:  FROM  AUSTIN:  ALL  OTHERS: 

DIAL  ONLY  224-5309  DIAL  ONLY  476-6551  1-800-252-9318 

Your  staff  will  discuss  pertinent  matters  with  you,  your  insurance  agent,  your 
attorney  or  financial  advisor  in  an  effort  to  serve  your  best  interests. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

LONG  TERM  DISABILITY  INCOME  • LIFE  • OFFICE  OVERHEAD  • MAJOR  MEDICAL  • PERSONAL  ACCIDENT 

Prudential 
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designed  to  protect  against  x-ray  leak- 
age. Even  under  the  "worst”  conditions, 
only  eight  machines  failed  to  meet 
safety  standards,  according  to  the  FDA. 
The  machines  were  either  adjusted  or 
taken  off  the  market. 

Despite  federal  reassurances, 
several  well-publicized  cases  have 
escalated  fears  among  VDT  users.  In 
1977,  two  relatively  young  New  York 
Times  employees  developed  cataracts. 
Both  were  frequent  VDT  users  with  no 
medical  predisposition  to  the  corneal 
affliction. 

In  1 979,  four  women  who  worked  on 
VDTs  at  a Canadian  newspaper  deliv- 
ered babies  with  birth  defects.  Seven 
other  confirmed  clusters  of  birth  defects 
and  miscarriages  were  linked  to  VDTs 
during  that  time. 

Canadian  and  US  government  agen- 
cies studied  the  cases  and  concluded 
the  ailments  were  not  attributable  to 
VDT  usage. 

However,  some  health  problems  can 
be  directly  linked  to  VDTs  including  vi- 
sion distortion  and  blurring;  burning 
and  itching  of  eyes;  and  neck,  back, 
and  shoulder  pain.  Although  poor  or  in- 
adequate maintenance  of  a terminal 
can  contribute  to  such  problems,  poor 
lighting,  incorrect  worktable  height,  and 
improper  posture  can  aggravate  the 
situation. 

Recommendations  for  VDT  work- 
space conditions  and  an  explanation  of 
the  concept  of  ergonomics,  the  relation- 
ship of  man  to  his  workplace,  are 
included  in  ACSH’  25-page  booklet.  In- 
dividual copies  are  available  by  sending 
a self-addressed  stamped  envelope 
(37  cent  stamp)  to  ACSH,  47  Maple  St, 
Summit,  NJ  97901 . 

AM  A adds  new  PMI 
sheets  to  list 

The  American  Medical  Association 
(AMA)  has  published  20  new  Patient 
Medication  Instruction  (PMI)  sheets 
bringing  the  number  of  sheets  available 
to  60. 

PMI  sheets,  which  outline  the  uses 
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and  characteristics  of  a drug,  are  given 
to  patients  at  the  time  the  drug  is  pre- 
scribed. The  sheets  were  developed  by 
the  AMA  to  supplement  oral  instruc- 
tions given  by  the  physician  and  to 
refresh  patient’s  memories. 

The  new  PMI  sheets  outline  the  fol- 
lowing drugs:  phenothiazines,  tricyclic 
antidepressants,  antihistamines,  bron- 
chodilator  aerosols,  oral  pentazocine, 
propoxyphene  and  propoxyphene  with 
aspirin  or  acetaminophen,  aspirin, 
codeine,  acetaminophen,  three  anti- 
hypertensives and  diuretics,  amiloride 
and  amiloride  with  thiazide,  spironolac- 
tone and  spironolactone  with  thiazide, 
clonidine,  prazosin,  methysergide,  di- 
phenoxylate with  atropine,  isotretinoin, 
potassium  supplements,  methotrexate 
(for  psoriasis),  and  steroid  and  antibi- 
otic eye  drops. 

PMI  sheets  come  in  pads  of  50  and 
cost  $1  per  pad.  The  minimum  order  is 
five  pads.  Physicians  and  other  health 
care  professionals  may  order  pads  from 
the  PMI  Order  Department,  American 
Medical  Association,  PO  Box  8052, 
Rolling  Meadows,  IL  60008. 

Texas  Neurological  Society 
accepting  research  entries 

The  Texas  Neurological  Society  (TNS) 
has  a $500  award  available  for  a medi- 
cal student,  resident,  or  postgraduate 
fellow  who  submits  a winning  original 
neurological  research  paper  by  March 
15. 

The  winning  paper  must  have  been 
completed  within  the  previous  18 
months  and  must  not  have  been  pub- 
lished elsewhere.  It  may  be  in  basic  or 
clinical  science,  but  should  pertain  to 
neurologic  problems. 

The  paper  will  be  presented  at  the 
TNS  meeting  in  May  in  conjunction  with 
the  Texas  Medical  Association’s  Annual 
Session.  Travel  and  lodging  expenses 
for  the  author  will  be  paid  by  the 
society. 

The  paper  and  an  abstract  of  1 50 
words  or  less  should  be  submitted  by 
March  1 5,  1 984.  Mail  to:  Shirley  Mo- 


lenich,  MD,  Suite  206,  1 400  S Main, 

Fort  Worth,  TX  76104. 

SOCIOECONOMICS 

Texas’  population  grows 
rapidly  in  last  ten  years 

Texas  is  currently  the  third  most  popu- 
lous state  in  the  nation  with  the  highest 
rates  of  growth  occurring  in  Central 
Texas  and  the  areas  surrounding 
Houston  and  Dallas. 

These  and  other  statistics  were  re- 
vealed in  the  1 980  Census  and  a health 
planning  profile  produced  by  the  Insti- 
tute for  Health  Planning. 

The  jump  in  population  can  be  traced 
to  rapid  in-migration  from  other  states 
and  an  excess  of  births  over  deaths.  In 
1980,  the  state’s  population  was 
14,228,383.  This  represents  a 27.1% 
increase  or  3 million  persons  more  than 
were  reported  in  the  1970  Census.  This 
is  twice  the  increase  of  the  national 
average  which  was  1 1 .4%. 

Broken  into  minority  subgroups,  one- 
third  of  the  state’s  population  is  a minor- 1 
ity;  one  of  every  five  is  of  Spanish  origin 
and  nearly  one  out  of  every  eight  is 
black. 

Concerning  health  care  statistics, 
Texas  had  561  licensed  hospitals  and  a 
total  of  69,943  licensed  beds  in  1 981 
which  breaks  down  to  4.9  beds  per 
1 ,000  population.  The  same  year, 

Texas  had  on  register  104,078  beds  in 
1 ,023  nursing  and  custodial  care 
homes  representing  a ratio  of  73.8 
nursing  home  beds  per  1 ,000  popula- 
tion of  those  65  or  older.  About  36%  of 
hospitals  had  50  beds  or  fewer. 

TMA  committee  monitors 
doctor-insurance  problems 

The  TMA  Committee  on  Health  Insur- 
ance monitors  problems  between 
physicians  and  third-party  payors. 

Physicians  may  send  documented 
complaints  to  the  Committee  on  Health 
Insurance,  Texas  Medical  Association, 

1 801  N Lamar  Blvd,  Austin,  TX  78701 . 
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These  will  be  reviewed  and  referred  to 
the  Hospitals-lnsurance-Physicians- 
Joint  Advisory  Committee  (HIP-JAC)  if 
they  pertain  to  commercial  carriers, 
and  to  Blue  Cross/Blue  Shield  of  Texas 
if  they  pertain  to  Medicare. 

CAPITAL  COMMENTS 

Texas  physicians  meet 
with  Texas  DC  Delegation 

In  mid-December,  four  Texas  physi- 
cians traveled  to  Washington,  DC,  to 
meet  with  the  staffs  of  Texas  congress- 
men. This  trip  was  part  of  the  Associa- 
tion’s continuing  effort  to  build  bridges 
to  Texas’  27  representatives  and  two 
senators. 

One  purpose  of  the  trip  was  to  pre- 
sent the  Consumer  Cost  Awareness 
Program  that  TMA  created  in  the  fall  of 
1983.  Some  40  congressional  staff 
members  and  representatives  from  the 
American  Medical  Association  at- 
tended the  video  preview.  Milton  V. 

Davis,  MD,  TMA  President,  explained 
the  relative  advantages  of  the  in- 
demnity method  of  health  care  reim- 
bursement. 

Physicians  also  met  with  staff  of  the 
House  Ways  and  Means  Committee, 
which  is  developing  proposals  for  Medi- 
care mandated  assignment.  The  staff 
expects  Congress  to  try  to  consider  the 
Rostenkowski  Medicare  amendment 
soon  after  Congress  reconvenes. 

A member  of  Sen  Lloyd  Bentsen’s 
staff  provided  the  physicians  with  a 
special  briefing  and  cited  the  concerns 
of  Sen  Bentsen,  a senior  member  of 
the  Senate  Finance  Committee.  The 
overriding  concern  facing  Congress 
appears  to  be  the  size  of  the  federal 
deficit.  Should  the  deficit  increase  dur- 
ing the  next  fiscal  year,  the  Senate 
Finance  Committee  will  begin  to  con- 
sider new  taxes,  spending  cuts,  or  a 
combination  of  the  two.  Since  Medicare 
is  one  of  the  largest  entitlement  pro- 
grams, Congress  may  see  it  as  a 
source  of  cutbacks.  Sen  Bentsen  ap- 


preciates the  communication  from 
physicians  and  encourages  individuals 
to  express  their  concerns. 

Representing  TMA  on  the  two-day 
trip  were  Robert  B.  Crouch,  MD, 
Houston;  Milton  V.  Davis,  MD,  Dallas; 
Jim  Bob  Brame,  MD,  Eldorado;  O.  Ed- 
win McClusky,  MD,  Tyler  and  a staff 
lobbyist. 

Task  force  prepares  package 
for  69th  Texas  Legislature 

In  an  effort  to  develop  a legislative 
package  to  present  to  the  69th  Texas 
Legislature  in  1985,  the  Task  Force  on 
Indigent  Health  Care  (see  Capital  Com- 
ments, December  1983)  is  conducting 
public  hearings  throughout  Texas.  From 
Tyler  to  El  Paso  and  from  Lubbock  to 
Laredo,  the  Task  Force  is  collecting 
information  about  the  needs  and  prob- 
lems in  the  delivery  of  health  care  for 
indigents. 

A total  of  1 1 public  hearings  will  be 
held.  “Thus  far,  the  turnout  has  been 
very  encouraging,”  said  Brian  Sperry, 
staff  coordinator  for  the  Task  Force. 
General  information,  concerns,  and 
recommendations  received  from  the 
public  will  be  presented  to  the  75- 
member  group. 

Later,  the  Task  Force  will  organize  it- 
self into  subcommittees  based  on 
specific  issues  and  concerns.  Each 
subcommittee  will  be  responsible  for  in- 
depth  study  and  review  of  research 
Jim  Bob  Brame,  MD 


findings.  The  preliminary  findings  and 
recommendations  will  be  reported  to 
the  Task  Force  at-large  and  form  the 
basis  for  a proposed  program  for  indi- 
gent health  care  in  Texas.  The  Task 
Force  will  report  is  findings  and  recom- 
mendations to  the  governor,  lieutenant 
governor,  and  speaker  of  the  house  in 
November  1984. 

NEWSMAKERS 

JOHN  L.  MONTGOMERY,  MD,  chair- 
man and  head  of  the  Scott  and  White 
department  of  radiology  at  Texas  A&M 
University  College  of  Medicine  in  Tem- 
ple, was  appointed  vice-president  of  the 
board  of  directors  of  Scott  and  White 
Clinic.  In  September,  Dr  Montgomery 
was  presented  the  College  of  Medicine 
Faculty  Achievement  Award  by  the 
Association  of  Former  Students  of 
Texas  A&M  University  College  of 
Medicine. 

VERNON  KNIGHT,  MD,  an  infectious 
disease  pioneer  and  specialist,  has 
been  named  to  the  Kyle  and  Josephine 
Morrow  Chair  in  Microbiology  and  Im- 
munology at  Baylor  College  of  Medicine 
in  Houston.  Dr  Knight,  who  is  professor 
and  chairman  of  the  department  of  mi- 
crobiology and  immunology  and  head 
of  the  infectious  disease  section  in  the 
department  of  medicine  at  Baylor  Col- 
CX  Edwin  McClusky,  MD 
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lege  of  Medicine,  has  pioneered  clinical 
treatments  for  respiratory  illnesses. 
Funds  for  the  chair  were  donated  by 
Josephine  Morrow  West  and  her  late 
husband,  Gordon  West. 

HARLAN  J.  SPJUT,  MD,  has  been 
named  to  the  Clarence  and  Irene 
Fulbright  Chair  in  Pathology  at  Baylor 
College  of  Medicine  in  Houston.  Chief 
of  anatomic  pathology  for  the  Harris 
County  Hospital  District  and  senior  at- 
tending pathologist  at  The  Methodist 
Hospital,  Dr  Spjut  is  renowned  for  his 
diagnosis  and  pathophysiology  of  can- 
cer. He  also  serves  as  a pathology 
consultant  to  the  VA  Medical  Center, 
Texas  Children  s Hospital,  M.D.  Ander- 
son Hospital,  and  St.  Luke's  Episcopal 
Hospital. 

GLEN  E.  JOURNEAY,  MD,  PhD,  an 
Austin  physician  and  lecturer  in  the  bio- 


medical engineering  program  at  The 
University  of  Texas  at  Austin,  was  elec- 
ted president  of  the  Texas  Academy  of 
Family  Physicians.  Dr  Journeay  is  a 
member  of  Texas  Medicine’s  Editorial 
Committee. 

FRANK  M.  TOWNSEND,  MD,  pro- 
fessor and  chairman  of  the  department 
of  pathology  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 
and  a member  of  Texas  Medicine's  Edi- 
torial Committee,  has  received  the 
Ward  Burdick  Award,  given  by  the 
American  Society  of  Clinical  Patholo- 
gists in  honor  of  the  most  meritorious 
contributor  to  clinical  pathology. 

M.Z.  ATASSI,  PhD,  DSc,  biochemistry 
professor  at  Baylor  College  of  Medicine 
in  Houston,  has  been  named  to  the 
Robert  A.  Welch  Chair  in  Chemistry  at 
Baylor  College  of  Medicine.  Dr  Atassi, 


who  has  written  six  books  and  more 
than  200  articles  published  in  scientific 
journals,  is  editor-in-chief  of  the  Journal 
of  Protein  Chemistry,  Critical  Reviews 
in  Immunology.  The  chair  was  donated 
by  the  late  Robert  A.  Welch. 

WILLIAM  R.  SHELTON,  MD,  has  been 
elected  chief  of  staff  at  Memorial  Hospi- 
tal in  Lufkin.  Dr  Shelton  is  a radiologist 
at  Kurth  Radiation  Center,  an  affiliate  of 
Memorial  Hospital.  F.R.  DENMAN,  MD, 
was  elected  vice  chief  of  staff  and  LILA 
CHERRY,  MD,  was  elected  secretary  of 
the  medical  staff. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members’  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  12/30/83  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

12/30/83 

Date  of  Investment 

12/30/80 

12/30/78 

Equity  Funds 

Mercantile  Bank  HR-10  Stock  Fund 

$11,671 

$14,836 

$28,893 

T.  Rowe  Price  Growth  Stock  Fund 

$11,199 

$11,439 

$16,559 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$10,630 

$14,940 

$14,781 

T.  Rowe  Price  New  Income  Fund 

$10,475 

$13,893 

$15,446 

Current  yields  on  interest  bearing  options. 

Mercantile  Bank  Time  Deposits 

1 8 months  10.1 67%  (through  1 /1 6/84) 

T,  Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  1/6/84  9.07  % 

Approximate  unit  prices 

Mercantile  Bank  HR-10  Stock  Fund  $33.57 

Mercantile  Bank  HR-10  Fixed  Income  Fund  $22.04 
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TEXAS  MEDICINE 


600 mg  Tablets 


"OTRIN 

600 


More  convenient  tor  your  patients 


j-4044  January  1984 


'984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


i- 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  ol  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  if  this  combinaitm  represents  the 
dosage  so  determined  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  t n psrtension  and  edema 
is  not  static,  hut  must  be  reeve  uated  as  conditions  in  each 
patient  warrant 


Contraindications:  Cone  omitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amilonde.  Further  use 
in  anuria,  progress'-,.  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  suifonamide-denved  drugs 


Warnings:  Oo  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  II 
is  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day.  the  eiderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  inlormation  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  ot  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  iupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 


Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  ot  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  ot  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarme  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components  Therefore.  'Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide',  The  following  may  occur;  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
cent measurement  ot  quinidine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide’  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function 


Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported.  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide  , although  a causal  relationship  has  not 
been  established 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak”  unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 
SK&F  Quality 


Potassium-Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene ) and  25  mg.  of  hydrochlorothiazide. 

Over  17  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
\bur  assurance  of 
SK&F  quality. 


§ 


a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


©SK&F  Co.,  1983 


eaturing 

Section  Programs  Allergy  • 
jlon  and  Rectal  Surgery  • Digestive 
seases  • Diseases  of  the  Chest  • 
idocrinology  • Family  Practice  • 
ernal  Medicine  • Neurological 
irgery  • Neurology  • Nuclear 
jdicine  • Obstetrics  and  Gynecology 
)ccupational  Medicine  • Oncology  • 
ihthalmology  • Otolaryngology  • 
ithology  • Pediatrics  • Physical 
^dicine  and  Rehabilitation  • Plastic, 
‘constructive,  and  Maxillofacial 
irgery  • Psychiatry  • Public  Health  • 
idiology  • Surgery  • Urology 

Sunrise  Sessions  Sunrise 
issions  are  informal  programs  given 
imarily  for  those  in  general  practice 
id  all  specialties  and  feature  a short 
:ture  followed  by  open  discussion. 

in  the  speakers  on  Friday  and 
iturday  mornings  from  8:15  to  9:15 
r topics  such  as  The  Physician  and 
jws  Media  Relations;  New  Theories 
i Causes  of  Obesity;  Hypoglycemia 
tfall  in  the  Management  of  the 
egnant  Diabetic;  and  Neurological 
nergencies. 

jorts/Alumni  Events  Golf, 
nnis,  Fun  Run,  alumni  and  fraternity 
irties,  class  reunions. 

General  Meeting 
,uncheons 

eneral  Meeting  Luncheons  will  be 
eld  on  Friday,  May  1 1 , and  Saturday, 
'ay  12,  at  12:15  pm  in  the  Grand 
rystal  Ballroom  of  the  Hyatt  Re- 
5ncy  Hotel.  Included  during  Friday's 
ncheon  will  be  the  announcement 
nd  recognition  of  the  Anson  Jones 
ward  recipients  for  journalistic  excel- 
flce  in  communicating  health  infor- 
lation  to  the  public.  Also  included  on 
riday  will  be  the  announcement  of 
le  scientific  exhibit  awards. 

aturday's  luncheon  is  cosponsored 
'ith  the  Texas  Medical  Association 
uxiliary. 

election  of  prominent  speakers  for 
ie  luncheons  is  pending. 
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Welcome  to 
Fort  Worth 


^HieChalleng** 


Texas  Medical  Association 
117th  Annual  Session 
Tarrant  County 
Convention  Center 
May  9-13, 1984 


Housing  and 
Ticket  Order  Forms 


No  Advance 
Registration  Required 

It  will  not  be  necessary  to  register 
in  advance  for  the  Session,  nor  is 
there  a registration  fee  for  members 
of  the  Texas  Medical  Association,  for 
participants  in  the  Annual  Session 
program,  and  for  in-state  interns,  resi- 
dents, or  individuals  in  allied  health 
disciplines  (medical  students,  medical 
assistants,  nurses,  technicians). 

A registration  fee  of  $50.00  is  charged 
for  all  other  nonmembers. 

Registration  will.be  held  at  the  Tarrant 
County  Convention  Center  at  the 
following  times: 

Wednesday,  May  9 9:00  am-  5:00  pm 

Thursday,  May  10  7:30  am-  5:30  pm 

Friday,  May  1 1 7:30  am-  5:30  pm 

Saturday,  May  12  7:30  am-  3:00  pm 

You  may  also  register  at  the  Fort 
Worth  Hilton  during  the  following 
hours: 

Wednesday,  May  9 10:00  am-10:00  pm 

Thursday,  May  10  6:30  am-  5:00  pm 

Friday,  May  1 1 8:00  am-  5:00  pm 


Hoe-Down  Uptown 

Texas  Medical  Association  and 
the  Texas  Medical  Association  Auxil- 
iary will  cosponsor  a country  and 
western  “hoe-down”  on  Friday  eve- 
ning, May  1 1 , starting  at  7:30  pm  in 
the  Hyatt  Regency  Fort  Worth  Grand 
Crystal  Ballroom. 

The  benefit  party  for  the  TMAA  Stu- 
dent Loan  Fund  will  feature  a silent 
art  auction  including  medium-priced 
Texas  and  Southwestern  subjects, 
specialty  western  items,  country- 
western  musical  entertainment,  a buf- 
fet, and  a mechanical  bull  for  the 
brave  at  heart. 

Featured  entertainment  will  be  the 
Allison  Kerr  Country-Western  Band. 
Ms.  Kerr  is  a native  of  Fort  Worth, 
and  has  recently  been  the  opening 
act  for  such  noted  performers  as 
Hank  Williams,  Jr.,  Conway  Twitty, 
Johnnie  Rivers,  and  Gary  Stewart. 

TMA  and  TMAA  members  and  guests 
can  enjoy  a short  cocktail  period 
while  previewing  the  art  objects,  then 
go  on  to  a Texas-sized  buffet  dinner 
which  will  include  mesquite-smoked 
beef  brisket,  BBQ  ribs,  Armadillo  chili, 
and  other  delights. 

Tickets  for  the  auction,  buffet  and 
music  will  be  $25.00  per  person,  and 
can  be  ordered  in  advance  by  using 
the  order  form  provided. 

Room  will  be  provided  for  both  danc- 
ing and  listening,  so  dress  in  your 
best  western  clothes  and  come  on 
down  to  the  Hoe-Down  Uptown! 


Convention 

Headquarters 

Headquarters  for  the  1984  Annual 
Session  scientific  program  will  be  the 
Tarrant  County  Convention  Center, 
which  offers  over  200,000  square  feet 
of  exhibit  and  meeting  room  space. 
Additional  programs  and  meetings 
will  be  held  at  the  Fort  Worth  Hilton, 
the  Hyatt  Regency  Fort  Worth,  and 
the  Americana  Hotel.  All  offer  excel- 
lent meeting  facilities  and  are  conve- 
niently located  near  the  Convention 
Center  and  Fort  Worth’s  renowned 
cultural  centers. 
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Guest 

Speakers 

Donald  W.  Aaronson,  MD,  JD 

Des  Plaines,  III. 
allergy;  immunology 

Charles  M.  Balch,  MD 

Birmingham,  Ala. 
surgery;  oncology 

Oliver  H.  Beahrs,  MD 

Rochester,  Minn, 
surgery 

J.  Claude  Bennett,  MD 

Birmingham,  Ala. 
internal  medicine 

Claude  Bertrand,  MD 

Montreal,  Quebec,  Canada 
neurosurgery 

Kenneth  D.  Brandt,  MD 

Indianapolis,  Ind 
rheumatology 

Timothy  N.  Caris,  MD 

San  Antonio,  Tex 
internal  medicine 

Thomas  L.  Dent,  MD 

Ann  Arbor,  Mich 
surgery 

Peter  Drotman,  MD 

Atlanta,  Ga. 
preventive  medicine 

Burdett  S.  Dunbar,  MD 

Washington,  DC 
anesthesiology 


Michael  P.  Earnest,  MD 

Denver,  Colo, 
psychiatry;  neurology 

John  T.  Farrar,  MD 

Richmond,  Va. 

internal  medicine;  gastroenterology 

Margaret  A.  Flynn,  PhD 

Columbia,  Miss. 

family  community  medicine 

Charles  F.  Frey,  MD 

Sacramento,  Calif 
surgery 

Robert  J.  Haggerty,  MD 

New  York,  NY 
pediatrics 

Edward  D.  Harris,  Jr.,  MD 

New  Brunswick,  NJ 

internal  medicine;  rheumatology 

Terence  J.  Harrist,  MD 

Boston,  Mass 
pathology 

Edward  J.  Huth,  MD 

Philadelphia,  Pa. 

editor,  Annals  of  Internal  Medicine; 
internal  medicine 

Bruce  W.  Karrh,  MD 

Wilmington,  Del. 
occupational  medicine 

Thomas  Killip  III,  MD 

Detroit,  Mich, 
cardiovascular  diseases 

Thomas  J.  Krizek,  MD 

Los  Angeles,  Calif 

plastic  and  reconstructive  surgery 


Gilbert  A.  Leveille,  PhD 

White  Plains,  NY 
nutrition  and  food  science 

Paul  R.  Lichter,  MD 

Ann  Arbor,  Mich, 
ophthalmology 

Frank  A.  Loda,  Jr.,  MD 

Chapel  Hill.  NC 
pediatrics 

Gary  S.  Luckman,  MD 

Plantation,  Fla. 
gastroenterology 

Howard  I.  Maibach,  MD 

San  Francisco,  Calif, 
dermatology 

John  A.  McKinnon,  MD 

San  Francisco,  Calif, 
psychiatry 

Leon  S.  Malmud,  MD 

Philadelphia,  Pa 
nuclear  medicine 

Thomas  A.  Medsger,  Jr.,  MD 

Pittsburgh,  Pa 

internal  medicine;  rheumatology 

Paul  R.  Meyer,  Jr.,  MD 

Chicago,  III. 
orthopaedic  surgery 

Larry  Nathanson,  MD 

Mineola,  NY 

internal  medicine;  oncology 

Leonard  M.  Parver,  MD 

Washington,  DC 
ophthalmology 


Jack  L.  Pulec,  MD 

Los  Angeles,  Calif, 
otolaryngology 

Donald  E.  Richardson,  MD 

New  Orleans,  La. 
neurosurgery 

Jeffrey  A.  Saal,  MD 

Portola  Valley,  Calif, 
sports  medicine 

Martin  A.  Samuels,  MD 

West  Roxbury,  Mass, 
neurology 

Mohammad  Sarwar,  MD 

New  Haven,  Conn, 
radiology 

Mr.  Norman  Seward 

Oklahoma  City,  Okla. 

Federal  Aviation  Agency  pilot  examin 

Sheldon  C.  Siegel,  MD 

Los  Angeles,  Calif, 
pediatrics 

Jay  S.  Skyler,  MD 

Miami,  Fla. 
endocrinology 

John  R.  Steadman,  MD 

South  Lake  Tahoe,  Calif, 
orthopaedic  surgery 

Ronald  C.  Strickler,  MD 

St.  Louis,  Mo. 

obstetrics  and  gynecology; 

endocrinology 

Richard  J.  Wyatt,  MD 

Bethesda,  Md. 
psychiatry 


Advance  Ticket  Order  Form 

Fill  in  the  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the  TMA 
Ticket  Sales  Desk  in  Fort  Worth 


name 


address  city  state 

I will  pick  up  my  tickets  at:  □ Convention  Center  □ Americana  □ Hilton 


# of  tickets  'Function  and  price  including  tax  and  gratuity  Amount 

General  Meeting  Luncheon — Friday,  May  11,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

General  Meeting  Luncheon— Saturday,  May  12,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

Hoe-Down  Uptown  and  Art  Auction 

Friday,  May  1 1,  7:30  pm 

$25.00  per  person $ 


Total  Amount  Enclosed  $ 

‘Ticket  prices  based  on  the  Association's  actual  cost  of  food,  gratuity  and  expenses  for  speakers. 

Please  complete  and  return  to  TMA  before  April  25,  1984.  No  refunds  after  May  4. 


Texas  Medical  Association 

117th  Annual  Session  Fort  Worth,  Texas  May  9— 13,  1984 


Make  Your  Reservations  Now 

• Requests  will  be  processed  on  a first-come,  first-served  basis 
by  the  Fort  Worth  Convention  and  Visitors  Bureau. 

Use  the  Official  Housing  Request  Form  printed  here, 
and  send  it  to: 

Fort  Worth  Convention 
and  Visitors  Bureau 

700  Throckmorton 
Fort  Worth,  Texas  76102 

Do  not  send  the  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request.  Reservations  cannot  be 
accepted  by  telephone,  or  made  directly  with  the  hotels. 

| Complete  the  housing  form 

• Supply  all  information  requested. 

• List  three  hotels  in  order  of  preference. 

Do  not  send  room  deposit. 

Should  a deposit  be  required,  the  hotel  will  request  it. 

• Confirmation  of  room  reservation  will  be  sent  by  the  accom- 
modating hotel  to  the  individual  listed  on  the  housing  form  within 
three  weeks  of  receipt  of  request  by  the  Convention  and  Visitors 
Bureau. 

■ Remember,  rooms  will  be  held  only  until  6 pm  of  the  arrival  date, 
unless  a later  arrival  time  is  indicated. 

■ Mention  to  the  hotel  any  special  needs  you  have  in  connection 
with  your  reservation. 

• Write  the  hotel  should  you  have  changes  in  room  request, 
arrival/departure. 


• Cancel  reservations  with  the  Convention  and  Visitors  Bureau, 
and  the  Hotel.  Prompt  cancellation  will  release  a room  to  a col- 
league. Don’t  be  a no-show.  When  cancelling,  state  your  name, 
address,  arrival  date. 

• Final  date  for  reservations  is  April  25,  1 984. 

Do  not  mail  your  reservation  direct  to  hotel  or  motel.  This  will  only 
delay  your  confirmation  Written  confirmation  will  be  sent  if  your 
housing  request  is  received  before  April  25,  1984.  If  form  is  re- 
ceived after  this  date,  the  Convention  & Visitors  Bureau  will  confirm 
your  reservation  by  collect  telephone  call. 


See  next  page  for  hotel  locator  map. 


Sgl 

Dbl 

Americana  200  Main  Street 

$60 

$70 

Hyatt  Regency  815  Main  Street 

$57 

$67 

Hilton  1701  Commerce  Street 

$57 

$67 

Kahler  Green  Oaks  Inn  6901  West  Freeway 

$44 

$54 

Ramada  Inn  Central  2000  Beach  Street 

$35 

$35 

Metro  Center  600  Commerce  Street 

$47 

$55 

(Official  Housing  Request  Form 


(Name - — 

Mailing  address — 

ICity — 

j State Zip 

Area  Code  & Telephone 

. A collect  call  will  be  made  to  you  if  information  provided  needs 
| clarification. 

Credit  Card  # 


Expiration 


: Please  list  names  of  all  additional  persons  included  in  this  reserva- 
} tion.  Confirmation  cannot  be  made  unless  number  of  persons  in 
i each  room  balance  with  number  of  persons  listed. 


I will  arrive  May at (am/pm)  and  depart  May 


Hotel/Motel  Preference 


1 

2 
3 


Accommodations  Desired  Rate 

Desired 

Room(s)  for  one  person 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

with  two  double  beds $ 

Room(s)  for  three  persons 

with  two  double  beds $ 

Room(s)  for  four  persons 

with  two  double  beds $ 

2 Room  Suite 

(parlor  and  1 bedroom) $ 

3 Room  Suite 

(parlor  and  2 bedrooms) $ 


Fort  Worth 
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Add  Spirometry 
to  your  practice.. 


...the  Autospiro  SD-System 


m 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print-out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today/! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address_ 

City 

Phone  


_State_ 


Zip_ 


I □ 1 would  like  a demonstration  in  my 

office  at  my  convenience  Please  contact  me. 


I 


djf 
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Roche  salutes  the  history  of  Texas  medicine 


DOCTORS 
WHO  WERE 
SOLDIER-STATESMEN 


Three  men  of  medicine,  born  and  raised  in  New 
England  around  the  same  time,  arrived  in  Texas  to 
start  practice  and  play  a significant  role  in  the  history 
of  the  state. 


Dr  Anson  Jones, 


a lineal  descendant  of  Oliver  Crom- 
well, was  his  family's  13th  child. 
Born  in  Massachusetts  in  1798, 
he  graduated  from  Jefferson 
Medical  College  in  1827  and 
established  his  first  practice  in 
Philadelphia.1 

Learning  of  the  opportunities  in  Texas,  then  a part 
of  Mexico,  he  headed  for  Brazoria,  arriving  in  1833 
with  only  $17  in  his  pocket  and  $50  worth  of  medi- 
cine in  his  bag.  As  one  of  the  few  qualified  physicians 
in  colonial  Texas,  he  prospered  from  the  start.2 

Active  in  the  movement  for  Texas  independence, 
Dr.  Jones  was  appointed  Assistant  Surgeon  Gen- 
eral and  Medical  Purveyor  to  the  Army  of  the  Texas 
Revolution. 

With  victory  and  the  establishment  of  the  Repub- 
lic, Dr  Jones  was  elected  a member  of  the  first  Texas 
Congress.  Shortly  thereafter,  President  Sam  Houston 
appointed  him  the  minister  of  the  new  republic  to 
Washington.  In  1841,  Dr.  Jones  was  named  Secretary 
of  State.  He  served  with  distinction,  and  in  1844,  Dr. 
Anson  Jones  was  himself  inaugurated  President  of  the 
Republic  of  Texas.2  In  time,  he  put  forth  the  Republic's 
first  statute  regulating  medical  practice,  became  a 
founder  of  the  Texas  Medical  Association  and  brought 
Texas  into  the  Union.3 

Dr  Ashbel  Smith 

was  born  in  Connecticut  in  1805. 

He  studied  medicine  at  Yale  College 
and  in  Paris,  where  he  both 
expanded  his  medical  knowledge 
and  laid  the  foundation  of  an 
extraordinary  career  in  diplomacy.4 

Upon  return  to  the  United 

States,  he  began  writing  and  practicing  in  Salisbury, 
North  Carolina.  However,  he  was  deeply  concerned 
about  the  struggle  of  Texans  to  obtain  their  freedom — 
and  chose  to  join  them  in  1837.  He  settled  in  Galves- 
ton, where  he  was  soon  appointed  Surgeon  General  of 


the  Army,  and  went  to  live  in  the  home  of  General  Sam 
Houston. 

In  1838,  Dr.  Smith  resigned  his  commission  to 
wage  a gallant  fight  against  Galveston's  first  epidemic 
of  yellow  fever  His  procedures  and  his  monograph 
on  this  subject  are  considered  definitive  works  to  this 
day.4 

Through  the  years.  Dr.  Smith  continued  to  be 
regarded  as  Texas'  “number  one  diplomat,"5  serving 
as  Minister  to  France  and  England.  During  the  Civil 
War,  he  was  commander  of  the  defense  of  Galveston. 
In  1878,  Dr.  Smith  was  appointed  a commissioner  to 
the  Paris  Exposition;  in  1882,  he  became  President  of 
the  Texas  State  Medical  Association.  He  also  became 
one  of  the  regents  of  the  University  of  Texas,  to  which 
he  donated  his  medical  library  upon  his  death  in  his 
80th  year. 14 

■g*'  Dr  Amos  Pollard, 

fw  born  in  Massachusetts  in  1803, 

As  ci  studied  medicine  in  New  York  and 
traveled  by  way  of  New  Orleans  to 

H There  is  evidence  that  bY  1834 
^Ht||  jp  he  was  practicing  in  Gonzalez, 

W where  he  was  known  as  an  aboli- 
tionist, active  in  Texas  politics. 

When  General  Austin's  volunteers  marched  on 
San  Antonio,  Dr.  Pollard  was  among  them  as  Surgeon 
of  the  Regiment.  Four  months  later,  he  wrote  to  Texas 
Governor  Smith  about  his  lack  of  medicines  and  sup- 
plies. Nevertheless,  he  closed  his  letter  with  "Let  us 
show  them  how  republicans  can  and  will  fight." 

On  March  6,  1836,  when  the  Army  of  Santa  Anna 
stormed  the  Alamo,  Dr.  Pollard  was  killed  while  tend- 
ing the  wounded.  Also  killed  were  his  associates— 
Drs.  Edward  Michison,  John  W.  Thompson  and  John 
Purdy  Reynolds — not  one  of  them  yet  30  years  old.6 


References:  1.  Packard  FR:  History  of  Medicine  in  the  United  States,  Vol  II. 
New  York,  Hafner  Publishing  Company,  1963,  pp  943,  972-973  2.  Clarke 
TW:  NY  State  J Med  50  65-68,  1950.  3.  Letter  from  the  Sons  of  the  Republic 
of  Texas  (state  organization)  to  medical  librarians,  sent  with  Gambrell  H: 
Anson  Jones , The  Last  President  of  Texas  4.  Gambrell  H:  Anson  Jones:  The 
Last  President  of  Texas.  Garden  City,  N Y.,  Doubleday  & Co.,  1948,  p.  395. 

5.  Stuck  W:  Southern  Surgeon  11  742-746,  1942  6.  Andrassy  RJ,  Hagood 
CO  Jr:  Surg  Gynecol  Obstet  145  913-915,  1977 
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When  the  history  reveals 
anxious  depression... 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who 
are  also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients.' 

62%  of  Overall  Improvement. . .Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy.2 

In  another  multicenter  study,3  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.3 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977,  p 316.  2.  Feighner  JP  etal  Psychopharmacology  6/  217-229,  Mar  1979.  3.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ 


In  moderate  depression  and  anxiety 

Limbitrolcv 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt] 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  following  page. 
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LIMBITROL®  TABLETS®  Tranquilizer — Antidepressant 

Betore  prescribing,  please  consult  complete  product  information,  a summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use;  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with  use 
of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  insfituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line; symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
Taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  ga- 
lactorrhea and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering 
of  blood  sugar  levels 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose. 
Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning. 
See  complete  product  information  for  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h.s.  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly, 

Limbitrol  10-25,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol  5-12.5,  initial 
dosage  of  three  to  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each 
containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt) — bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription  Paks  ot  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Let  Us  Help  Your  Patients 
Learn  To  Live  With  It. 


• Inpatient  Treatment 

• Inpatient  and  Outpatient 
Physical  Therapy 

• Inpatient  and  Outpatient 
Rheumatologic  Consultation 

• Patient  Education 

24-HOUR  LINE 

Toll  Free  in  Arkansas  1-800-272-2171 
Call  collect  501-624-1281 

Levi  Arthritis 
Hospital 

P.  0.  Box  850  • Hot  Springs,  Arkansas  71902 
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Now  an  IBM 
Personal  Computer 
andaquaint 
old  railroad  station  can 

revolutionize 
your  medical  office! 


It  begins  by  combining  an  easy-to-use  IBM 
Personal  Computer  with  the  easy-to-follow  guidance 
of  Management  Systems  of  Wausau. 

It  ends,  of  course,  with  your  life  being  easier. 
Your  monthly  statements  go  out  automatically,  exactly 
on  time.  There  is  no  month’s  end  billing  rush;  no 
worrying  and  scurrying.  No  time  is  wasted  hunting 
through  files,  licking  stamps,  and  addressing  envelopes. 

Specifically,  Management  Systems  of  Wausau 
can  help  you  fulfill  all  of  these  needs  through  an 
IBM  Personal  Computer: 

Medical  Office  Needs ...  customized  statements 
and  collection  notices  for  speeding  up  cash  flow . . . 
medical  reports . . . insurance  forms  processing . . . 
appointment  scheduling . . . access  to  AM  A 
medical  library. 

General  Office  Needs . . . general 
ledger . . . inventory . . . payroll . . . data 
processing. 

Personal  Needs . . . education . . . 
personal  finances . . . even  video  games. 

What  makes  it  all  possible?  Now,  for 
the  first  time,  the  IBM  Personal  Computer 
can  be  linked  with  computers  at 
Management  Systems  of  Wausau.  You’ll  have 
constant  access  to  all  your  patient  files 
with  the  power  to  change  them  immediately! 

Best  of  all,  you  can  trust  Management 
Systems  of  Wausau  to  help  you  every  step  of  the  way. 


That’s  where  that  quaint  old  railroad  station  comes  in. 
It  represents  Wausau’s  72-year  tradition  of  helpfulness 
and  personal  concern.  In  that  spirit,  Management 
Systems  experts  have  guided  more  than  400  clinics 
of  all  sizes  in  30  states. 

Why  not  mail  the  coupon  or  phone  for  our  free 
Management  Guide?  It  leads  to  tne  easiest  medical 
revolution  you  ever  imagined. 

[ FREE  MANAGEMENT  GUIDE  n 

Yes,  please  send  me  your  easy-to-use  28-page  Medical  Office 
Management  Guide  absolutely  free  and  without  any  obligation. 
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Effective 

Treatment  with  Navane  can  produce  improvement  in 
psychotic  symptoms  such  as  hallucinatory  behavior  and 
unusual  thought  content  as  well  as  hostility,  disorientation 
and  depressive  mood,1 2 leaving  the  elderly  patient  more 
alert2  and  better  able  to  participate  in  the  activities  of 
family  life. 

Well  tolerated  ^5% 

Navane  is  generally  well  tolerated  by  elderly  patients. 
Excessive  sedation  or  drowsiness  has  been  reported,  but 
is  uncommon.1  Anticholinergic  effects3  and  hypotension4  5 
are  reported,  but  rarely.  Should  they  occur,  extrapyramidal 
symptoms  can  usually  be  readily  controlled. 


Capsules  1 mg,  2 mg,  5 fng,  10  mg,  20  mg 
Concentrate  5 mg/ml  Intramuscular  2 mg/r 
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BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

Navane®  (thiothixene)  Capsules:  1 mg,  2 mg,  5 mg,  10  mg,  20  mg 

(thiothixene  hydrochloride)  Concentrate:  5 mg/ml,  Intramuscular:  2 mg/ml,  5 mg/ml 

Contraindications:  Navane  (thiothixene)  is  contraindicated  in  patients  with  circulatory  collapse, 
comatose  states,  central  nervous  system  depression  due  to  any  cause,  and  blood  dyscrasias 
Navane  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  It  is  not 
known  whether  there  is  a cross-sensitivity  between  the  thioxanthenes  and  the  phenothiazine 
derivatives,  but  the  possibility  should  be  considered 

Warnings:  Usage  in  Pregnancy -Sate  use  of  Navane  during  pregnancy  has  not  been  established 
Therefore,  this  drug  should  be  given  to  pregnant  patients  only  when,  in  the  ludgment  of  the 
physician,  the  expected  benefits  from  the  treatment  exceed  the  possible  risks  to  mother  and  fetus. 
Animal  reproduction  studies  and  clinical  experience  to  date  have  not  demonstrated  any 
teratogenic  effects. 

In  the  animal  reproduction  studies  with  Navane,  there  was  some  decrease  in  conception  rate 
and  litter  size,  and  an  increase  in  resorption  rate  in  rats  and  rabbits,  changes  which  have  been 
similarly  reported  with  other  psychotropic  agents.  After  repeated  oral  administration  of  Navane  to 
rats  (5  to  15  mg/kg/day),  rabbits  (3  to  50  mg/kg/day),  and  monkeys  (1  to  3 mg/kg/day)  before  and 
during  gestation,  no  teratogenic  effects  were  seen.  (See  Precautions.) 

Usage  in  Children— The  use  of  Navane  in  children  under  12  years  of  age  is  not  recommended 
because  safety  and  efficacy  in  the  pediatric  age  group  have  not  been  established 

As  is  true  with  many  CNS  drugs,  Navane  may  impair  the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery, 
especially  during  the  first  few  days  of  therapy  Therefore,  the  patient  should  be  cautioned  accord- 
ingly 

As  in  the  case  of  other  CNS-acting  drugs,  patients  receiving  Navane  should  be  cautioned  about 
the  possible  additive  effects  (which  may  include  hypotension)  with  CNS  depressants  and  with 
alcohol. 

Precautions:  An  antiemetic  effect  was  observed  in  animal  studies  with  Navane,  since  this  effect 
may  also  occur  in  man,  it  is  possible  that  Navane  may  mask  signs  of  overdosage  of  toxic  drugs  and 
may  obscure  conditions  such  as  intestinal  obstruction  and  brain  tumor 

In  consideration  of  the  known  capability  of  Navane  and  certain  other  psychotropic  drugs  to 
precipitate  convulsions,  extreme  caution  should  be  used  in  patients  with  a history  of  convulsive 
disorders  or  those  in  a state  of  alcohol  withdrawal  since  it  may  lower  the  convulsive  threshold 
Although  Navane  potentiates  the  actions  of  the  barbiturates,  the  dosage  of  the  anticonvulsant 
therapy  should  not  be  reduced  when  Navane  is  administered  concurrently 

Caution  as  well  as  careful  adjustment  of  the  dosage  is  indicated  when  Navane  is  used  in 
conjunction  with  other  CNS  depressants  other  than  anticonvulsant  drugs 

Though  exhibiting  rather  weak  anticholinergic  properties,  Navane  should  be  used  with  caution 
in  patients  who  are  known  or  suspected  to  have  glaucoma,  or  who  might  be  exposed  to  extreme 
heat,  or  who  are  receiving  atropine  or  related  drugs. 

Use  with  caution  in  patients  with  cardiovascular  disease 

Also,  careful  observation  should  be  made  for  pigmentary  retinopathy,  and  lenticular  pigmenta- 
tion (fine  lenticular  pigmentation  has  been  noted  in  a small  number  of  patients  treated  with  Navane 
for  prolonged  periods)  Blood  dyscrasias  (agranulocytosis,  pancytopenia,  thrombocytopenic 
purpura),  and  liver  damage  (jaundice,  biliary  stasis)  have  been  reported  with  related  drugs 

Undue  exposure  to  sunlight  should  be  avoided.  Photosensitive  reactions  have  been  reported  in 
patients  on  Navane. 

Neuroleptic  drugs  elevate  prolactin  levels;  the  elevation  persists  during  chronic  administration 
Tissue  culture  experiments  indicate  that  approximately  one-third  of  human  breast  cancers  are 
prolactin  dependent  in  vitro,  a factor  of  potential  importance’ if  the  prescription  of  these  drugs  is 
contemplated  in  a patient  with  a previously  detected  breast  cancer.  Although  disturbances  such 
as  galactorrhea,  amenorrhea,  gynecomastia,  and  impotence  have  been  reported,  the  clinical 
significance  of  elevated  serum  prolactin  levels  is  unknown  for  most  patients.  An  increase  in 
mammary  neoplasms  has  been  found  in  rodents  after  chronic  administration  of  neuroleptic  drugs. 
Neither  clinical  studies  nor  epidemiologic  studies  conducted  to  date,  however,  have  shown  an 
association  between  chronic  administration  of  these  drugs  and  mammary  tumorigenesis;  the 
available  evidence  is  considered  too  limited  to  be  conclusive  at  this  time. 

Intramuscular  Administration— As  with  all  intramuscular  preparations,  Navane  Intramuscular 
should  be  injected  well  within  the  body  of  a relatively  large  muscle  The  preferred  sites  are  the 
upper  outer  quadrant  of  the  buttock  (i.e  gluteus  maximus)  and  the  mid-lateral  thigh. 

The  deltoid  area  should  be  used  only  if  well  developed,  such  as  in  certain  adults  and  older 
children,  and  then  only  with  caution  to  avoid  radial  nerve  injury  Intramuscular  injections  should  not 
be  made  into  the  lower  and  mid-thirds  of  the  upper  arm.  As  with  all  intramuscular  injections, 
aspiration  is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel 
Adverse  Reactions:  Note:  Not  all  of  the  following  adverse  reactions  have  been  reported  with 
Navane  (thiothixene)  However,  since  Navane  has  certain  chemical  and  pharmacologic  similarities 
to  the  phenothiazines,  all  of  the  known  side  effects  and  toxicity  associated  with  phenothiazine 
therapy  should  be  borne  in  mind  when  Navane  is  used 

Cardiovascular  effects:  Tachycardia,  hypotension,  lightheadedness,  and  syncope.  In  the  event 
hypotension  occurs,  epinephrine  should  not  be  used  as  a pressor  agent  since  a paradoxical 
further  lowering  of  blood  pressure  may  result  Nonspecific  EKG  changes  have  been  observed  in 
some  patients  receiving  Navane.  These  changes  are  usually  reversible  and  frequently  disappear 
on  continued  Navane  therapy.  The  incidence  of  these  changes  is  lower  than  that  observed  with 
some  phenothiazines  The  clinical  significance  of  these  changes  is  not  known. 

CNS  effects:  Drowsiness,  usually  mild,  may  occur  although  it  usually  subsides  wtih  continuation 
of  Navane  therapy  The  incidence  of  sedation  appears  similar  to  that  of  the  piperazine  group  of 
phenothiazines,  but  less  than  that  of  certain  aliphatic  phenothiazines  Restlessness,  agitation  and 
insomnia  have  been  noted  with  Navane  (thiothixene).  Seizures  and  paradoxical  exacerbation  of 
psychotic  symptoms  have  occurred  with  Navane  infrequently. 

Hyperreflexia  has  been  reported  in  infants  delivered  from  mothers  having  received  structurally 
related  drugs. 

In  addition,  phenothiazine  derivatives  have  been  associated  with  cerebral  edema  and  cere- 
brospinal fluid  abnormalities. 

Extrapyramidal  symptoms,  such  as  pseudo-parkinsonism,  akathisia,  and  dystonia  have  been 
reported  Management  of  these  extrapyramidal  symptoms  depends  upon  the  type  and  severity. 
Rapid  relief  of  acute  symptoms  may  require  the  use  of  an  injectable  antiparkinson  agent.  More 
slowly  emerging  symptoms  may  be  managed  by  reducing  the  dosage  of  Navane  and/or  adminis- 
tering an  oral  antiparkinson  agent. 

Persistent  Tardive  Dyskinesia:  As  with  all  antipsychotic  agents  tardive  dyskinesia  may  appear  in 
some  patients  on  long  term  therapy  or  may  occur  after  drug  therapy  has  been  discontinued.  The 
risk  seems  to  be  greater  in  elderly  patients  on  high-dose  therapy,  especially  females.  The  symp- 
toms are  persistent  and  in  some  patients  appear  to  be  irreversible.  The  syndrome  is  characterized 
by  rhythmical  involuntary  movements  of  the  tongue,  face,  mouth  or  jaw  (e  g.,  protrusion  of  tongue, 
puffing  of  cheeks,  puckering  of  mouth,  chewing  movements).  Sometimes  these  may  be  accom- 
panied by  involuntary  movements  of  extremities. 
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There  is  no  known  effective  treatment  for  tardive  dyskinesia;  antiparkinsonism  agents  usually  do 
not  alleviate  the  symptoms  of  this  syndrome.  It  is  suggested  that  all  antipsychotic  agents  be 
discontinued  if  these  symptoms  appear. 

Should  it  be  necessary  to  reinstitute  treatment,  or  increase  the  dosage  of  the  agent,  or  switch  to  a 
different  antipsychotic  agent,  the  syndrome  may  be  masked. 

It  has  been  reported  that  fine  vermicular  movements  of  the  tongue  may  be  an  early  sign  of  the 
syndrome  and  if  the  medication  is  stopped  at  that  time,  the  syndrome  may  not  develop 

Hepatic  effects:  Elevations  of  serum  transaminase  and  alkaline  phosphatase,  usually  transient, 
have  been  infrequently  observed  in  some  patients.  No  clinically  confirmed  cases  of  jaundice 
attributable  to  Navane  (thiothixene)  have  been  reported. 

Hematologic  effects:  As  is  true  with  certain  other  psychotropic  drugs,  leukopenia  and 
leukocytosis,  which  are  usually  transient,  can  occur  occasionally  with  Navane.  Other  antipsychotic 
drugs  have  been  associated  with  agranulocytosis,  eosinophilia,  hemolytic  anemia,  throm- 
bocytopenia and  pancytopenia 

Allergic  reactions:  Rash,  pruritus,  urticaria,  photosensitivity  and  rare  cases  of  anaphylaxis  have 
been  reported  with  Navane  Undue  exposure  to  sunlight  should  be  avoided.  Although  not  experi- 
enced with  Navane.  exfoliative  dermatitis  and  contact  dermatitis  (in  nur.sing  personnel)  have  been 
reported  with  certain  phenothiazines. 

Endocrine  disorders:  Lactation,  moderate  breast  enlargement  and  amenorrhea  have  occurred 
in  a small  percentage  of  females  receiving  Navane.  If  persistent,  this  may  necessitate  a reduction 
in  dosage  or  the  discontinuation  of  therapy  Phenothiazines  have  been  associated  with  false 
positive  pregnancy  tests,  gynecomastia,  hypoglycemia,  hyperglycemia,  and  glycosuria. 

Autonomic  effects:  Dry  mouth,  blurred  vision,  nasal  congestion,  constipation,  increased  sweat- 
ing, increased  salivation,  and  impotence  have  occurred  infrequently  with  Navane  therapy 
Phenothiazines  have  been  associated  with  miosis,  mydriasis,  and  adynamic  ileus 

Other  adverse  reactions  Hyperpyrexia,  anorexia,  nausea,  vomiting,  diarrhea,  increase  in  appe- 
tite and  weight,  weakness  or  fatigue,  polydipsia  and  peripheral  edema 

Although  not  reported  with  Navane.  evidence  indicates  there  is  a relationship  between 
phenothiazine  therapy  and  the  occurrence  of  a systemic  lupus  erythematosus-like  syndrome. 

NOTE:  Sudden  deaths  have  occasionally  been  reported  in  patients  who  have  received  certain 
phenothiazine  derivatives.  In  some  cases  the  cause  of  death  was  apparently  cardiac  arrest  or 
asphyxia  due  to  failure  of  the  cough  reflex.  In  others,  the  cause  could  not  be  determined  nor  could 
it  be  established  that  death  was  due  to  phenothiazine  administration 

Dosage  and  Administration:  Dosage  of  Navane  should  be  individually  adjusted  depending  on  the 
chronicity  and  severity  of  the  condition.  In  general,  small  doses  should  be  used  initially  and 
gradually  increased  to  the  optimal  effective  level,  based  on  patient  response 

Some  patients  have  been  successfully  maintained  on  once-a-day  Navane  therapy. 

Usage  in  children  under  1 2 years  of  age  is  not  recommended  because  safe  conditions  for  its  use 
have  not  been  established 

Navane  Intramuscular  Solution:  Navane  For  Injection -Where  more  rapid  control  and  treatment 
of  acute  behavior  is  desirable,  the  intramuscular  form  of  Navane  may  be  indicated  It  is  also  of 
benefit  where  the  very  nature  of  the  patient's  symptomatology,  whether  acute  or  chronic,  renders 
oral  administration  impractical  or  even  impossible. 

For  treatment  of  acute  symptomatology  or  in  patients  unable  or  unwilling  to  take  oral  medication, 
the  usual  dose  is  4 mg  of  Navane  Intramuscular  administered  2 to  4 times  daily.  Dosage  may  be 
increased  or  decreased  depending  on  response.  Most  patients  are  controlled  on  a total  daily 
dosage  of  t6  to  20  mg.  The  maximum  recommended  dosage  is  30  mg/day  An  oral  form  should 
supplant  the  injectable  form  as  soon  as  possible  It  may  be  necessary  to  adjust  the  dosage  when 
changing  from  the  intramuscular  to  oral  dosage  forms.  Dosage  recommendations  for  Navane 
(thiothixene)  Capsules  and  Concentrate  appear  in  the  following  paragraphs. 

Navane  Capsules.  Navane  Concentrate  - In  milder  conditions,  an  initial  dose  of  2 mg  three  times 
daily  If  indicated,  a subsequent  increase  to  15  mg/day  total  daily  dose  is  often  effective. 

In  more  severe  conditions,  an  initial  dose  of  5 mg  twice  daily. 

The  usual  optimal  dose  is  20  to  30  mg  daily.  If  indicated,  an  increase  to  60  mg/day  total  daily 
dose  is  often  effective.  Exceeding  a total  daily  dose  of  60  mg  rarely  increases  the  beneficial 
response 

Overdosage:  Manifestations  include  muscular  twitching,  drowsiness,  and  dizziness.  Symptoms  of 
gross  overdosage  may  include  CNS  depression,  rigidity,  weakness,  torticollis,  tremor,  salivation, 
dysphagia,  hypotension,  disturbances  of  gait,  or  coma 

Treatment:  Essentially  is  symptomatic  and  supportive.  Ror  Navane  oral,  early  gastric  lavage  is 
helpful.  For  Navane  oral  and  Intramuscular,  keep  patient  under  careful  observation  and  maintain 
an  open  airway,  since  involvement  of  the  extrapyramidal  system  may  produce  dysphagia  and 
respiratory  difficulty  in  severe  overdosage  If  hypotension  occurs,  the  standard  measures  for 
managing  circulatory  shock  should  be  used  (I  V fluids  and/or  vasoconstrictors.) 

If  a vasoconstrictor  is  needed,  levarterenol  and  phenylephrine  are  the  most  suitable  drugs 
Other  pressor  agenjs,  including  epinephrine,  are  not  recommended,  since  phenothiazine  deriva- 
tives may  reverse  the  usual  pressor  action  of  these  agents  and  cause  further  lowering  of  the  blood 
pressure 

If  CNS  depression  is  present  and  specific  therapy  is  indicated,  recommended  stimulants 
include  amphetamine,  dextroamphetamine,  or  caffeine  and  sodium  benzoate  Stimulants  that 
may  cause  convulsions  (e  g picrotoxin  or  pentylenetetrazol)  should  be  avoided.  Extrapyramidal 
symptoms  may  be  treated  with  antiparkinson  drugs 

There  are  no  data  on  the  use  of  peritoneal  or  hemodialysis,  but  they  are  known  to  be  of  little  value 
in  phenothiazine  intoxication 
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CANCER  UPDATE 


New  hematologic  indices:  use  in  management  of 
malignant  diseases 

David  Bessman,  MD 

The  automated  blood  count  and  differential  is  far  more  than  a 
faster  and  less  labor-intensive  version  of  the  traditional  man- 
ual blood  count.  Rather,  several  new  measurements,  added 
to  the  traditional  counts  and  red  cell  indices,  greatly  broaden 
the  value  of  the  '‘routine"  blood  count.  At  the  same  time, 
these  new  opportunities  place  new  demands.  Both  the  tech- 
nologist and  the  practitioner  must  now  be  far  more  sophisti- 
cated in  interpreting  the  automated  count.  The  array  of 
numbers,  graphs,  and  histograms  has  become  as  complex 
as  an  electrocardiogram  or  chest  roentgenogram,  and  similar 
interpretive  skill  must  be  developed.  This  article  reviews  sev- 
eral new  red  cell,  white  cell,  and  platelet  measurements  and 
describes  the  particular  application  each  variable  has  to  ma- 
lignant disease. 

Red  cell  distribution  histograms  and  red 
cell  distribution  width 

Several  commercial  instruments  (eg,  Coulter  S-Plus  series, 
Ortho  ELT-8,  Technicon  H-6000)  have  histograms  of  red  cell 
size  distribution  along  with  the  more  traditional  mean  value  of 
red  cell  size,  MCV  (mean  corpuscular  volume).  The  Coulter 
S-Plus  series  also  has  an  index  of  red  cell  anisocytosis, 
which  is  labeled  RDW  (red  cell  distribution  width).  This  RDW 
is  actually  the  coefficient  of  variation  of  red  cell  size  and  is  a 
quantitation  of  what  previously  could  only  be  estimated  as  a 
degree  of  anisocytosis  from  the  peripheral  blood  smear.  The 
combination  of  MCV  and  RDW  makes  possible  a greatly  im- 
proved classification  of  anemia  (1 ).  Nutritional  disorders, 
whatever  the  MCV,  have  abnormally  high  RDW.  Hypopro- 
liferative  disorders,  whatever  the  MCV,  have  normal  RDW. 
Hemolytic  disorders,  including  hemoglobinopathies  and 
thalassemias,  are  accompanied  by  normal  RDW  if  there  is  no 
associated  anemia.  To  the  extent  that  there  is  long-term  ane- 
mia (as  distinguished  from  brief  acute  hemolytic  episode) 
caused  by  the  disorder,  the  RDW  is  increased.  This  is  of  par- 
ticular importance  in  three  oncologic  situations. 

First,  even  when  hemoglobin  and  MCV  still  are  in  the  nor- 
mal range,  early  iron  deficiency  is  associated  with  a high 
RDW  (1  -3).  This  increased  RDW  thus  will  be  the  first  periph- 
eral blood  sign  of  iron  deficiency,  and  may  be  a clue  to  blood 
loss  from  malignant  or  benign  lesions.  Since  surgical  resec- 
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tability  is  greatest  in  the  earliest  tumors,  early  detection  of 
blood  loss  is  valuable.  The  blood  count  does  not  replace  rec- 
ognition of  symptoms  or  guaiac  examination  of  the  stool,  but 
adds  another  early  opportunity  to  detect  iron  deficiency. 

The  second  important  use  is  in  evaluating  normocytic  ane- 
mia in  the  debilitated  patient,  perhaps  with  a large  tumor 
burden  or  receiving  chemotherapy.  The  first  thought  often  is 
of  ‘‘anemia  of  chronic  disease"  or  myelophthisis.  While  these 
often  are  correct  diagnoses,  folate  deficiency  due  to  malnu- 
trition or  iron  deficiency  due  to  blood  loss  should  not  be 
missed.  A high  RDW  will  suggest  nutritional  deficiency  and 
prompt  further  evaluation,  while  a normal  RDW  indicates  hy- 
poproliferative  anemia  due  to  chronic  disease,  drug  toxicity, 
or  marrow  infiltration  (1  -3). 

Third,  cold  agglutinins  often  reflect  a lymphoid  malignancy. 
The  agglutinin  is  most  often  detected  in  the  blood  count  as  a 
spurious  high  MCV  and  high  mean  corpuscular  hemoglobin 
concentration  (MCHC)  due  to  red  cell  doublets  being  counted 
as  single  cells.  The  red  cell  distribution  histogram  shows 
characteristic  peaks,  one  of  single  cells,  another  of  double 
cells  (4).  Fig  1 shows  a simple  way  to  use  MCV  and  RDW  to 
differentiate  among  anemic  disorders. 

Platelet  size  (MPV) 

In  addition  to  platelet  count,  mean  platelet  volume  (MPV)  can 
now  be  determined  using  commercial  instruments.  Duplicate 
error  is  only  approximately  0.3  on  the  Coulter  S-Plus  series. 
There  is  no  single  range  of  MPV  in  normal  subjects;  rather, 
MPV  is  inversely  but  non-linearly  related  to  platelet  count  (5). 
An  example  is  shown  in  Fig  2.  Patients'  values  should  be 
compared  to  such  a nomogram  of  normal  MPV  vs  platelet 
count,  rather  than  to  a single  range  of  MPV  (6),  because 
early  abnormalities  can  better  be  identified.  An  important  ex- 
ample is  the  effect  of  antitumor  chemotherapy  in  platelet 
production.  Even  when  platelet  count  remains  normal,  MPV 
may  fall  below  normal  because  of  bone  marrow  suppression 
(7).  The  observation  of  low  MPV  in  patients  with  cancer  (8)  is 
even  more  striking  when  platelet  count  as  well  as  MPV  is 
considered.  While  a low  MPV  is  not  per  se  a sign  of  impend- 
ing hemostatic  failure,  it  is  an  early  sign  of  bone  marrow 
impairment.  This  sign  allows  adjustment  of  myelotoxic 
chemotherapy  before  overt  thrombocytopenia  occurs. 

A second  use  of  MPV  is  in  detecting  recovery  of  platelet 
production.  When  the  bone  marrow  is  suppressed  sufficiently 
to  cause  thrombocytopenia— as  is  regularly  the  case  in 
therapy  of  acute  leukemia— MPV  is  abnormally  low.  An  im- 
portant question,  then,  is  when  will  the  bone  marrow  recov- 
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er — indicating  a favorable  response  to  chemotherapy  or  at 
least  a return  to  normal  hemostasis.  Approximately  two  days 
before  the  platelet  count  begins  to  rise  during  recovery  from 
bone  marrow  suppression,  MPV  rises  from  the  abnormal  low 
value  (8).  Thus,  simple  peripheral  blood  counts  can  be  used 
to  predict  bone  marrow  and  peripheral  blood  recovery  (8). 
This  supplements  bone  marrow  examination. 

Mean  platelet  volume  is  directly  related  to  megakaryocyte 
DNA  content,  or  ploidy.  The  mature  megakaryocyte  nucleus 
normally  continues  to  divide  after  cell  division  stops,  until  it 
contains  4,  8,  1 6,  or  32  times  other  cells'  DNA  content.  When 
megakaryocyte  DNA  content  increases  (during  peripheral 
platelet  destruction  or  recovery  from  marrow  suppression)  or 
decreases  (during  thrombocytosis  or  marrow  suppression) 
MPV  changes  in  the  same  direction  two  days  later  (8).  There- 
fore, there  is  an  identifiable  time  sequence  in  platelet  produc- 
tion: from  megakaryocyte  nuclear  division  to  platelet  size  to 
platelet  count.  The  classification  of  common  platelet  disor- 
ders by  MPV  is  shown  in  Fig  3. 

There  is  no  method,  manual  or  automatic,  that  allows  reli- 
able platelet  counts  below  10,000/mm3.  Below  this  number 
the  duplicate  error  equals  or  exceeds  the  count.  However,  it 
is  important  to  note  the  platelet  volume  distribution  in  such 

1 . Classification  of  anemia  disorders  by  red  cell  distribution  width  and  mean 
corpuscular  volume.  Reproduced  with  permission  from  Am  Clin  Path  (1). 


low  counts.  If  the  distribution  is  log-normal  (a  smooth,  right- 
skewed,  single-peaked  distribution),  the  platelet  count  and 
MPV  probably  reflect  platelets.  If  the  distribution  is  irregular, 
the  platelet  count  and  MPV  probably  reflect  noise  and  leuko- 
cyte fragments  as  well  as  platelets,  indicating  especially 
severe  thrombocytopenia.  Bleeding  due  to  thrombocyto- 
penia is  more  likely  in  the  latter  than  the  former  (8,9).  Rarely, 
red  cell  fragments  will  cause  higher  platelet  counts  as  well. 

The  Automated  White  Cell  Differential 

Several  instruments  offer  an  automated  differential  count  of 
leukocytes,  based  on  nuclear  size  (Coulter  S-Plus  IV),  my- 
eloperoxidase content  (Technicon  H-6000),  light  scatter 
(Ortho  Spectrum),  or  morphology  (Hematrak). 

These  instruments  have  the  advantage  of  far  more  re- 
producibility than  what  is  possible  with  manual  microscopic 
differentials.  The  price  is  that  non-morphologic  criteria  (ex- 
cept for  the  Hematrak)  are  used  to  define  different  leuko- 
cytes. Generally  such  new  criteria  produce  comparable 
results.  The  automated  differentials  are  best  for  screening 
populations  in  which  most  individuals  are  normal,  and  for  se- 
rial specimens  in  an  individual  whose  underlying  disorder  is 
known.  A valuable  use  is  in  outpatient  chemotherapy,  where 
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2.  The  shaded  area  shows  the  range  of  MPV  that  may  be  expected  in  normal 
subjects  with  any  given  platelet  count  130-450,000  per  cubic  mm,  based  on 
683  normal  medical,  nursing,  and  allied  health  science  students  (1). 


drug  administration  depends  in  part  on  neutrophil  and  total 
white  cell  count.  The  automated  differential  greatly  speeds 
up  the  processing  of  blood  and  a treatment  decision.  The 
automated  differential  should  not  be  used  to  detect  rare 
abnormalities,  such  as  myelocytes  or  occasional  blasts.  Pop- 
ulations under  5%  of  the  total  white  cell  count  are  poorly 
detected  by  any  of  these  automated  techniques. 

As  laboratory  testing  is  required  to  become  more  cost 
efficient,  the  value  of  routine  manual  examination  of  the  pe- 
ripheral blood  smear  will  come  under  increasing  scrutiny 
(10).  Each  laboratory’s  criteria  for  doing  the  relatively  costly 
manual  differential  will  be  based  on  the  mix  of  normals  and 
abnormals  that  is  found  in  that  laboratory’s  subject 
population. 

Conclusion 

New  variables  continue  to  be  added  to  the  familiar  "complete 
blood  count.”  When  the  new  measurements  are  understood, 
they  can  add  to  the  speed  and  precision  of  hematologic 
evaluation  and  reduce  unnecessary  expense  and  delay  in 
differential  diagnosis.  Every  physician  should  be  as  familiar 
with  interpreting  the  automated  blood  count  as  interpreting 
electrolytes  or  electrocardiograms. 
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3.  A simple  decision  tree  to  detect  platelet  disorders  in  patients  with 
malignancy. 
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Chelation  therapy 
in  1984 

Chelating  agents  are  administered  to  bind  metals,  thus 
forming  water  soluble  complexes  that  can  be  excreted  in 
the  urine.  Chelation  therapy  is  an  accepted  procedure 
for  certain  medical  problems,  such  as  some  cases  of 
lead  poisoning,  but  its  indiscriminate  use  for  treatment 
of  atherosclerosis  is  not  justified  by  scientific  evidence. 
Side  effects  of  chelation  therapy  can  be  dangerous. 


Chelation  therapy  is  a relatively  new  method  of  treatment 
which  is  based  on  the  administration  of  an  agent  that  binds 
with  metals  and  then  is  excreted  in  the  urine  as  water  soluble 
complexes.  Some  of  the  earliest  research  on  chelating 
agents  was  carried  out  by  Sir  Rudolph  Peters  in  Britain  (1 ), 
by  the  IG  Farbenindustrie  in  Germany,  and  subsequently  by 
the  Schwarzenbachs  in  Switzerland  (2).  The  British  govern- 
ment feared  that  the  Germans  would  use  lewisite,  a gas 
containing  arsenic,  and  asked  Dr  Peters  to  prepare  an  anti- 
dote. Peters  began  work  on  this  problem  about  1 940  and 
continued  to  work  on  it  during  the  war.  The  product  of  his 
work  was  called  BAL  (British  anti-lewisite).  Chemically,  this 
product  is  2, 3-dimercapto-1  -propanol,  which  today  has  an 
important  place  in  the  treatment  of  acute  lead  poisoning.  The 
work  done  by  the  IG  Farbenindustrie  and  by  the  Schwarzen- 
bachs led  to  the  development  of  a group  of  compounds  of 
which  ethylenediaminetetraacetic  acid  (EDTA)  may  be  con- 
sidered the  prototype. 

The  current  interest  and  controversy  surrounding  chelating 
agents  is  related  to  their  widespread  and  indiscriminate  use 
for  the  treatment  of  arteriosclerosis  and  a variety  of  other 
illnesses,  from  arthritis  to  scleroderma  to  dementia.  EDTA, 
disodium  edetate,  edathamil,  versinate,  and  other  chelating 
agents  are  of  no  proven  benefit  for  the  treatment  of  ar- 
teriosclerosis and  atherosclerosis  or  other  forms  of  cardio- 
vascular disease  or  for  any  other  illness  except  for  the  three 
following  indications.  The  major  indication  for  use  of  che- 
lating agents  is  for  heavy  metal  poisoning.  EDTA  is  used  in 
particular  for  lead  poisoning.  The  second  indication  is  for  se- 
vere hypercalcemia;  the  third  is  for  ventricular  arrhythmias 
secondary  to  digitalis  toxicity  (3).  The  American  Heart  Asso- 
ciation, the  National  Institutes  of  Health,  the  Food  and  Drug 
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Administration  (4),  the  American  Medical  Association  (5), 
and  the  American  College  of  Physicians  agree  that  EDTA  is 
of  no  proven  benefit  in  the  treatment  of  atherosclerosis  and 
should  not  be  widely  used  for  this  purpose  until  its  clinical 
efficacy  is  established  by  clinical  trials  or  by  some  objective 
evidence  of  its  benefit.  Furthermore,  treatment  with  chelating 
agents,  including  EDTA,  has  some  associated  toxicity  and 
should  not  be  considered  a completely  benign  procedure.  In 
fact,  a piece  on  chelation  therapy  in  The  Medical  Letter  in 
1 981  concluded  that  “there  is  no  acceptable  evidence  that 
chelation  therapy  with  EDTA  is  effective  in  the  treatment  of 
atherosclerosis,  and  the  adverse  effects  of  this  drug  can  be 
lethal  (7)." 

The  presumed  rationale  for  use  of  chelation  therapy  in  the 
treatment  of  atherosclerosis  came  from  observations  in  the 
mid-1 950s  such  as  those  described  by  Clarke  and  associ- 
ates (7-9)  who  observed  a radiographic  decrease  in  me- 
tastatic renal  calcification  after  administration  of  EDTA.  They 
also  described  a decrease  in  the  calcium  deposition  within  a 
sinus  tract  that  had  been  formed  after  removal  of  a neo- 
plasm. An  attempt  to  decrease  the  calcification  in  a heart 
valve  also  was  reported.  Unfortunately,  in  this  latter  instance 
there  apparently  was  dislodgement  of  calcium  from  the  valve 
resulting  in  a cerebral  embolus.  Having  observed  some  de- 
crease in  this  calcification,  the  original  proponents  of  chela- 
tion as  a treatment  for  atherosclerosis  hypothesized  that 
chelation  might  also  promote  the  removal  of  calcium  from 
atherosclerotic  plaque  and  either  halt  the  development  of 
such  plaque  or  lead  to  its  reversal. 

Calcium  is  certainly  important  in  many  biological  pro- 
cesses and  could  play  a role  in  the  development  of  athero- 
sclerotic plaque.  The  deposition  of  calcium  within  lesions, 
however,  appears  to  be  a relatively  late  phenomenon.  The 
early  involvement  of  calcium  in  lesions  might  well  be  ap- 
proached by  a different  method  such  as  the  newly  developed 
drugs  that  are  called  “slow  channel  calcium  blockers”  (vera- 
pamil, nifedipine,  diltiazem)  or  agents  such  as  diphospho- 
nates,  which  act  as  calcium  antagonists  and  prevent  calcium 
deposition  within  the  hydroxyapatite  lattice.  However,  the 
mechanism  of  action  of  such  agents  is  completely  different 
from  the  chelating  agents,  which  pull  calcium  from  tissues, 
including  the  bone. 

Such  evidence  as  exists  concerning  chelating  agents 
comes  entirely  from  uncontrolled  studies.  As  late  as  1981, 
the  Food  and  Drug  Administration  stated  that  they  had  never 
received  an  IND  (investigational  new  drug).  “No  one  has  yet 
been  interested  in  carrying  out  well-controlled  studies  under 
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an  IND  to  see  whether  the  technique  is  useful.  No  party  has 
ever  provided  us  with  an  organized  submission  attempting  to 
show  that  disodium  edetate  is  effective  therapy  for  arterio- 
sclerosis; instead,  we  have  been  handed  unorganized  data 
from  patients  without  any  attempt  to  describe  a formal  study. 
Under  the  circumstances,  we  have  had  no  choice  but  to  at- 
tempt to  prevent  improper  promotion  of  the  drug  and  to  point 
out  its  unproven  status  (4)."  Clarke  and  his  associates  re- 
ported the  use  of  EDTA  in  patients  with  angina  pectoris  in  a 
paper  published  in  the  American  Journal  of  Medical  Science 
(9).  Five  grams  of  EDTA  and  500  ml  of  5%  glucose  or  saline 
were  given  intravenously  to  20  patients.  Most  of  the  patients 
were  given  the  drug  daily  for  five  days,  followed  by  two  days 
of  rest.  One  of  the  20  patients  died;  19  of  the  20  reported 
symptomatic  improvement,  but  there  were  no  controls. 
Meltzer  et  al  reported  another  uncontrolled  study  in  which  ten 
men  with  angina  were  given  EDTA  over  a period  of  two  to 
three  months  (1 0).  In  this  study,  the  treatment  was  stopped 
after  three  months  because  there  was  no  improvement;  how- 
ever, three  months  following  the  discontinuation  of  the  study, 
the  authors  found  nine  out  of  ten  reporting  symptomatic  im- 
provement. There  were  no  controls  for  this  study,  either. 

Softer  performed  some  of  the  most  careful  studies  of 
chelation  therapy  for  cardiovascular  disease,  described  in  a 
book  on  chelation  therapy  published  in  1964  (11).  His  experi- 
ence with  patients  who  had  coronary  disease  was  disap- 
pointing and  he  did  not  recommend  such  treatment.  Of  five 
patients  with  peripheral  arteriosclerosis,  only  one  showed 
any  beneficial  effect.  Abbott  laboratories  had  an  interest  in 
EDTA  and  carried  out  some  studies  with  about  40  patients  in 
the  1 950s.  A spokesman  for  that  company  said  that  the  stud- 
ies were  discontinued  because  of  disappointing  results. 
Therefore,  one  cannot  find  any  convincing  evidence  from  the 
studies  reported  in  the  literature  for  the  efficacy  of  this 
treatment. 

The  toxicity  of  EDTA  was  reported  as  early  as  1 955  when 
two  cases  of  renal  toxicity  were  described  in  autopsy  reports 
in  The  New  England  Journal  of  Medicine  (1 2).  In  these  two 
cases,  there  was  severe  damage  to  the  renal  tubules.  Renal 
deaths  and  renal  toxicities  in  humans  given  large  doses  of 
EDTA  are  well-established.  An  increase  in  frequency  and 
urgency  along  with  nocturia  and  dysuria  have  been  de- 
scribed. The  urinalysis  shows  granular  casts,  hematuria, 
white  blood  cells,  and  albuminuria.  In  studies  performed  with 
pregnant  rats,  EDTA  caused  zinc  deficiency  in  the  offspring 
of  the  rats.  Hypotension  was  the  most  common  side  effect 
observed  by  Softer.  Other  side  effects  include  hypocalcemia. 


thrombophlebitis,  allergic  reactions,  anemia,  depression  of 
bone  marrow,  electrocardiographic  changes  related  to  hy- 
pocalcemia, and  a prolongation  of  prothrombin  time. 

In  summary,  I can  only  echo  the  sentiments  of  Dr  Softer 
and  those  in  The  Medical  Letter  and  urge  great  caution  in  the 
widespread  use  of  chelation  therapy  for  the  treatment  of  car- 
diovascular disease.  Its  benefit  for  atherosclerosis  is 
unproven;  it  no  longer  is  useful  for  cardiac  arrhythmias  be- 
cause there  are  more  effective  ways  of  treating  them.  Its 
established  use  in  medical  therapy  at  this  time  is,  in  my  opin- 
ion, for  the  treatment  of  lead  toxicity. 
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Cat  scratch  disease 
with  reversible 
encephalopathy 

Cat  scratch  disease  is  a subacute,  regional  lymphadenitis 
that  follows  cutaneous  inoculation  from  kittens  or  young 
cats.  The  course  is  usually  uneventful,  and  spontaneous 
resolution  usually  occurs  within  three  months.  Com- 
plications are  unusual.  Encephalopathy  is  a rare  but 
known  complication  which  usually  results  in  complete 
recovery  without  sequelae. 


Case  report 

An  eight-year-old  boy,  obtunded  and  plagued  by  random  jerk- 
ing of  the  upper  extremities  and  twitching  of  the  right  side  of 
his  face,  was  brought  to  the  hospital  emergency  room  at  2 
am.  He  was  uncommunicative  and  responded  to  tactile  stim- 
ulation by  withdrawing.  He  gave  an  anguished  cry  with  each 
exhalation. 

The  child’s  rectal  temperature  was  36.7°  C (98°  F),  pulse 
150,  blood  pressure  130/90,  respirations  30  per  minute.  He 
had  a 4 cm-by-4  cm  right  axillary  lymph  node  but  had  no 
other  significant  lymphadenopathy.  He  had  no  carotid  or  cra- 
nial bruits  and  no  doll’s  eye  movements.  He  had  brisk, 
symmetric  deep  tendon  reflexes  bilaterally,  and  his  gag  reflex 
was  normal.  He  had  no  skin  rash  or  other  physical 
abnormalities. 

One  week  before  the  child’s  arrival  at  the  emergency  room, 
his  pediatrician  had  diagnosed  cat  scratch  disease,  but  did 
not  prescribe  medication.  The  patient  lived  in  a rural  area 
where  his  family  kept  one  dog,  four  adult  cats,  and  six  kittens. 

Shortly  after  arrival  at  the  emergency  room,  he  had  a major 
motor  seizure  followed  by  apnea.  After  stabilization,  which 
included  anticonvulsants  and  assisted  ventilation,  a CT  scan 
was  performed  to  rule  out  hemorrhage.  Scan  results  were 
normal.  He  was  then  transferred  to  the  pediatric  intensive 
care  unit.  Laboratory  tests,  all  of  which  yielded  normal  or 
negative  results,  included  hemogram,  electrolyte  and  spinal 
fluid  determinations  SMA  12/60,  urinalysis,  and  a urine 
screen  for  toxins  and  heavy  metals.  Cultures  of  blood,  spinal 
fluid,  and  urine  were  negative.  An  electroencephalogram 
obtained  36  hours  after  illness  began  was  regarded  as  char- 
acteristic of  normal  sleep.  For  the  next  48  hours,  the  child 
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was  decerebrate  and  continued  to  have  violent  tremors,  but 
48  hours  after  the  onset  of  the  illness,  his  motor  function  re- 
turned and  he  was  extubated.  He  remained  lethargic  for  the 
next  1 2 hours,  after  which  he  sat  up  in  bed  and  spoke  to  his 
parents.  By  the  fourth  day  of  hospitalization,  he  was  appar- 
ently normal  except  for  amnesia  of  the  acute  illness  episode. 
He  returned  to  school  the  following  week  and  was  seen  for 
follow-up  two  weeks  later.  The  only  abnormality  seen  at  that 
time  was  residual  enlargement  of  the  right  axillary  lymph 
node  which  was  1 cm  by  2 cm.  A skin  test  with  cat  scratch 
disease  antigen  applied  three  weeks  after  the  onset  of  a neu- 
rologic symptom  was  positive  with  erythema  of  10  mm. 

Discussion 

Cat  scratch  disease  was  first  described  in  1 950  by  Debre  (1 ). 
Until  recently  the  cause  of  cat  scratch  disease  was  believed 
to  be  an  unidentified  nonbacterial  agent,  but  in  1 983  Wear  et 
al  reported  that  pleomorphic  gram-negative  bacilli  may  cause 
the  infection  (2).  To  date  no  etiologic  agent  has  been  iso- 
lated. Contact  with  cats,  usually  kittens  less  than  6 months 
old,  is  strongly  associated  with  the  illness.  Microscopic  ex- 
amination of  the  primary  inoculation  site  and  affected  lymph 
nodes  shows  a characteristic  central  necrotic  area  sur- 
rounded by  lymphocytes  with  some  giant  cells  and 
histiocytes.  In  this  case,  a biopsy  was  not  done. 

The  incubation  time  ranges  from  three  to  30  days.  Chronic 
lymphadenitis  follows  within  one  month  of  contact  and  most 
frequently  occurs  in  the  first  or  second  set  of  nodes  draining 
the  inoculation  site.  The  patients  are  usually  asymptomatic; 
however,  approximately  30%  have  fever,  malaise,  headache, 
anorexia,  or  fatigue. 

Severe  complications  are  unusual,  but  at  least  21  cases  of 
neurologic  complications  have  been  reported  in  the  English 
literature  (3,4).  Pathogenesis  of  these  cases  is  unknown.  En- 
cephalopathy was  first  reported  by  Stephens  in  1952  (5). 
Neurologic  symptoms  typically  developed  one  to  six  weeks 
after  the  onset  of  illness.  When  encephalopathy  occurs,  it 
usually  begins  with  confusional  behavior  leading  to  coma 
and  seizures  within  several  hours.  All  symptoms  generally 
resolve  within  two  to  ten  days.  Complete  recovery  without 
sequelae  is  the  rule.  A neurologic  examination  during  the 
acute  stage  can  show  a variety  of  neurologic  signs  including 
fever,  coma,  convulsions,  hyporeflexia,  hyperreflexia,  nuchal 
rigidity,  positive  Babinski’s  sign,  and  muscle  weakness.  The 
spinal  fluid  is  normal  in  most  cases.  Abnormal  electroen- 
cephalograms are  obtained  in  more  than  half  of  the  cases. 

The  differential  diagnosis  of  cat  scratch  disease  includes 
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pyogenic  adenitis,  tuberculous  adenitis,  tularemia,  bubonic 
plague,  rat-bite  fever,  Hodgkin’s  disease,  lymphoma,  infec- 
tious mononucleosis,  sarcoidosis,  fungal  infections,  and 
lymphogranuloma  venereum.  Thus,  it  is  the  clinical  setting 
under  which  neurologic  complications  develop  that  leads  one 
to  the  proper  diagnosis. 

The  treatment  of  the  associated  encephalopathy,  like  that 
for  most  encephalopathies,  is  supportive.  Antibiotics  have 
not  proven  useful.  Seizures  should  be  controlled  with  anti- 
convulsants. Respiratory  problems  may  require  intubation. 
Cerebral  edema  and  increased  intracranial  pressure  should 
be  managed  with  hyperventilation,  fluid  restriction,  and  os- 
motic agents  as  necessary.  Fluid  and  electrolyte  balance 
should  be  monitored.  Fever  control  may  require  a cooling 
blanket  or  sponge  baths.  The  management  of  this  disorder, 
therefore,  consists  of  supporting  the  patient  while  appropri- 
ate diagnostic  tests  are  performed  to  rule  out  other  causes. 
Having  established  the  diagnosis,  one  can  then  offer  the 
family  an  optimistic  prognosis. 

The  criteria  for  diagnosis  of  cat  scratch  disease  with  en- 
cephalopathy are  debatable,  but  there  are  four  generally 
accepted  prerequisites:  (a)  history  of  cat  scratch  or  contact 
with  cats;  (b)  regional  adenopathy;  (c)  positive  skin  test  with 
cat  scratch  antigen;  and  (d)  otherwise  unexplained  encepha- 
lopathic  symptoms  developing  within  six  weeks  of  the 
appearance  of  the  adenopathy.  Histopathologic  examination 
of  the  nodes  cannot  definitively  identify  cat  scratch  disease, 
but  results  can  be  highly  suggestive  of  it.  An  apparent  inocu- 
lation site  is  also  helpful  evidence.  Although  the  skin  test  may 
provoke  a positive  reaction  in  patients  for  many  years,  results 
are  positive  in  only  90%  of  presumptive  cases.  Approx- 
imately 1 8%  of  family  members  and  23%  of  veterinary 
personnel  have  positive  reactions  to  the  skin  tests  (6). 

Skin  testing  should  be  done  no  earlier  than  one  week  after 
the  onset  of  adenitis  in  order  to  avoid  false  negative  results. 
Unfortunately,  the  skin  test  material,  made  from  sterilized  pus 
aspirated  from  suppurative  lymph  nodes,  is  not  commercially 
available. 
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Acute  renal  failure 
following 
administration  of 
ethylenediamine  - 
tetraacetic  acid  (EDTA) 

A case  of  acute  renal  failure  secondary  to  the  admin- 
istration of  ethylenediaminetetraacetic  acid  (EDTA)  to  a 
patient  with  preexisting  renal  disease  is  reported.  Con- 
tinued use  of  EDTA  chelation  therapy  for  heavy  metal 
poisoning,  as  well  as  for  occlusive  vascular  disease, 
makes  it  imperative  to  reemphasize  its  potential  toxic 
effect  upon  the  kidney. 


Ethylenediaminetetraacetic  acid  (EDTA)  is  an  intravenous 
chelating  agent  that  forms  soluble  complexes  with  many  di- 
valent and  trivalent  metals  in  the  blood  and  is  then  excreted 
in  the  urine  (1 ).  Its  principal  therapeutic  use,  and  the  only  use 
for  which  it  has  been  approved  by  the  Food  and  Drug  Admin- 
istration, is  in  the  treatment  of  heavy  metal  poisoning  (1 ). 
When  used  in  daily  doses  of  50  mg/kg  in  patients  with  normal 
renal  function,  it  has  been  shown  to  be  safe,  practical,  and 
effective  (1 ,2).  The  most  serious  side  effect  is  acute  tubular 
necrosis  of  the  kidney  which  occurs  when  the  daily  doses 
exceed  those  recommended  or  when  renal  function  is  de- 
creased (2-4). 

EDTA  chelation  therapy  has  also  been  used  for  more  than 
20  years  for  the  treatment  of  atherosclerosis  (5),  although 
conclusive  clinical  proof  of  its  efficacy  in  the  treatment  of 
occlusive  vascular  disease  is  lacking.  After  reviewing  the  evi- 
dence collected  on  chelation  therapy,  the  American  Heart 
Association  was  unable  to  find  any  scientific  proof  for  the 
claimed  benefits. 

We  report  a case  of  acute  renal  failure  in  a patient  with  pre- 
existing mild  chronic  renal  insufficiency  who  received  EDTA 
chelation  therapy  for  treatment  of  generalized  atherosclero- 
sis. We  feel  that  the  increasing  use  of  chelation  therapy  for 
atherosclerosis  makes  it  imperative  to  re-emphasize  its  toxic 
effect  upon  the  kidney. 


Case  report 

On  March  1 0,  1 982,  a 73-year-old  man  with  a 1 2-year  history 
of  hypertension,  a one-year  history  of  mild  renal  insufficiency, 
and  a serum  creatinine  level  of  2.1  mg/dL  began  EDTA 
chelation  therapy  for  treatment  of  atherosclerosis  and  hyper- 
tension. During  the  next  four  weeks,  the  patient  received  one 
treatment  with  EDTA  per  day  (except  weekends)  for  a total  of 
19  treatments.  We  were  told  that  the  patient  received  “stan- 
dard” dosages,  but  we  were  not  told  the  amount.  We  assume 
that  he  received  50  mg/kg/day  of  EDTA  (not  exceeding  3 gm) 
mixed  in  500  cc  of  5%  dextrose  and  administered  over  a pe- 
riod of  three  hours  (1 ,5).  The  need  to  hospitalize  the  patient 
became  apparent  near  the  end  of  the  treatment  period,  when 
he  reported  malaise,  anorexia,  nausea,  vomiting,  and  oliguria. 
Examination  showed  a blood  pressure  of  130/80  mmHg, 
grade  II  (Keith-Wagner)  hypertensive  retinal  changes,  an 
aortic  ejection  murmur  with  an  S4  gallop,  and  a prominent  left 
femoral  artery  bruit.  He  had  no  dorsalis  pedis  pulses.  Labora- 
tory evaluation  disclosed  the  following:  serum  sodium,  134 
mEq/L;  potassium,  4.0  mEq/L;  chloride,  103  mEq/L;  total 
C02,  12  mEq/L;  blood  urea  nitrogen,  106  mg/dL;  creatinine, 
13.8  mg/dL;  hemoglobin,  1 1 .8  gm/dL;  and  hematocrit,  34%. 

A 24-hour  urine  collection  showed  a creatinine  clearance  of  3 
mL/min  and  protein  excretion  of  1 .04  gm.  The  patient  was 
transferred  to  The  University  of  Texas  Medical  Branch  at  Gal- 
veston for  dialysis  on  April  20,  1 982.  At  this  institution,  a renal 
sonogram  showed  normal-sized  kidneys  without  evidence  of 
obstruction,  and  a renal  perfusion  scan  showed  bilateral  poor 
perfusion  with  decreased  function.  A Scribner  shunt  was 
placed  in  his  forearm  and  regular  hemodialysis  started  on 
April  21 , 1 982.  Because  of  persistent  oliguria,  a per- 
cutaneous renal  biopsy  was  performed  on  April  29,  1982. 

The  renal  biopsy  specimen  was  submitted  for  light  and 
electron  microscopy  and  immunofluorescence.  The  biopsy 
contained  12  glomeruli,  nine  normal  and  three  sclerosed. 

The  interstitium  showed  fibrosis  and  tubular  atrophy  with 
chronic  inflammatory  infiltrates.  The  non-atrophic  proximal 
tubules  exhibited  varying  degrees  of  hydropic  and  vacuolar 
changes  of  the  epithelial  cells  (Fig  1 ),  although  there  were  no 
active  epithelial  necrotic  changes  nor  any  regenerative  ac- 
tivity of  the  tubular  epithelial  cells.  The  most  striking  changes 
were  in  the  vasculature  which  showed  marked  arterial  and 
arteriolar  narrowing  and  intimal  hyperplasia. 

The  remainder  of  the  hospital  course  was  brief  and  uncom- 
plicated. A primary  arteriovenous  fistula  was  formed,  and  the 
patient  was  discharged  to  a local  maintenance  dialysis  facil- 
ity on  May  1 1 , 1982. 
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By  early  June  1 982,  the  patient’s  serum  creatinine  level 
had  fallen  to  4.3  mg/dl_  with  a creatinine  clearance  of  1 7 ml_/ 
min.  Hemodialysis  was  therefore  discontinued.  Two  months 
after  discontinuation  of  hemodialysis,  the  patient  had  a crea- 
tinine clearance  of  35  mL/min  and  a serum  creatinine  level  of 
2.4  mg/dL. 

Discussion 

The  use  of  EDTA  as  a chelating  agent  for  heavy  metal  poi- 
soning began  in  the  early  1 950s  (1,6).  Soon  it  was 
recognized  that  an  important  side  effect  was  acute  tubular 
necrosis  (2-4,7).  In  these  early  reports,  extremely  large 
doses  of  EDTA  (90-440  mg/kg/d)  were  given  over  short  peri- 
ods of  time  (2-4).  Foreman  suggested  that  the  maximum 
safe  dose  for  humans  is  50  mg/kg  body  weight/day  and  that 
the  course  should  not  exceed  five  to  seven  consecutive  days 
(8).  However,  no  recommendation  for  reduction  in  the  dose 
was  given  for  patients  with  renal  insufficiency.  Since  EDTA  is 
handled  by  the  kidney  in  a way  that  is  similar  to  the  excretion 
of  creatinine  (9),  it  follows  that  as  the  glomerular  filtration  rate 
(GFR)  declines,  the  time  required  for  excretion  of  EDTA  is 
prolonged.  Therefore  the  dose  of  EDTA  must  be  reduced  to 
prevent  toxic  blood  levels  which  might  produce  damage  to 
the  renal  tubules.  Morgan  has  published  guidelines  for  the 
administration  of  EDTA  to  patients  with  renal  impairment.  He 
suggested  that  small,  infrequent  doses  of  EDTA  may  be  used 
safely  even  in  advanced  renal  disease  (9). 

1.  (a)  Marked  interstitial  fibrosis,  tubular  atrophy,  and  chronic  inflammatory 
infiltrates.  A sclerotic  glomerulus  appears  in  the  right  upper  corner  (G).  Hy- 
dropic and  vacuolar  changes  of  the  epithelial  cells  are  seen  in  the  proximal 
tubule  (P).  Toluidine  blue  stain  (x  665). 


With  continued  interest  in  the  use  of  EDTA  for  the  treat- 
ment of  occlusive  vascular  disease,  the  American  Holistic 
Medical  Association  and  the  American  Academy  of  Medical 
Preventics  have  published  protocols  for  therapy  and  have 
presented  workshops  to  explain  the  proper  and  safe  use  of 
EDTA  therapy  (5).  They  have  recommended  that  a dose  of 
50  mg/kg  per  day  should  not  be  exceeded  (5).  Casdorph  (10) 
has  used  3 gm  per  week,  for  periods  of  20-26  weeks,  for 
treatment  of  atherosclerosis  and  has  observed  no  cases  of 
renal  failure.  Although  the  dosage  used  in  our  patient  was  not 
made  available  to  us,  we  were  told  that  he  received  “stan- 
dard" therapy.  We  have  assumed  that  he  received  the 
recommended  dose  of  50  mg/kg/day  and  that  dosage  reduc- 
tion commensurate  with  his  reduced  GFR  was  not  made. 

This  may  have  led  to  toxic  blood  levels  of  EDTA  and  subse- 
quent renal  tubular  injury.  The  tubular  epithelial  and  interstitial 
changes  observed  in  this  patient’s  renal  biopsy  are,  however, 
nonspecific  findings.  We  cannot  categorically  incriminate 
chronic  EDTA  administration  in  this  pathologic  process,  al- 
though the  clinical  circumstances  make  this  very  probable. 

Because  EDTA  has  been  used  principally  in  the  treatment 
of  heavy  metal  intoxication,  more  specifically  in  the  treatment 
of  plumbism,  there  are  many  physicians  who  have  not  had 
the  opportunity  to  familiarize  themselves  with  the  use  of  this 
drug  and  the  attendant  side  effects.  The  patient  in  this  report 
emphasizes  the  need  for  continued  awareness  of  the  serious 
nephrotoxicity  of  EDTA  when  given  in  excessive  amounts  or 

(b)  A higher  powered  view  of  the  proximal  tubule  showing  tubular  epithelial 
injury  with  marked  vacuolization.  Toluidine  blue  stain  (x  1,040). 
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to  patients  with  decreased  renal  function.  We  recommend 
that  the  use  of  EDTA  include  measurement  of  baseline  renal 
function  and  subsequent  close  monitoring  of  renal  function 
during  therapy.  Physicians  must  pay  careful  attention  to  dos- 
age, particularly  for  patients  with  reduced  renal  function  prior 
to  therapy. 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  1 00 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Malignant  Hyperthermia.  M.  Marmor,  MD.  Survey  of 
Opthalmology,  Inc,  Survey  of  Ophthalmology,  vol  28,  no  2, 
September-October  1983,  pp  117-127. 

Malignant  hyperthermia  is  a potentially  fatal  complication  of 
general  anesthesia  that  may  occur  with  greater  frequency  in 
some  patients  with  ptosis  or  strabismus.  The  history  of  our 
knowledge  of  this  recently  described  condition  is  outlined. 
The  clinical  features,  pathophysiology,  and  differential  diag- 
nosis are  reviewed  in  detail.  A protocol  for  the  treatment  of 
the  acute  malignant  hyperthermia  crisis  and  guidelines  for 
the  management  of  susceptible  patients  are  suggested.  The 
medicolegal  implications  of  the  occurrence  of  such  a crisis 
are  discussed. 


Active  Life  Expectancy.  Sidney  Katz,  MD,  Laurence  G. 
Branch,  PhD,  Michael  H.  Branson,  PhD,  etal.  Massachusetts 
Medical  Society,  New  England  Journal  of  Medicine,  vol  309, 
Nov  17,  1983,  pp  1218-1224. 

This  study  was  designed  to  demonstrate  the  feasibility  of 
forecasting  functional  health  for  the  elderly.  Using  life-table 
techniques,  we  analyzed  the  expected  remaining  years  of 
functional  well-being,  in  terms  of  the  activities  of  daily  living, 
for  non-institutionalized  elderly  people  living  in  Massachu- 
setts in  1974.  The  expected  years,  or  active  life  expectancy, 
showed  a decrease,  from  1 0 years  for  those  aged  65  to  70 
years  to  2.9  for  those  85  or  older.  Active  life  expectancy  was 
shorter  for  the  poor  than  for  others,  and  women  had  a longer 
average  duration  of  expected  dependency  than  men. 

The  measure  of  active  life  expectancy  provides  important 
information  about  health  at  a given  population  level  in  terms 
other  than  death.  This  information  can  be  used  for  actuarial 
purposes  in  planning  and  policy  making.  It  also  is  useful  in 
identifying  high-risk  populations  for  which  preventive  health 
care  and  medical  care  can  compress  morbidity  during  the 
last  years  of  life. 


Childhood  Asthma.  Gregory  K.  Fritz,  MD.  Cliggott  Publish- 
ing Co,  Psychosomatics,  vol  24,  no  1 1 , November  1 983, 
pp  959-967. 

Numerous  hypotheses  have  been  advanced  to  clarify  the 
psychosomatic  aspects  of  asthma,  perhaps  as  a reflection  of 
the  variety  of  subgroups  of  asthmatic  patients.  Recent  re- 
search, as  described  below,  focuses  on  the  four  empirical 
classifying  features  of  intrinsic  vs  extrinsic  asthma,  response 
to  separation  from  parents,  response  to  suggestion,  and 
panic-fear  response  level.  Its  results  are  contributing  to  the 
refinement  of  educational  and  psychological  treatment 
techniques. 

Experimental  Models  of  Lymphoproliferative  Disease. 

Paul  K.  Pattengale,  MD,  Clive  R.  Taylor,  MD,  PhD.  American 
Association  of  Pathologists,  American  Journal  of  Pathology, 
vol  113,  1983,  pp  237-265. 

The  present  review  focuses  on  the  mouse  as  an  experi- 
mental immunopathologic  model  for  human  non-Hodgkin’s 
lymphomas  and  related  leukemias.  Immunomorphologic  evi- 
dence is  presented  that  clearly  demonstrates  that  B-  and  T- 
cell  subtypes  of  muse  (murine)  lymphoma/leukemia  closely 
resemble  and  are  analogous  to  B-  and  T-cell  subtypes  of  hu- 
man lymphoma/leukemia  as  defined  by  recently  proposed 
immunomorphologic  classifications.  Further  evidence  is  pre- 
sented that  favors  the  hypothesis  that  certain  types  of  murine 
and  human  B-cell  lymphoma  develop  out  of  prodromal,  pre- 
lymphomatous  states,  which  exhibit  antecedent  morphologic 
and  immunologic  abnormalities.  The  many  experimental  ad- 
vantages of  the  murine  systems  are  stressed,  as  well  as  the 
concept  that  the  presently  defined  immunomorphologic  ap- 
proach should  be  effectively  combined  with  molecular  and 
ctyogenetic  parameters. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor®  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  ot  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
mlluenzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  ot  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  dithcile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions— It  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  it  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clmitest®  tablets  but 
not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip.  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  8— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20.  0 21 . and  0 16  mcg/ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae-a  recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.^6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2.5  percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multilorme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  ot  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic— Slight  elevations  of  SG0T,  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count . 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 

* Many  authorities  attribute  acute  mtectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H mlluenzae  9 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  ol  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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A presentation  of  Healthcare  A.U.E..  Inc. 

2945  Harding  Street,  Suite  107,  Carlsbad,  CA  92008 
For  more  information,  call  (619)  434-6004 


By  learning  about  the  incredible 
technical  breakthroughs  that  will  affect 
your  business! 


IT  All  BEGINS  IN  DALLAS  AT 

ffenOMne  I 

MARCH  15-18,  DALLAS  MARKET 
HALL  IN  DALLAS,  TEXAS! 


THE  80*S? 


HEALTHCARE  (84. 
WE’RE  READY,  ARE  YOU? 

The  Healthcare  '84  Expositions  will  truly  serve 
as  a breakthrough  to  the  confusing  and 
non-directional  roads  that  lead  in  and 
around  health  care  delivery. 

The  first  Healthcare  '84  Exposition,  begin- 
ning in  Dallas,  promises  to  be  a stimulating 
event  that  will  unravel  the  mysteries  of  where 
health  care  has  been.. .where  it  is  now  . .and 
where  it  is  going. 

This  "under-one-roof"  Exposition  will  bring 
manufacturers,  consumers  and  vendors 
together  in  order  to  listen,  learn  to  interface 
with  each  other  and  the  vast  components  of 
fhe  health  care  industry. 

The  Healthcare  '84  Expositions  will  help  you 
listen.  Help  you  feel.  Help  you  learn. 

It  all  begins  in  Dallas, 
l Plan  to  attend. 

WHAT  IS  HEALTHCARE  ‘84? 

Put  simply,  Healthcare  ‘84  is  a total  concept 
focusing  on  health  care  delivery  as  a 
complete  entity. 

Beginning  in  Dallas  and  following  up  with 
3additional  shows  during  the  year,  the  Health- 
Care  ‘84  Exposition  in  your  area  will  be  the 
ONLY  show  you’ll  have  to  attend  this  year! 

It  all  begins  in  Dallas  with  Expositions, 
Workshops  and  Seminars  so  comprehensive, 
it  will  literally  bring  hundreds  of  health  care 
delivery  professionals  from  all  areas  of  manu- 
facturing and  service,  together  under  one 
roof! 

You'll  be  able  to  share  the  latest  technology 
and  ideas  of  others  and  find  new  ways  to 
network  your  various  services  in  the  future! 


THROUGH  THE  HUNDREDS  OF 
EXHIBITS  AND  ‘‘HANDS-ON” 
WORKSHOPS,  YOU’LL  ALSO 
LEARN  MORE  ABOUT: 

• REIMBURSEMENT  IN  HEALTH  CARE 
DELIVERY.  Because  of  changes  in  RE- 
IMBURSEMENT HEALTH  CARE  in  moving 
from  a "service-base"  to  a "health  care" 
system,  new  alternatives  to  hospitaliza- 
tion are  emerging.  How  will  this  affect 
your  future? 

• HEALTH  CARE  MARKETING.  Whether 
you're  selling  a product  or  service, 
"marketing"  is  more  prominent  than  ever! 
Learn  about  the  new,  marketing  ideas 
that  will  affect  your  survival  in  the  '80'$! 

• NEW  TECHNOLOGY.  Discover  medical 
science,  engineering  and  computers! 
Receive  hands-on  experience  right  on 
the  exhibition  floor! 

• COMPUTERS  IN  HEALTH  CARE?  NO 
NEED  TO  PANIC.  Hospitals,  DME  Dealers, 
Respiratory  and  Physical  Therapists  should 
especially  plan  to  attend  some  of  the 
most  informative  workshops  in  the  U.S.  on 
computers  and  their  use  in  the  health 
care  field! 

• AMBULATORY  CARE  ALTERNATIVES. 

They  include  innovations  such  as  surgical 
centers,  emergency  and  breast  care 
centers! 

• HEALTH  IN  THE  WORKPLACE. 

Employers  are  the  big  buyers  of  health 
care.  Do  you  know  how  to  penetrate  this 
fruitful  market?  You'll  discover  how  by  the 


EXCITING  LOW-COST 

SEMINARS! 

Extract  even  more  valuable  knowledge  from  a 
prestigious  list  of  keynote  speakers  in  the 
health  care  delivery  industry!  Discover  vital 
information  on  the  very  facts  that  will  affect 
your  survival  In  the  ‘80’s! 

DR.  ALAIN  ENTHOVEN,  Ph.D  will  lead  off  this  stimulating 
series  of  seminars  by  talking  about  the  all-encom- 
passing facts  that  make  up  the  rapidly  changing  field 
of  health  care  delivery!  Discover  the  mild  and  extreme 
changes  taking  place  such  as  in  health  care  market- 
ing and  heallh  In  the  workplace,  which  are  prominent 
among  several  categories  that  will  impact  your  future! 

The  dollars  you  spend  for  these  informative  seminars 
are  minute  compare  to  how  rich  you'll  be  with  new- 
found knowledge  in  health  care  delivery! 

Enroll  now! 

THERE  WILL  BE  MANY  OTHER 
PROMINENT  SPEAKERS  PROVIDING  YOU 
WITH  FIRST-HAND  KNOWLEDGE  ON  HOW 

CHANGES  IN  HEALTH  CARE  DEUVERY 
WILL  IMPACT  YOUR  FUTURE! 

$195.  FOR  3 FULL  DAYS. 


Healthcare  ‘84/Dallas  Exposition 
2945  Harding  Street,  Suite  107 
Carlsbad,  California  92008 


Name 


Address 

City 


State 


Zip 


Phone 


WHO  WILL  BE  AT  THE 
HEALTHCARE  ‘84  EXPOSITION? 

Virtually  every  group  or  organization  that  in 
some  way  influences  health  care  delivery 
will  be  in  attendance! 

In  addition  to  the  many  hundreds  of 
exhibitors  at  the  show  representing  areas  of 
technology,  manufacturing  and  service- 
oriented  products,  you'll  have  dialogue  with 
I the  following: 

| • Hospital  Administrators  • Convalescent 
| Home  Administrators*  DME  Dealers*  Operat- 
; ing  Room  Personnel  • Respiratory  Therapists 
• Occupational  Therapists  • Physical  Thera- 
| pists  • Discharge  Planners  • Physicians  and 
Nurses  • Counselors  in  Rehabilitation  • Phar- 
j macists  • Site  Planners  and  Architects  • 
Consultants  and  more! 


• HUNDREDS  OF  EXHIBITORS! 

• FREE  ADMISSION  TO  EXHIBIT  HALL  AND 
MANUFACTURER’S  WORXSHOPS! 

• INFORMATIVE  SEMINARS  CONDUCTED  BY 
SOME  OF  THE  BEST  HEALTH  CARE  DEUVERY 
SPECIAUSTS  THE  INDUSTRY  HAS  TO  OFFER! 

• UP  TO  50%  DISCOUNT  IS  OFFERED  ON  AIR 
TRAVEL  TO  THE  SHOW! 

FOR  INFORMATION  CALL 
1 (800)  634-2630! 

• EXHIBITOR  AND  SEMINAR  INFORMATION, 
CALL  (619)  434-6004! 


best  in  the  business! 

• HOME  HEALTH  CARE.  There  are 
numerous  changes  taking  place  in  the 
industry  each  day.. .even  as  you're  read- 
ing this  ad.  Due  to  the  new  reimburse- 
ment situation,  the  market  is  expanding 
beyond  comprehension.  Do  you  know 
what  it's  about?  The  gain  belongs  to  the 
ones  who  do! 

• EMERGENCY  CARE  SYSTEMS.  Find  out 
how  the  trauma  care  system  at  Denver 
General  Hospital's  Emergency  Depart- 
ment impacts  on  their  community.  Find 
out  how  it  will  impact  your  community! 

• NETWORKING.  You'll  be  amazed  at  the 
advantages  of  networking.  By  cross-fertili- 
zation of  fields,  you'll  develop  many  new 
contacts! 


Occupation 


( )YES!  I will  attend  the  Healthcare  '84  Dallas  Expo- 
sition and  your  series  of  Seminars!  Enclosed  is  my  check 
in  the  amount  of  S for attendee( s). 

Deduct  10%  from  total  it  2 or  more  attend. 

( )YES!  I will  attend  the  Healthcare  84  Dallas  Expo- 
sition and  your  series  of  Seminars!  Please  charge  to  my 
□ VISA  □ MASTERCARD. 

Card# 

Exp.  Date 


Signature 

( ) I am  interested  in  exhibiting  at  the  Healthcare  84 
Exposition  in  Dallas  as  well  as  in  upcoming  Healthcare 
'84  Shows.  Please  call  me  at  the  number  above. 


HALL  BEGINS  IN  DALLAS  AT  THE 


• WHY  A MULTI-HMO  OR  PPO?  Because 
of  the  emergence  of  health  systems  in 
the  industry,  you'll  not  only  see  multi- 
hospital corporations  pop  up,  but  there 
will  be  a new  wave  of  newly-developed 
systems  to  meet  population  demands! 
How  will  this  affect  you,  your  business... 
your  survival? 


HeahMare 

Exposition 

March  15th  • 18th,  Dallas  Market  Hall 

nAi  1*18 


CHICAGO:  May  1 1 -1 3/NEW  YORK:  July  27-29/ANAHEIM:  Sept.  21-23 
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TEXAS  MEDICINE 


MEDICINE  AND  THE  LAW 


PHYSICIANS  AND  DWI  EXAMINATIONS 

On  June  16,  1983,  the  Texas  Legislature  approved  Senate 
Bill  1(1),  which  contained  several  amendments  to  state  laws 
concerning  driving  while  intoxicated.  The  provisions  of  SB  1 
took  effect  Jan  1,  1984.  Some  of  those  changes  affect  physi- 
cians who  may  be  asked  to  take  and  analyze  blood  or  other 
specimens  to  aid  in  the  determination  of  intoxication.  The 
questions  and  answers  below  seek  to  clarify  physicians’ 
responsibilities. 


Q.  Are  physicians  required  to  take  specimens  when  re- 
quested by  a peace  officer? 

A.  No,  the  sample  can  only  be  taken  by  a physician,  in  a 
physician's  office  or  in  a licensed  hospital  (2). 

Q.  Is  it  necessary  to  obtain  consent  from  the  arrested  per- 
son before  taking  a specimen? 

A.  Written  consent  is  not  necessary,  since  the  statute  itself 
provides  for  the  presumed  consent  of  any  person  arrested  for 
an  offense  arising  out  of  alleged  intoxication  while  driving  (3). 
The  presumed  consent  does  not  apply  to  the  taking  of  speci- 
mens of  substances  other  than  breath  or  blood  (4).  However, 
if  a person  under  arrest  refuses  a peace  officer’s  request  to 
give  a specimen,  none  shall  be  taken  (5). 

Q.  May  a physician  conduct  an  analysis  of  a person’s 
breath  specimen? 

A.  To  be  valid  under  the  statute,  a breath  analysis  must  be 
performed  according  to  rules  of  the  Department  of  Public 
Safety  (DPS)  and  by  a person  possessing  a valid  certificate 
issued  by  the  DPS  for  this  purpose  (6).  Thus,  it  is  unlikely  that 
a peace  officer  would  ask  a physician  to  perform  a breath 
analysis  unless  the  results  obtained  would  be  usable  in  a 
subsequent  prosecution. 

Q.  Who  may  collect  a blood  specimen  on  the  request  of  a 
peace  officer  and  where  must  the  withdrawal  be  done? 

A.  Only  a physician,  registered  nurse,  qualified  technician, 
chemist,  or  a licensed  vocational  nurse  acting  under  the  su- 
pervision or  direction  of  a physician  may  withdraw  a blood 
specimen  to  determine  the  concentration  of  alcohol  or  pres- 
ence of  a controlled  substance  or  drug  (7).  The  blood  sample 
must  be  taken  by  a physician,  or  in  a physician’s  office,  or  in  a 
hospital  licensed  by  the  Texas  Department  of  Health  (8). 
However,  this  limitation  does  not  apply  to  breath  or  urine 
specimens,  or  bodily  substances  other  than  blood  (9). 

Q.  What  liability  might  be  incurred  by  a person  who  draws 
a blood  specimen  under  the  act? 

A.  Neither  a person  who  draws  a blood  specimen  nor  the 
hospital  in  which  the  specimen  is  drawn  is  liable  for  damages 
arising  from  the  peace  officer’s  request  or  order,  so  long  as 
the  specimen  is  withdrawn  according  to  recognized  medical 


procedures.  However,  the  act  does  not  provide  immunity 
from  liability  for  negligence  in  the  withdrawing  of  a blood 
specimen  (10). 

Q.  May  the  arrestee  request  a second  independent  speci- 
men analysis? 

A.  Yes.  The  person  who  gives  a specimen  may  request 
that  a physician,  qualified  technician,  chemist,  or  registered 
professional  nurse  of  his  or  her  own  choosing  draw  a blood 
specimen  for  analysis  within  a reasonable  time  "not  to  ex- 
ceed two  hours”  (11). 

Q.  What  about  withdrawal  of  specimens  from  persons  in- 
capable of  refusal? 

A.  The  consent  to  withdrawal  of  specimens  presumed  by 
the  statute  remains  valid  for  a person  who  is  dead,  uncon- 
scious, or  in  a condition  rendering  him  or  her  incapable  of 
refusal,  whether  or  not  the  person  was  arrested.  A specimen 
may  be  withdrawn  from  a dead  person  by  the  county  medical 
examiner  or  the  examiner’s  designated  agent.  If  the  county 
has  no  medical  examiner,  the  specimen  may  be  withdrawn 
by  a licensed  mortician  or  by  any  of  the  persons  previously 
authorized  in  the  statute.  If  the  person  is  not  dead,  but  is 
incapable  of  refusal,  a specimen  also  may  be  drawn  by  a 
physician,  registered  nurse,  qualified  technician,  chemist,  or 
licensed  vocational  nurse  acting  under  a physician’s  supervi- 
sion (12). 

Q.  What  is  the  standard  for  intoxication  in  DWI  cases? 

A.  “Intoxication"  means: 

“(A) ...  not  having  the  normal  use  of  mental  or  physical 
faculties  by  reason  of  the  introduction  of  alcohol,  a controlled 
substance,  a drug,  or  a combination  of  two  or  more  of  those 
substances  into  the  body;  or  (B)  having  an  alcohol  concentra- 
tion of  0.10  percent  or  more  (13).’’ 
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Q.  Do  physicians  who  draw  specimens  under  the  act  face 
a conflict  with  their  responsibility  to  keep  medical  records  and 
patient  communication  confidential? 

A.  No.  The  statute,  as  amended,  provides  that  upon  the 
request  of  a person  who  has  given  a specimen  pursuant  to  a 
peace  officer’s  request,  full  information  on  the  results  of  the 
analysis  shall  be  made  available  to  the  person  or  to  his  or  her 
attorney  (14).  Further,  it  is  reasonable  to  conclude  that  the 
consent  given  by  an  arrestee  “ . . .to  submit  to  the  taking  of 
one  or  more  specimens  of.  . .breath  or  blood  for  the  purpose 
of  analysis  to  determine  the  alcohol  concentration  or  the 
presence.  . .of  a controlled  substance  or  drug  . . .”(15)  also 
acts  as  the  person's  consent  to  providing  the  test  results  to 
the  appropriate  law  enforcement  personnel.  Certainly,  the  ar- 
rested person  may  refuse  the  test.  Such  a refusal  is  the 
arrested  person’s  opportunity  to  deny  information  which 
might  be  obtained  from  any  test  to  law  enforcement  person- 
nel. Also,  the  amendments  in  SB  1 specifically  provide  that  in 
a trial  of  a criminal  action  or  proceeding  arising  out  of  an 
offense  described  by  the  appropriate  statutes  on  driving 
while  intoxicated,  . .evidence  of  the  alcohol  concentration 
or  presence  of  a controlled  substance  or  drug  as  shown  by 
analysis  of  a specimen  of  the  person’s  blood,  breath,  urine, 
or  other  bodily  substances  taken  at  the  request  or  order  of  a 
peace  officer  shall  be  admissible."  (16)  (Emphasis  supplied.) 

Thus  it  would  seem  unlikely  that  a court  which  must  make 
an  in  camera  determination  of  the  relevancy  of  medical  rec- 
ords in  a criminal  prosecution  might  decide  not  to  order  their 
discoverability  by  law  enforcement  personnel  when  those 
records  have  already  been  deemed  admissible  by  statute. 

Q.  Wasn't  the  Texas  Medical  Practice  Act  amended  in 
1 983  to  alleviate  the  restrictions  on  the  release  of  con- 
fidential information  in  criminal  court  proceedings  to  assure 
the  availability  of  blood  alcohol  tests  for  DWI  prosecutions? 

A.  Yes,  the  Medical  Practice  Act  was  amended  in  1 983  to 
provide  that  an  exception  to  the  general  prohibition  of  disclo- 
sure by  physicians  of  confidential  medical  records  or 
communications  exists  . .in  any  criminal  prosecution 
where  the  patient  is  a victim,  witness,  or  defendant.”  The  rec- 
ords are  not  discoverable  under  this  provision  until  the  court 
in  which  the  prosecution  is  pending  makes  an  in  camera 
determination  as  to  the  relevancy  of  the  records  or  communi- 
cations. Such  determination  shall  not  constitute  a 
determination  as  to  the  admissibility  of  such  records  or  com- 
munications (17). 

Call  for  Cooperation 

The  legal  procedures  for  the  proper  gathering  of  evidence  for 
those  arrested  for  alcohol,  substance,  or  drug  intoxication  re- 
lated to  driving  a motor  vehicle  are  now  in  place.  Physicians 
are  a part  of  this  st  atutory  scheme  and  should  cooperate  with 
law  enforcement  officials  to  make  it  work.  The  appropriate 
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tests  must  be  run  and  the  results  made  available  if  successful 
prosecution  of  DWI  related  offenses  is  to  take  place.  With 
better  enforcement  of  this  law,  more  alcoholics  and  drug 
abusers  will  be  motivated  to  seek  treatment  at  earlier  stages 
of  their  disease  or  disabling  habit  and  many  tragic  highway 
injuries  and  deaths  can  be  avoided. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 

Michael  G.  Young,  JD 

TMA  Staff  Attorney 
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cle in  Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
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TEXAS  MEDICINE 


DEATHS 


S.L.  Avner 

Saul  L.  Avner,  MD,  a retired  El  Paso  obstetrician  and 
gynecologist,  died  Oct  1 , 1 983,  at  the  age  of  80. 

Born  in  Coal  Center,  Pa,  Dr  Avner  received  his  bachelor’s 
degree  from  the  University  of  North  Carolina  in  1 926  and  his 
medical  degree  from  the  State  University  of  New  York  in 
1928.  He  completed  an  internship  in  obstetrics  at  Lying-In 
Hospital  in  Chicago  and  was  the  first  chief  resident  in  OB- 
GYN  at  Duke  University  in  Durham,  NC,  when  it  opened  in 
1931. 

During  World  War  II,  Dr  Avner  was  commanding  officer  of 
two  general  hospitals  in  the  Panama  Canal  Zone  and  for  the 
latter  part  of  his  term  a chief  of  OB-GYN  at  Oliver  General 
Hospital  of  Georgia,  the  US  Army  Hospital  at  Fort  Bragg,  NC, 
and  Beaumont  Army  Medical  Center. 

Prior  to  his  retirement  in  1 975,  Dr  Avner  served  as  OB- 
GYN  chief  at  Providence  Memorial  Hospital,  Hotel  Dieu  Hos- 
pital, and  Thomason  General  Hospital.  He  was  medical 
director  of  Planned  Parenthood  in  El  Paso  and  served  as  a 
consultant  to  Beaumont  Army  Medical  Center. 

Surviving  family  members  include  his  wife,  Janet  Avner,  El 
Paso;  daughter,  Ann  Kristina,  El  Paso;  sons,  Joseph  Maxwell 
Avner,  Honolulu,  and  Peter  Leighton  Avner,  Melbourne,  Fla; 
brother,  David  Avner,  MD,  Greensboro,  Pa;  sister,  Jackie  Kot- 
tler,  Boca  Raton,  Fla;  and  three  grandchildren. 

R.W.  Baird,  Jr 

Raleigh  William  Baird,  Jr,  MD,  a Marble  Falls  physician,  died 
Oct  1 3,  1 983.  He  was  66. 

Born  in  Dallas,  he  received  his  bachelor’s  degree  from 
Rice  Institute  in  Houston.  He  was  graduated  with  a medical 
degree  from  Harvard  University  Medical  School  in  Boston  in 
1942  and  served  an  internship  at  Boston  City  Hospital  and  a 
residency  at  J.H.  Pratt  Diagnostic  Hospital  in  Boston. 

Dr  Baird  practiced  medicine  in  Houston  from  1 949  to  1 973, 
taught  at  Baylor  College  of  Medicine  and  Hermann  Hospital, 
and  was  a consultant  at  M.D.  Anderson  Hospital  and  Tumor 
Institute.  A founding  partner  of  the  Medical  Clinic  of  Houston, 
Dr  Baird  did  consultant  work  in  Marble  Falls,  Burnet,  and 
Lampasas  until  1981 . 

Surviving  family  members  include  his  wife,  Betty  Skillern 
Baird,  Marble  Falls;  son,  Raleigh  Baird  III;  daughters,  Eliza- 
beth Baird  Saenger,  New  York,  Joan  Bishop  Baird,  and 
Nancy  Hill  Baird,  both  of  Houston;  stepsons,  Sam  S.  Leake, 
and  David  H.  Leake,  both  of  Houston;  and  John  W.  Leake, 
Pilot  Point;  stepdaughter,  Nancy  L.  Borth,  Austin;  sister,  Sara 
Baird  Jenkins,  New  York;  and  brother,  Horace  Bishop  Baird, 
San  Antonio. 


D.W.  Carter,  Jr 

David  Wendel  Carter,  Jr,  MD,  a retired  Dallas  internist,  died 
Oct  22,  1 983,  at  the  age  of  93. 

Dr  Carter  received  his  bachelor’s  and  master’s  degrees 
from  Southwestern  University  and  his  medical  degree  from 
The  Johns  Hopkins  University  in  Baltimore.  He  served  an  in- 
ternship at  Peter  Bent  Brigham  Hospital  in  Boston  and  a 
residency  at  Johns  Hopkins  Hospital  in  Baltimore.  He  began 
practicing  internal  medicine  in  Dallas  in  1 91 9 after  serving  in 
the  US  Army  Medical  Corps  as  a first  lieutenant. 

Dr  Carter  was  responsible  for  introducing  insulin  as  a treat- 
ment for  diabetes  to  Dallas  during  the  1 920s.  He  was  a 
member  of  the  Dallas  school  board  from  1925-1950  and  was 
its  president  for  the  last  1 6 years  he  served  on  the  board.  Dr 
Carter  was  an  associate  professor  of  internal  medicine  at 
Baylor  University  College  of  Medicine,  then  in  Dallas,  from 
1 920  to  1 943.  He  was  a professor  of  clinical  medicine  at  The 
University  of  Texas  Southwestern  Medical  School  at  Dallas 
from  1 943  to  1 951  and  an  internal  medicine  consultant  there 
from  1965  to  1968. 

He  was  a past  president  of  the  staffs  of  Baylor  University 
Medical  Center,  Methodist  Central  Hospital,  and  Gaston 
Episcopal  Hospital. 

Survivors  include  his  wife,  Julia  McLaurin  Carter,  Dallas; 
brothers,  Hugh  S.  Carter,  PhD,  Washington,  DC,  and  Rev 
Stanley  Carter,  Athens;  and  sister,  Cornelia  K.  Carter,  Alex- 
endria,  VA. 

J.M.  Church 

John  Mark  Church,  MD,  a Fort  Worth  physician,  died  Sept 
28,  1983.  He  was  71. 

Born  in  Berwyn,  III,  Dr  Church  received  his  bachelor's  de- 
gree from  Carleton  College  in  Northfield,  Minn,  and  his 
medical  degree  from  the  University  of  Chicago  School  of 
Medicine  in  Chicago.  He  served  an  internship  and  presi- 
dency at  Ancker  Hospital  in  St.  Paul  and  a second  residency 
at  John  Sealy  Hospital  in  Galveston. 

He  is  survived  by  his  wife,  Kathryn  Smith  Church,  Fort 
Worth;  and  sons,  John  Mark  Church,  Jr,  MD,  New  Orleans, 
and  Christopher  James  Church,  Arlington. 

C.W.  Coleman 

Charles  Wade  Coleman,  MD,  a Buna  general  practitioner, 
died  Oct  1 7,  1 983.  He  was  53. 

A Port  Neches  native,  Dr  Coleman  made  his  home  in 
Buna.  He  was  graduated  with  a medical  degree  from  The 
University  of  Texas  Medical  Branch  at  Galveston  in  1958  and 
served  an  internship  at  Ball  Memorial  Hospital  in  Muncie,  Ind. 
He  practiced  medicine  in  Beaumont  from  1959  to  1965;  mov- 
ing to  Buna  where  he  practiced  medicine  for  fourteen  years. 

Surviving  family  members  include  his  wife,  Ima  Coleman, 
Buna;  sons,  Matthew  James  Coleman,  MD,  Little  Rock,  Ark, 
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and  Timothy  Charles  Coleman,  Nederland;  mother,  Alice 
Coleman,  Port  Neches;  and  sister,  Naomi  Lee,  Port  Neches. 

O.P.  Constantine 

Oleinick  Pavlovitch  Constantine,  MD,  75,  a Waco  psychia- 
trist, died  Oct  24, 1983. 

Born  in  Russia,  Dr  Constantine  came  to  the  United  States 
in  1926  on  a student  visa.  During  1926-1937,  he  earned  a 
bachelor’s  degree  from  Columbia  Bible  College,  a master’s 
degree  in  psychology  from  the  University  of  South  Carolina, 
and  a medical  degree  from  Baylor  College  of  Medicine.  He 
served  an  internship  at  Baylor  University  Hospital  in  Dallas 
and  completed  residencies  at  San  Antonio  State  Hospital 
and  Kings  Park  State  Hospital  in  Kings  Park,  New  York. 

During  World  War  II,  he  served  as  a colonel  and  then  a 
major  in  the  US  Army  Medical  Corps  in  Austria.  In  1943,  Dr 
Constantine  was  presented  with  a medal  and  Certificate  of 
Merit  by  President  Franklin  D Roosevelt  for  volunteer  work  he 
had  done  with  the  New  York  Selective  Service. 

Surviving  family  members  include  his  wife,  Ethelwyn 
Guyon  Brown  Constantine,  Waco;  son,  Paul  David  Con- 
stantine, Seattle;  daughter,  Paula  Joy  Edwards,  Austin; 
brother  Alexander  Oleinick,  Soviet  Union;  sisters,  Pelagia 
Lavreniuk  and  Ekaterina  Krivitskaya,  Soviet  Union;  and  four 
grandchildren. 

E.A.  Dehne 

Ernst  August  Dehne,  MD,  an  El  Paso  orthopaedic  surgeon, 
died  Nov  2,  1 983,  at  the  age  of  78. 

Born  in  Vienna,  Austria,  Dr  Dehne  was  a 1929  graduate  of 
the  University  of  Vienna  and  a 1 929  graduate  of  the  Univer- 
sity of  Vienna  Medical  School.  He  served  a fellowship  at  the 
Mayo  Clinic  in  Rochester,  Minn;  was  a colonel  in  the  US 
Army  Medical  Corps  from  1944  to  1965;  and  was  a senior 
clinical  professor  at  the  Texas  Tech  University  School  of 
Medicine. 

Survivors  include  his  wife,  Susi  Dehne,  El  Paso;  sons, 
Robert  Dehne,  MD,  Houston,  and  Ernst  Dehne  Jr,  Ames, 
Iowa;  daughters,  Claire  Browne,  Bearsted,  England,  Doris 
Dehne,  Los  Angeles,  Andrea  Hopson,  Austin,  and  Nicole  and 
Michele  Dehne,  both  of  El  Paso;  sisters,  Lis  Bader,  Salz- 
burg, Austria,  and  Maria  Elrich,  New  York  City;  and  four 
grandchildren. 

L.M.  Garrett 

Leslie  Moyers  Garrett,  MD,  a retired  radiologist  and  a former 
president  of  the  Nueces  County  Medical  Society,  died  Sep 
22,  1 983,  at  the  age  of  75. 

Born  in  Turin,  Ken,  Dr  Garrett  received  his  bachelor’s  de- 
gree in  1929  from  Berea  College  in  Berea,  Ken,  and  his 
medical  degree  in  1933  from  Vanderbilt  University  School  of 
Medicine  in  Nashville.  He  completed  an  internship  and  a resi- 
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dency  at  Vanderbilt  University  Hospital  in  Nashville  and 
completed  postgraduate  work  at  the  Mayo  Clinic  in  Roches- 
ter, Minn,  from  1934  to  1937. 

Dr  Garrett  was  a colonel  in  the  US  Army  Medical  Corps 
from  1 940  to  1 945  and  was  a radiology  consultant  in  the  Pa- 
cific during  World  War  II. 

Survivors  of  Dr  Garrett  include  his  wife,  Dorothy  Jamison 
Garrett,  Corpus  Christi;  step-daughters,  Linda  Pierce  Mc- 
Clure, Mundelein,  III,  and  Gail  Behringer,  Houston;  sisters, 
Martha  Eversole  and  Norma  Rose,  Richmond,  Ken;  Leila 
Campbell,  Booneville,  Ken,  and  Irma  Nelson,  Springfield, 
Ohio;  brothers,  Marvin  Garrett,  Louisville,  Ken;  and  Morris 
Garrett,  Fort  Thomas,  Ken. 

G. M.  Richmond 

George  Merritt  Richmond,  MD,  a San  Antonio  family  practi- 
tioner, died  Oct  1 , 1 983,  at  the  age  of  48. 

Dr  Richmond  was  born  in  Fort  Sill,  Okla,  and  received  his 
medical  degree  from  The  University  of  Texas  Medical  Branch 
at  Galveston  in  1 961 . He  completed  an  internship  at  Memo- 
rial Hospital  in  Corpus  Christi  and  in  1962,  Dr  Richmond 
became  a San  Antonio  general  practitioner. 

He  is  survived  by  his  wife,  Sandy  Richmond,  San  Antonio; 
and  son,  George  Merritt  Richmond,  Jr,  San  Antonio;  daugh- 
ter, Susan  Richmond,  San  Antonio. 

C.B.  Sacher 

Clarence  Benjamin  Sacher,  MD,  an  honorary  member  of  the 
Texas  Medical  Association  and  a Dallas  gynecologist  for 
more  than  50  years,  died  Oct  7, 1 983.  He  was  82. 

A native  of  San  Antonio,  Dr  Sacher  received  his  premedi- 
cal education  at  Wesley  College  in  Greenville  and  his 
medical  education  at  Baylor  College  of  Medicine  in  Dallas;  he 
served  an  internship  at  St.  Paul  Hospital  in  Dallas.  In  1953, 

Dr  Sacher  received  the  degree  of  Qualified  Fellow  in  the 
International  College  of  Surgeons.  In  1 970,  the  St.  Paul  Hos- 
pital in  Dallas  named  the  C.B.  Sacher  Medical  Library  in  his 
honor. 

Survivors  of  Dr  Sacher  include  his  wife,  Rose  Mary 
Sacher,  Dallas;  nephew,  Edward  Sacher,  MD,  Denton;  neice, 
Juanita  Simmons,  Denton. 

H. A.  Van  Auken 

Howard  Amos  Van  Auken,  MD,  a San  Antonio  pathologist  for 
1 5 years,  died  Oct  1 8,  1 983.  He  was  79. 

Born  in  Key  West,  Fla,  Dr  Van  Auken  received  his  bach- 
elor’s degree  from  Yankton  College  in  Yankton,  SD,  and  his 
medical  degree  from  the  University  of  Michigan  Medical 
School  in  Ann  Arbor,  Mich.  He  served  an  internship  at  Peter 
Bent  Brigham  Hospital  in  Boston  and  a residency  at  Brooke 
Army  Hospital  in  Fort  Sam  Houston.  He  served  as  a colonel 
in  the  US  Army  Medical  Corps  for  30  years  and  became  a 
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pathologist  at  Baptist  Memorial  Hospital  upon  his  return  to 
San  Antonio. 

He  is  survived  by  his  wife,  Joan  Van  Auken,  San  Antonio; 
and  daughters,  Janet  Van  Auken,  Los  Angeles,  and  Judith 
Ann  Mclnnis,  Portland,  Ore;  and  a grandchild,  Tara  Christin 
Mclnnis,  Portland,  Ore. 

C.H.  Whalen 

Carl  H.  Whalen,  MD,  an  honorary  member  of  the  Texas  Medi- 
cal Association  and  a retired  Weatherford  general 
practitioner,  died  Oct  1 1 , 1983.  He  was  68. 

Dr  Whalen  was  born  in  Tampa,  Fla,  and  was  graduated  in 
1937  with  a bachelor’s  degree  from  The  University  of  Texas 
at  Austin.  In  1942,  he  received  his  medical  degree  from 
George  Washington  University  School  of  Medicine  in  Wash- 
ington, DC;  he  completed  an  internship,  a residency,  and 
postgraduate  work  at  Charity  Hospital  in  Shreveport,  La.  He 
lived  in  Weatherford  for  the  past  35  years. 

Surviving  family  members  include  his  daughter,  Patty  Wil- 
son, Weatherford;  son,  Bill  Whalen,  Austin;  sister,  Erna 
Whalen  Smith,  Weatherford;  and  three  grandchildren. 

W.T.  Witt 

Walls  Thomas  Witt,  MD,  an  anesthesiologist  at  Orange  Me- 
morial Hospital,  died  Oct  6,  1 983,  at  the  age  of  50. 

Dr  Witt,  a native  of  Texarkana,  Ark,  received  his  bachelor  s 
degree  from  Abilene  Christian  College  in  1 954  and  his  medi- 
cal degree  from  The  University  of  Texas  Medical  Branch  at 
Galveston  in  1959.  He  served  an  internship  at  Memorial  Bap- 
tist Hospital  in  Houston  and  a residency  at  Scott  and  White 
Memorial  Hospital  in  Temple. 

He  is  survived  by  his  wife,  Ann  Thompson  Witt,  Orange; 
daughters,  Melissa  Witt,  Jacksonville,  Fla;  and  Jana  Witt, 
Temple;  son,  Thomas  Witt,  San  Marcos;  parents,  Ernest 
and  Carmen  Witt,  Chappell  Hill;  and  brothers,  Willis  Witt, 
Houston,  and  Barnes  Witt,  Wilburton,  Okla. 

H.U.  Woolsey 

Henry  Ulric  Woolsey,  MD,  a Waco  physician  for  43  years, 
died  Nov  5, 1 983,  at  the  age  of  94. 

Born  in  Corsicana,  Dr  Woolsey  was  graduated  in  1914  with 
a medical  degree  from  the  University  of  Louisville,  Louisville, 
Ky.  After  an  internship  at  Louisville  City  Hospital,  Dr  Woolsey 
moved  to  Waco  and  practiced  there  until  his  retirement  in 
1968. 

He  is  survived  by  his  brother,  William  Woolsey,  Waco;  and 
sister,  Camilla  Woolsey  Cogswell,  Eddy. 

S.E.  Zawodny 

Stanley  Eugene  Zawodny,  MD,  an  honorary  member  of  the 
Texas  Medical  Association,  died  Nov  7, 1 983,  at  the  age  of 
71. 


Dr  Zawodny  practiced  medicine  in  Milwaukee,  Wis,  for  38 
years  before  moving  to  Houston  in  1974.  He  received  his 
bachelor’s  degree  and  medical  degree  from  Marquette  Uni- 
versity in  Milwaukee;  he  interned  at  St.  Mary’s  Hospital  in 
Milwaukee.  Dr  Zawodny  served  as  president  of  the  Mil- 
waukee Academy  of  General  Practice  and  was  a delegate  to 
the  Wisconsin  State  Medical  Association. 

Surviving  family  members  include  his  wife,  Madeline  Brady 
Zawodny,  Sugar  Land;  daughter,  Madeline  McAlpine, 
Houston;  sons,  Thomas  E.  Zawodny,  Anchorage,  Alaska, 
James  Zawodny,  Fort  Lauderdale,  Fla,  and  Robert  Zawodny, 
Cedar  Rapids,  Iowa;  sister,  Sophie  Celichowski,  Milwaukee; 
and  four  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


S.  L.  Avner 
El  Paso,  1903-1983 

R.  W.  Baird 

Marble  Falls,  1917-1983 

D.  W.  Carter,  Jr 

Dallas,  1889-1983 

J.  M.  Church 

Fort  Worth,  1912-1983 

C.  W.  Coleman 
Buna,  1930-1983 


O.  P.  Constantine 
Waco,  1908-1983 

E.  A.  Dehne 
El  Paso  1905-1983 

L.  M.  Garrett 

Corpus  Christi,  1898-1983 

G.  M.  Richmond 

San  Antonio,  1935-1983 

C.  B.  Sacher 
Dallas,  1901-1983 


H.  A.  Van  Auken 

San  Antonio,  1904-1983 

C.  H.  Whalen 
Weatherford,  1914-1983 

W.  T.  Witt 

Orange,  1932-1983 

H.  U.  Woolsey 
Waco,  1888-1983 

S.  E.  Zawodny 
Sugar  Land,  1912-1983 


IN  MEMOR1AM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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. TIRR 

is  Caring 


Southwest’s  center  for  comprehensive 
rehabilitative  care. 

At  TIRR  we  help  people  with  severe  disabilities 
return  to  useful  and  satisfying  lives.  An  early  referral  to 
TIRR  can  improve  the  patient’s  outcome,  and  our 
specialized  treatment  facility  in  the  heart  of  the  Texas 
Medical  Center  provides  services  and  programs  that  are 
unique  in  rehabilitative  care.  But  more  importantly, 
TIRR’s  physicians  and  professional  staff  really  care. 
Comprehensive  programs  of  the  hospital  include: 

• Texas  Regional  Spinal  Cord  Injury  Center 

• Houston  Center  for  Amputee  Services 

• Respiratory  Center 

• Head  Injury  Program 

• Stroke  Program 

• Programs  for  neuromuscular  illness  or  injury,  birth 
defects  and  other  mobility  iimiting  conditions. 

• Community  Living  Skills  Services 

• Outpatient  Services 


Tim* 


The  Institute  for  Rehabilitation  and  Research 

1333  Moursund  • Houston,  Texas  77030  • (713)  797-1440 


Are  you  treating 
alcoholism  as  a 
primary  disease? 

We  are: 

We  provide  a comprehensive  program  to  treat 
alcoholism  and  chemical  dependency  as  pri- 
mary illnesses. 

• MEDICAL — Physician  monitors  course 
of  treatment 

• PSYCHOLOGICAL — Daily  individual 
and  group  counseling 

• PHYSICAL — Support  by  licensed 
dietician  and  physical  therapist 

• AA/AL-ANON  Involvement  and 
aftercare  program 


Accredited  byJ.C.A.H.  ‘Call  for  more  information: 
24-Hour  Line  • Toll  Free  in  Texas  1-800-292-6159 


Call  Collect  512-238-4222 

La  Hacienda 
Treatment  Center 


P.O.  Box  1 Hunt,  Texas  78024 
(near  Kerrville) 


HEADACHES 

WITH 

EMPLOYEE 

BEHEFITS? 

TAKE  TWO  ASPIRIN  - CALL  LEGGETTE  TODAY. 

• Pension  and  Profit  Sharing  Plans 

• Voluntary  Employee  Benefit 
Associations  (VEBA) 

• TEFRA  and  Top  Heavy  Studies 

• Multiple  Plan,  Affiliated  Service 
Group  Studies 

• Complete  Proposals,  Full  Services 

Fee  for  Services  Only-  For  More  Information 
Call  or  Write: 

Victor  G.  Nielsen,  Ph.D. 

Assistant  Vice  President  | 

214/528-8850  LcggClUl 

4525  Lemmon  Ave.  actuaries  and  consultants 

Dallas,  TX  75219 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1983  the  library  will  add  more  than  600  book  titles 
to  its  5 1 , 800-volume  collection  of  books  and  bound  journals, 
and  regularly  increase  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1 ,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  (512)477-6704. 


IN  THE  TMA  LIBRARY 

Auerbach  PS.  Budasi  SA  (eds):  Cardiac  Arrest  and  CPR. 
Rockville,  MD,  Aspen  Systems  Corp,  1983. 

Beauchamp  TL,  Childress  JF:  Principles  of  Biomedical  Eth- 
ics, ed  2.  New  York,  Oxford  University  Press,  1983. 

Bennion  E:  Antique  Medical  Instruments.  London,  BAS 
Printers  LTD,  1979. 

Bonica  JJ,  Ventafridda  V,  Pagni  CA  (eds):  Management  of 
Superior  Pulmonary  Sulcus  Syndrome.  New  York,  Raven 
Press,  1983. 

Coleman  SS:  Complex  Foot  Deformities  in  Children.  Phila- 
delphia, Lea  & Febiger,  1983. 

Cushman  RF,  Perry  SR:  Planning,  Financing,  and  Con- 
structing Health  Care  Facilities.  Rockville,  MD,  Aspen 
Systems  Corp,  1983. 

Dalton  K:  Once  A Month.  Pomona,  Calif,  Hunter  House, 
1979. 

Dobson  CB:  Stress:  The  Hidden  Adversary.  Ridegwood,  NJ, 
George  A.  Bogden  & Son,  Inc,  Publishers,  1983. 

Emans  SJH,  Goldstein  DP  (eds):  Pediatric  and  Adolescent 
Gynecology,  ed  2.  Boston,  Little,  Brown  and  Company,  1982. 

Ford  CV:  The  Somatizing  Disorders:  Illness  As  a Way  of  Life. 
New  York,  Elsevier  Biomedical,  1983. 

Hadley  J:  More  Medical  Care,  Better  Health?  Washington, 
DC,  The  Urban  Institute  Press,  1982. 

Hales  RH:  Contact  Lenses:  A Clinical  Approach  to  Fitting, 
ed2.  Baltimore,  Williams  & Wilkins,  1982. 
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Huth  EL:  How  To  Write  and  Publish  Papers  in  the  Medical 
Sciences.  Philadelphia,  ISI  Press,  1982. 

Jeste  DV,  Wyatt  RJ:  Understanding  and  Treating  Tardive 
Dyskinesia.  New  York,  The  Guilford  Press,  1982. 

Jones  HW,  Rock  JA:  Reparative  and  Constructive  Surveryof 
the  Female  Generative  Tract.  Baltimore,  Williams  & Wilkins, 
1983. 

Laszlo  F (ed):  Antiemetics  and  Cancer  Chemotherapy.  Bal- 
timore, Williams  & Wilkins,  1983. 

Marcus  ML:  The  Coronary  Circulation  in  Health  Disease. 

New  York,  McGraw-Hill  Book  Company,  1983. 

Murphy  GP  (ed):  Prostatic  Cancer.  Boston,  John  Wright, 
1982. 

Neufold  HN,  Schneeweiss  A:  Coronary  Artery  Disease  in  In- 
fants and  Children.  Philadelphia,  Lea  & Febiger,  1983. 

Renshaw  DC:  Incest:  Understanding  and  Treatment.  Boston, 
Little,  Brown  and  Company,  1982. 

Riccardi  VM,  Kurtz  SM:  Communication  and  Counseling  in 
Health  Care.  Springfield,  III,  Charles  C Thomas,  1983. 

Rieselbach  RE,  Garnick  MB  (eds):  Cancer  and  the  Kidney. 
Philadelphia,  Lea&  Febiger,  1982. 

Rosen  MR,  Hoffman  BF  (eds):  Cardiac  Therapy.  Boston, 
Martinus  Nijhoff  Publishers,  1983. 

Shephard  BD,  Shephard  CA:  The  Complete  Guide  to 
Women's  Health.  Tampa,  Fla,  Mariner  Publishing  Co,  1982. 

Silverman  A,  Roy  CC:  Pediatric  Clinical  Gastroenterology.  St 
Louis,  The  C.V.  Mosby  Company,  1983. 

Spence  AA  (ed):  Respiratory  Monitoring  in  Intensive  Care. 
New  York,  Churchill  Livingstone,  1982. 

Spletter  M:  A Woman's  Choice:  New  Options  in  the  Treat- 
ment of  Breast  Cancer.  Boston,  Beacon  Press,  1982. 

Taylor  RB  (ed):  Health  Promotion:  Principles  and  Clinical 
Applications.  Norwalk,  Conn,  Appleton-Century-Crofts, 

1982. 

Tuckerman  MM,  Turco  SG:  Human  Nutrition.  Philadelphia, 
Lea  & Fegiber,  1983. 
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Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Trans-Texas  Leasing  • 9330  LBJ  Freeway,  Suite  635  • Dallas,  Texas  75243 
1-800/442-6158  214/699-9494  (Tarrant  County  and  District  13) 

North  Park  Lincoln  Mercury  • 9207  San  Pedro  • San  Antonio,  Texas  78216  • 512/341-8841 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/981-3591 
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"We'll  need  help  at  home  while  Dad  recuperates'' 

When  a member  of  the  family  is  at  home 
recovering  from  illness,  surgery  or  accident,  it  can 
be  a difficult  time.  We're  here  to  help. 

We're  the  local  office  of  Upjohn  Healthcare 
Services, SM  the  nation's  leading  private  provider  of 
home  health  care. 

Our  services  help  relieve  pressure  on  the  family 
and  help  the  patient  recover  Our  home  health 
workers  follow  the  physician's  plan  of  care  and 
also  teach  family  members  how  to  care  for  their 
loved  one. 

For  more  information  call  the  Upjohn  Health- 
Care  Services SM  office  near  you. 


Alpine 

Beaumont 

Brownsville 

Dallas 

El  Paso 

Fort  Worth 

Groves 

Hebbronville 

Houston 

Huntsville 

Laredo 


(915)  837-5451 
(409)  838-3915 
(512)  233-4251 
(214)  363-5416 
(915)  581-3351 
(817)  338-1555 
(409)  983-6641 
(512)  527-4191 
(713)  784-5475 
(409)  295-0752 
(512)  724-8216 


Liberty 

Lubbock 

Midland 

Odessa 

Orange 

Pasadena 

Port  Arthur 

Rio  Grande  City 

San  Antonio 

Zapata 


(409)  336-6811 
(806)  797-4257 
(915)  563-0689 
(91 5). 333-2926 
(409)  883-7788 
(713)  473-8161 
(409)  727-1449 
(512)  487-3954 
(512)  224-2341 
(512)  765-4195 


Texas  Department  of  Health 
Licensed  Home  Health  Agencies 

1983  Upjohn  Healthcare  Services,  Inc 


UPJOHN  HEALTHCARE  SERVICES  M 


reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 
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At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We’re  a non-profit 
organization  with  only  one  product . . . 
liability  insurance  for  Texas  physicians. 

Call  us;  we’re  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 


PO.  BOX  14746,  AUSTIN,  TEXAS  78761 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  sendees 
of  Staff  Leasing.  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  943-3310 


Volume  80  February  1984 


67 


Introducing  the 
Quinn- L National 
Income  Tax 
Advisory  Service 
— an  alternative 
for  you. 


• Is  your  tax  preparer  only  a historian? 

• Does  your  tax  preparer  advise  and 
counsel  before  your  return  is  prepared? 

• When  was  the  last  time  you  planned  your 
income  tax  answer? 

• Is  your  tax  program  structured  to  fit  your 
individual  tax  status? 

• Are  you  getting  the  income  tax  service 
you  need? 

With  the  Quinn- L National  Income  Tax 
Advisory  Service,  you  are  guaranteed  a pre- 
preparation consultation  by  telephone. 

Our  staff  has  over  20  years  of  direct 
income  tax  experience  in  the  field  of 
deductions  and  tax  planning  for  physicians 
(academic  and  private  practice).  That 
experience  also  includes  working  with 
executives,  professionals,  and  those  who 
use  itemized  deductions  and  business 
schedules. 

Let  us  put  our  experience  to  work  for 
you. 

For  information,  call  our  toll  free  number 
1-800-551-8244 
In  Louisiana  1-800-821-9948 
A National  Service  — Anywhere  in 
the  U.S. 


Quinn-L 

Financial 

Corporation 

3003  Knight  Street 
Shreveport,  LA  71105 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  retractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  ENort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  ot  chronic  stable  angina  (eflort-associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (eflort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension  Although  in  most  patients,  the  hypotensive  eltect  of 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  lluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ol  tentanyl , in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and . 
it  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  oul  ot  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  frequency,  du 
ration  or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal.  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a selling  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure.  Rarely,  patients,  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  al  greater  risk  for 
such  an  event 

PRECAUTIONS  General:  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta  adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ol  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  lound  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adjust- 
ing, and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa 
bents,  transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
gmal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation.  |0int  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver. sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat- 
ural history  ot  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  aboul  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  ol  patients 

Laboratory  Tests:  Rare,  mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase, CPK  LDH,  SGOT,  and  SGPT  have  been  noted , and  a single  incident  ol  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  alter  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  mtedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ol  100  (NDC  0069  2600  66)  300  (NOC  0069 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25  C)  in  the  man- 
ufacturers original  container 

More  detailed  professional  information  available  on  request  l 1982,  Pfizer  Inc 

LABORATORIES  DIVISION 

PFIZER  INC 


TEXAS  MEDICINE 


"lean  do  things  that  I 
couldn  't  do  for  3 yrs  including 
joining  the  human  race  again 


Quotes  from  an  unsolicited  ' 
letter  received  by  Pfizer  from  an 
angina  patient- 

while  this  patients  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree *  ** 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIAM  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

7 shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 


PROCARDIA 


(NIFEDIPINE) 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page. 


(ASPIRIN) 


ZERO  ORDER 
RELEASE 


Arthritis  Therapy 
That  Checks  Out. 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 


ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  ot  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 

Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORprin  (ASPIRIN)  Zero-Order  Release. 


P Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE,  PO.  BOX  6750 
SHREVEPORT,  LOUISIANA  71106-9989 


© Boots  Pharmaceuticals,  Inc  , 1983 


4 HR/pH  7.5 


SEE  NEXT  PAGE  FOR 
FULL  PRESCRIBING  INFORMATION 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorprin  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion.  The  controlled  availability  of  aspirin  provided  by  Zorprin  approximates  zero-order  release;  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorprin,  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known.  □ Zorprin  dissolution  is  pH-dependent.  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions;  whereas.  Zorprin  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH.  It  is  this  pH  dependence  of  Zorprin  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential.  □ Bioavailability  data  for  Zorprin  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose.  This 
substantiates  a twice  daily  dose  regimen  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  for  conventional  release  aspirin  using  the  same  total  daily  dose.  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days).  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorpnn  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined.  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%);  acyl  glucuromdes  (5%)  and  gentisic  acid  (<1%)  □ INDICATIONS  & USAGE: 
Zorprin  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis.  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care)  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorpnn  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients.  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS).  Zorprin  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  for  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders.  Zorprin  is  not  recommended  for  children  under  12  years  of  age;  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration. 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  ad|ustment  of  the  insulin  requirements  of  diabetics.  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid.  □ USE  IN  PREGNANCY:  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women.  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus.  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy.  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout.  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants.  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction  □ Salicylates 
can  produce  changes  in  thyroid  function  tests.  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia,  Vitamin  K deficiency  and  in  those  undergoing  surgery,  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures.  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2.0  grams/day  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs.  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin.  The  combination  of 
alcohol  and  aspirin  may  Increase  the  risk  of  gastrointestinal  bleeding.  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates.  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration.  Urinary  alkalmizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion.  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction.  □ Pregnancy  Category  D.  See  WARNINGS  Section,  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers.  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis.  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn.  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects.  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin.  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes,  e g.  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus.  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted  O Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease.  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction.  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism  tinnitus,  vertigo,  headache,  confusion,  drowsines.  sweating,  hyperventilation,  vomiting  or  diarrhea.  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160"  mg/dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  7.1  may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants,  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old.  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate.  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ("A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal.)  □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  of  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  protile  ot  the 
drug.  □ It  is  recommended  that  Zorprin  be  taken  with  sufticient  quantities  of  fluids  (8  oz  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day.  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream,  Zorprin  tablets  may  be  taken  as  a b i d.  dose.  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient’s  response  and  needs.  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin,  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment.  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  for  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain,  white  capsule-shaped  tablets  □ Bottles  of  100  Tablets  - NDC  0524-0057-01.  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  □ U S Patent  No  4,308,251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS,  INC.,  Shreveport,  Louisiana  71106  U.S.A. 
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Pioneers  in  medicine  for  the  family 


Boots  Pharmaceuticals.  Inc. 

6540 LINE  AYENl'E  l?0  BOX (J750 
SHREVEPORT.  LOI  ISIANA  7ll(M»-H989 


Quality  And 
Dependability 
For  More  Than 
3 Generations. 

New  and  used  equipment 
Supplies  and  accessories 
Service 


Call  today  to  find  out  about  our  monthly  specials 


DAVENPORT 


■RAY  CO.,  INC. 


2770  W.  Commerce 
Dallas,  Texas  75222 
214/631-8469 
Metro  263-0048 


7332  Rampart 
Houston,  Texas  77081 
713/772-8949 


FAMILY  PRACTICE/OB-GYN/GEN.  SURG. 

Seeking  a third  physician  to  join  a well  established  and 
rapidly  expanding  general  practice  in  San  Antonio,  Texas 
Our  facility  is  a total  health  care  center  with  laboratory, 
x-ray,  stress  testing,  and  Holter  monitoring  services 
already  established.  I will  offer  unlimited  opportunity  and 
will  encourage  development  of  individual  talents  and  in- 
terests. Texas  license  in  specialty  area  preferred.  Please 
send  curriculum  vitae,  references,  and  current  photo- 
graph. Direct  inquiries  to. 

M.  Sewell 

7115  Blanco  Rd.,  Suite  114-80 
San  Antonio,  Texas  78216 
512-342-7442 


Texas  Department  ol  Public  Safety 


DOCTOR,  MAY  I HAVE  A MOMENT? 

Since  July,  1980,  more  than  600  physicians,  nationwide,  have  chosen  to  serve  their 
country  part-time  as  physicians  and  commissioned  officers  in  the  Army  Reserve  Medical 
Corps.  Each  understands  that  time  investment  is  flexible  and  is  dependent  on  how 
active  he/she  wants  to  be.  Many  benefits,  including  a non-contributory  retirement  annu- 
ity, $35,000  life  insurance  policy  and  funded  continuing  medical  education  programs, 
like  professional  shortcourses,  conventions,  seminars,  symposia,  (whether  civilian  or 
military  sponsored)  are  available.  The  Army  will  pay  for  your  transportation,  quarters, 
subsistence,  registration  fee,  plus  salary.  If  you  have  prior  military  service,  you  have  a 
sizable  retirement  investment  already  started,  and  by  accepting  a commission  you  incur 
no  further  obligation.  It  doesn’t  cost  anything  to  inquire,  and  there  are  no  obligations. 

Call  now:  Captain  Allen  (512)  221-5829  San  Antonio,  TX 
Major  Franklin  (713)  229-2744  Houston,  TX 
Major  Whitwell  (214)  669-9285  Dallas,  TX 
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All  Bankers  make 
housecalls.  Some  have  more 
in  their  little  black  bags 
than  others. 


Municipal  Portfolio  Reuters  Financial 

Bonds  Analysis  Neus  Service 


Investment 

Counseling 


Medical  Lending 
Specialists 


Money  Management / 
Trust  Services 


and  Bonds 


Payroll 

Management 


Precious 

Metals 


Financial  Planning 
Seminars 


Tax  Shelter 
Counseling 


IRA/ KEOGH 


Contact:  Bob  Combs,  President  713/790-1976 

: jsiMed  Center  Bank 

6631  South  Main  Houston,  Texas  (713)  790-1976  Member  FDIC 


A concept  in  banking  to  which 
it  is  easy  to  become  accustomed. 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  <&  Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut.  Houston  77074;  713  988-7558 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD.  FACA,  FAACIA.  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy.  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin.  Mb.  Allergy-Immunology 


2530  Morgan.  Corpus  Christi.  Texas;  882-3487 


CHARLES  A.  RUSH.  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA.  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston.  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  & Psychological 
Testing 

Behavioral  Analysis 


JAMES  A.  AYERS,  MD 
FAACIA.  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGOVERN  ALLERGY  CLINIC 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern.  MD  CONSULTANTS 

DIRECTOR-CONSULTANT  Evan  M Hersh,  MD 

IMMUNOLOGY 


Theodore  I.  Haywood.  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith.  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez.  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg.  MD.  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn.  MS 
Glenna  M.  Kyle.  PhD 


James  A.  Knight.  MD 
PSYCHIATRY 


R.  John  Prevost,  MS 
AIR  POLLUTION 


Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs.  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas,  Texas  75230 
214  661-7770 

CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade.  MD.  FACC,  FACP 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley.  MD 
Charles  S.  Wnite.  III.  MD 


INTERNAL  MEDICINE 
Larry  Dossey.  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes.  MD 
Joe  H.  Sample,  Jr..  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology.  Gastroenterology.  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck.  Clinic  Coordinator 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


2045  Space  Park  Drive,  Houston,  Texas  77058 
Telephone  713  333-9323 


RICHARD  A.  LIPTAK,  MD,  FAAP.  FACA.  FAACIA 
Pediatric  and  Adult  Allergy 


1107  Doctors  Drive,  Tyler,  Texas  75701 
214  593-9447 


FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  436,  Fort  Worth  76109 
817  731-7222 
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MALONE  AND  HOGAN  CLINIC 
1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-63G1 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 

I.  W.  Tipton,  MD 

GENERAL  AND 
VASCULAR  SURGERY 

J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 
Donald  E.  Crockett,  Jr.,  MD,  ABS 

FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 


INTERNAL  MEDICINE 

W.  A.  Riley.  MD,  Rheumatology 

R.  S.  Grilfin,  MD,  FACP 

V.  T.  Smith.  MD,  FACP 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD.  FACP.  Nephrology 
Gordon  R.  Golden,  MD,  ABIM 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
I.  W.  Kuykendall.  MD 

PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
I.  M.  Woodall.  MD 
Bernard  Zilberg.  MD,  FRCP, 
DABP 


CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD,  MACR 

PATHOLOGY 

Robert  R.  Rember,  MD,  FACP 
UROLOGY 

J.  W.  Cowan,  MD,  ABU,  FACS 
Rudy  I.  Haddad.  MD 

ORTHOPEDICS 

R.  K.  Reddy.  MD,  FRCS 

ANESTHESIOLOGY 
N.  K.  Reddy,  MD,  DA 

PODIATRY 

Bradford  Glass,  DPM,  DABPS 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 

M.  L.  Proler,  MD 

ADMINISTRATION 
Richard  F.  Lehigh.  Administrator 
Howard  L.  Mott.  Assistant 
Administrator 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319.  7777  Forest  Lane.  Dallas.  Texas  75230; 
Telephone  214  661-7757 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 


SLEEP  DISORDERS  CENTER 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350,  Houston,  Texas  77055 

713  973-NITE 


Todd  J.  Swick,  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

lack  D.  Van  Campen,  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan,  MD 

Cardiology 

Irvin  I.  Saron.  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  240,  Houston,  Texas  77055 

713  973-3400 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/ families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 


Jelfrey  Brown,  MD,  Director-Endocrinologist 

Ilene  Kreuser,  RN,  CPNP,  Program  Coordinator/Educator 


Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

fames  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  ‘‘Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antonio.  Texas  78205;  telephone  512  222-8651,  512  222-2001 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 


Skin  Diseases — Skin  Tumors 
Hair  Transplantation,  Dermabrasion 
Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 
Dallas,  Texas  75230;  telephone  214-788-0088 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld.  MD,  FACP 
Richard  Sachson.  MD.  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff.  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive.  Dallas,  Texas  75231;  214  363-5535 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomat©,  American  Board  of  Internal  Medicine 
and  Endocrinology/Metabolism 


Hand  Surgery 


3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208,  Dallas,  Texas  75208; 

214  948-8664 


JAIME  H.  CASTRO,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue,  Fort  Worth,  Texas  76106;  817  625-6253 
7505  Glenview  Drive,  Fort  Worth,  Texas  76118;  817  625-6254 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450, 

Dallas.  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA.  MD.  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

801-803  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING.  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS.  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas.  Texas  75246;  Office  214  823-9440 


Hypnosis 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypnotherapy  6 Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 


Nephrology 


General  Surgery 


DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS 
B.  Ward  Lane,  MD,  FACS 
John  W.  Winter,  MD,  FACS 
Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  <£  Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  <S  Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


Neurological  Surgery 


JACK  STERN,  MD,  FACS 

TMA  Physician  Placement  Service  GARY  C.  HUTCHISON,  MD.  F ACS 

THOMAS  R.  BOULTER,  MD.  FACS 

. . . Another  service  of  your  association  Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas,  Texas  75231;  363-8524 
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DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders,  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 


HERBERT  C.  ALLEN,  JR.  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomats  American  Board  of  Nuclear  Medicine 


Oncology 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg..  Suite  905. 

Dallas.  Texas  75231;  214  369-7596 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joe  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomats  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood.  Suite  120.  Houston.  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211.  Houston.  TX  77074;  713  270-1188 


Ophthalmology 


DRS.  CHERRY,  LONG  <S  SCOTT 

NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 
R.  Gordon  Long.  MD.  DABNS.  FACS 
Bennie  B.  Scott,  MD.  DABNS.  FACS 
John  V.  Coon.  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza— 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston. 
Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo.  MD.  FACS 
Malcolm  L.  Mazow.  MD.  FACS 
Robert  H.  Stewart.  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier.  MD,  FACS 
Michael  A.  Bloome,  MD.  FACS 
Paul  C.  Salmonsen,  MD.  FACS 
Richard  L.  Kimbrough.  MD.  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia.  MD 
Jack  T.  Holladay.  MD 
Sylvan  Brandon,  MD,  FACS.  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis.  MD 
R.  Wayne  Bowman.  MD 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder.  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


JACK  E.  McCALLUM,  MD.  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON.  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper.  Fort  Worth,  Texas  76104;  817  336-1300 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts.  MD 

7777  Southwest  Freeway.  St.  916.  Houston,  Texas  77074;  713  777-7145 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

G411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401.  730  N.  Main. 
San  Antonio.  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH.  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUST  AT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 
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TEXAS  MEDICINE 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Gary  Mason,  MD 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 

Henry  C.  McDonald.  Jr,  MD 

Fred  W.  Sanders,  MD 

7777  Southwest  Freeway,  St.  934.  Houston,  Texas  77074; 

Telephone  713  988-2020 

James  M.  Beckley,  MD 

Joseph  H.  Gaines,  MD 

Steven  J.  Mackey,  MD,  PA 

RAND  SPENCER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

F.  Carlton  Hodges,  MD 

J.  Price  Brock,  Jr,  MD 

Mervyn  B.  Fouse.  MD 

John  H.  Judd,  Jr.,  MD 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  ol  Orthopedic  Surgery 

1133  N.  19th  St„  Abilene.  Texas  79601 

RETINA-VITREOUS  ASSOCIATES 

HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD 

Lee  C.  Detenbeck.  MD 

Thomas  S.  Padgett,  MD 

John  I.  DeBender.  MD 

Limited  to  Retina  and  Vitreous 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200. 

Houston.  Texas  77027;  713  622-5100  and 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

Parkway  Towers  Professional  Building.  Suite  202, 

150  West  Parker  Road,  Houston.  Texas  77076;  713  691-3905 

BELLAIRE  EYE  ASSOCIATES 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Warren  D.  Cross,  MD 

Royce  C.  Lewis,  fr,  MD 

Kenneth  C.  Scholz.  DDS.  MD.  PA 

6802  Mapleridge,  Bellaire,  Texas  77401 

Telephone  713  666-4224 

John  Paul  Theo,  MD.  PA 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 

HAROLD  GRANEK,  MD 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  332-6200 

H.  W.  Bendel.  Jr,  MD 

E.  E.  Rising.  Jr,  MD,  Emphasis  on  Hand  Surgery 

C.  Poindexter.  MD 

C.  R.  Vavrin.  MD.  Emphasis  on  Sports  Medicine 

Diplomates  American  Board  oi  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 

EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 

San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 

Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley.  MD 

Dan  R.  Sutherland.  MD  R.  Dan  Loyd  MD 

John  B.  Gunn.  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas.  Texas  75246;  214  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 

RETINA  CONSULTANTS,  PA 

HOUSTON  ORTHOPEDIC  CLINIC 

Lee  S.  Anderson,  MD 

H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 

817  332-1782 

Joseph  Barnhart,  MD 

H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 

Telephone  713  526-6262 

SOUTHWEST  RETINA  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 

Sierra  Towers,  Suite  3800,  1700  Curie 

El  Paso,  Texas  79902;  915  532-3912 

Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 

Orthopedic  Surgery 

ANGELO  L.  OTERO,  MD.  AAOS,  FACS 

A Professional  Association 

H.  H.  Beckering,  MD 

L.  Ray  Lawson,  MD 

George  Truett  James,  MD 

Robert  D.  Vandermeer,  MD 

Wynne  M.  Snoots,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

Orthopedic  Surgery,  Arthroscopy, 

Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 

Fort  Worth.  Texas  76104;  817  336-3906 

Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 

Telephone  806  797-9119 
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DILIP  K.  PAL.  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3702  20th  Street,  Suite  6,  Lubbock,  Texas  79410 
Telephone  806  797-9666 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  d Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRESBYTERIAN  HOSPITAL  OF  DALLAS 
Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy, 
Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison.  MD,  Director,  Physical  Medicine 
8200  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-7454 


Plastic  Surgery 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne.  Texas  76031;  817  641-2245 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400.  Houston.  Texas  77030;  713  795-5930 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Complete  Anatomical  & Clinical 
Laboratory  Pathology 


Wilson  G.  Brown,  MD 
S.  Joseph  Skinner,  MD 
Robert  H.  McNeely,  MD 
Elaine  V.  Shalek,  MD 
Edward  T.  Kott,  MD 
Jack  S.  Garland,  MD 
John  R.  Thomas,  MD 


Enrique  vanSanten,  MD 
R.  Dudley  Koy,  MD 
Humberto  A.  Lara,  MD 
Gerard  W.  del  Junco,  Jr.,  MD 
William  M.  Olson,  MD 
Gary  L.  Hollingsworth,  MD 
Joe  G.  Ford,  MD 


220  Park  Plaza  Professional  Building 
1213  Hermann  Dr.,  Houston.  Texas  77004  (713)  527-5230 

165  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77030  (713)  527-5234 

•7onn*r*aza  Pe*  ^ro  Professional  Building 

/8U0  Fannin,  Houston.  Texas  77054  (713)  527-5384 

Mailing  containers  and  pickups  in  Houston  area  provided  on  request 

TMr*’  WILKENEELi),  MD'  MEDICAL  LABORATORIES 

lliCt 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
ThatlV®  Cytology  and  Dermatopathology 

MaiHnc^Coi^ainer^on  Re^ues°— Offilfe^Pickup^Sorvice 


££Sttn  pathology  associates 

MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 


A.  Q.  Da  Silva,  MD 
Donald  A.  Parsons,  MD 
William  J.  Reitmeyer,  MD 


Paul  A.  LeBourgeois,  MD 
Phillip  C.  Collins,  MD 
David  R.  Ralph.  MD 


RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana.  DDS.  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Houston.  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  <&  Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg..  800  Eighth  Avenue.  Fort  Worth.  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 


1001  W.  Rosedale.  P.O.  Box  2476,  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608.  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


Office  Pickup  Service  in  Austin  Area 


7711  Louis  Pasteur  Drive.  Suite  801.  San  Antonio.  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 

GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 


P.O.  Box  58,  Gonzales.  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy. 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

613  Elizabeth.  Suite  401.  Corpus  Christi,  Texas  78404;  882-4566 


TMA  Forum  on  Medical  Issues 

. . . Another  service  ol  your  association 
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PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <£  Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <£  Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-0964 


STEPHEN  C.  LESAUVAGE.  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

82S  Medical  Drive,  Tyler,  Texas  75705;  214  593-829G 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


JOSEPH  P.  FLEMING,  MD,  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645.  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomats  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420. 

Houston.  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald.  Jr..  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child.  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin.  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton.  III.  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol.  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup.  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton.  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard.  Suite  620,  Galveston.  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th.  Suite  C-4.  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker.  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove.  MD 
William  R.  Lynch.  MD 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos.  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway.  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  2411,  Dallas.  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 

Dallas,  Texas  75211;  214  296-6241  PsychlCltrY  <5c  N©UrologY 


Jerry  M.  Lewis.  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen.  MD 
James  K.  Peden.  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard.  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg.  MD 


John  G.  Looney.  MD 
Kathleen  B.  Erdman.  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky.  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton.  MD 
William  W.  Estabrook.  III.  MD 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Bird. 

Dallas,  Texas  75235;  214  688-0344 


Pulmonary  Diseases 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Bird.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas.  Texas 
Telephone  381-7181 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


John  R.  Burk.  MD.  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD.  FCCP  V/.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb.  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

800  Fifth  Avenue.  Suite  504,  Fort  Worth,  Texas  76104;  817  332-7273 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington.  Texas  76012; 

817  461-0201  (Metro) 


Volume  80  February  1984 


81 


RESPIRATORY  CARE  CENTER 

SAM  HOUSTON  MEMORIAL  HOSPITAL 

1624  Pech,  Houston,  Texas  77055;  Telephone  713  932-5601 

Comprehensive  Respiratory  Diagnosis,  Treatment 
and  Rehabilitation  Program. 

Jack  Van  Campen,  MD,  Medical  Director 
Gail  Odom,  RN.  Respiratory  Care  Coordinator 


SUSHIL  M.  SETHI.  MD.  FRCS  (C) 

Diplomate  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery 

1400  South  Main.  Suite  409.  Fort  Worth,  Texas  76104 
Phone:  817  334-0623;  Answered  24  hours. 


Radiology  Urology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston.  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT.  JR.  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST.  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere.  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdori,  MD 
Ira  N.  Hollander,  MD 

Box  11340.  1415  Pennsylvania  Ave..  Fort  Worth.  Texas  76109 
817  336-5711 


Rheumatology 


DON  E.  CHEATUM.  MD.  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Howard  C.  Coggeshall.  Sr,  MD,  FACP 
William  H.  Schindel.  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill.  Suite  608.  Dallas.  Texas  75231 
Telephone  214  363-3545 


Thoracic  Surgery 


EUGENE  R.  TODD.  MD.  PA 

Diplomate  oi  the  American  Board  oi  Urology 
Fellow  oi  the  American  College  oi  Surgeons 
Fellow  oi  the  Society  ior  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue.  Baylor  Medical  Center  Plasa. 
Wadley  Tower,  Suite  755.  Dallas.  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD.  PA 

Donald  ].  Logan,  MD,  PA 

Donald  L.  McKay.  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  oi  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  230.  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L MULCHIN.  MD.  FACS 

Diplomate  oi  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway.  Suite  207,  Proiessional  Plaza  3.  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano.  Texas  75075;  214  867-3928 


ALLAN  L.  GRAHAM,  MD.  FACS 
KARAMAT  U.  CHOUDHRY.  MD.  FACS 
ROBERT  W.  MILEY.  MD.  FACS 

Diplomates  American  Board  oi  Surgery  and  Board  oi  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams.  Fort  Worth.  Texas  76104:  332-7878 


KIRBY  B.  TARRY.  MD,  FACS 

Diplomate.  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois.  Midland,  Texas  79701 
915  687-4553 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS.  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower.  3600  Gaston  Avenue. 
Suite  404.  DaUas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK.  MD.  PA,  FACS 

Diplomate  American  Board  oi  Surgery  and 
American  Board  oi  Thoracic  Surgery 

Cardiac,  Vascular  <S  Thoracic  Surgery 

830  Eighth  Avenue,  Suite  432.  Fort  Worth.  Texas  76104 
817  336-1700 


Representing  the  Profession 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1633  Mernmac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


GENERAL  SURGEON  AND  OB/GYN  for  eight  member  multi-specialty 
group.  Located  in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island 
beach,  several  colleges  and  a major  medical  center.  Salary  negotiable 
first  year.  Partnership  second  year  if  mutually  desirable.  Excellent 
benefits.  Contact  San  Benito  Medical  Association,  P.O.  Drawer  642,  San 
Benito,  Texas  78586;  512  399-2443. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


INTERNAL  MEDICINE.  University  trained,  board  eligible  or  certified, 
to  join  three  gynecologists  in  an  attractive  Women's  Clinic  in  South 
Texas.  Community  of  35,000+  located  45  miles  from  metropolitan  area, 
excellent  climate,  excellent  schools,  four  year  university,  varied  in- 
dustry. Salary  and  benefits  commensurate  with  qualifications  and  ex- 
perience. Send  CV  with  references  to  Ad-281,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  8701. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid. 
Call  713  861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77248. 


INTERNISTS,  PEDIATRICIANS,  GENERAL  SURGERY,  FAMILY  PRAC- 
TICE. Group  or  solo.  New  medical  office  building  to  be  constructed 
adjacent  to  the  hospital.  Practice  opportunities  in  a multispecialty 
group  with  salary  guarantee  and  excellent  fringe  benefits  or  will 
assist  in  starting  solo  practice.  Contact  Bruce  Dyer,  Administrator, 
Haltom  General  Hospial,  2919  Markum  Drive,  Fort  Worth,  Texas  76117; 
817  831-0311. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS — We  need  a director  of  emergency  medicine  and  phy- 
sicians in  EM,  Ob-Gyn,  orthopedic  surgery,  pediatrics,  neurology,  IM, 
and  Ind.  Med.  BC/BE  required.  Call  Marilyn  Blaker,  713  789-1550, 
MEDEX,  5805  Richmond,  Houston,  Texas  77057.  From  outside  Texas 
call  800-231-7578. 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  5959  West- 
heimer,  Suite  235,  Houston,  Texas  77057;  713  978-5028,  24  hours. 


FAMILY  PRACTICE:  Established,  successful  family  practice  opportunity 
for  a family  practitioner  or  internist  in  Garland,  Texas.  Excellent  pro- 
fessional and  economic  growth  potential  with  partnership  opportunity. 
Texas  license  required.  Respond  with  CV  to:  Linda  Gouger,  EMSA, 
8200  West  Sunrise  Blvd.,  Building  C,  Plantation,  Florida  33322;  or  call 
305  472-6922. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


FAMILY  PRACTICE  PHYSICIAN  to  join  multi-specialty  group  in  Dallas 
area.  For  more  information  call  Medical  Advisory  Group,  Inc.,  214 
758-9939. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians.  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Excellent  working  conditions.  Fee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED— Progressive  community  in 
Central  Texas,  30  bed  hospital,  easy  access  to  metro  areas,  seeking 
family  physician.  Guaranteed  income  and  free  clinic  space  for  one 
year,  nurse  and  office  receptionist  for  6 months.  Great  potential  for 
expanding  practice.  Total  community  support.  Excellent  schools, 
churches  and  recreational  areas,  lower  cost  of  living,  no  state  income 
tax,  quality  of  life — easy  and  simple.  Contact:  Administrator,  Hubbard 
Hospital,  P.O.  Box  308,  Hubbard,  Texas  76648;  817  576-2551. 


EMERGENCY  DEPARTMENT/HEAD  PHYSICIAN  NEEDED— location  Dal- 
las. Contact  Sharon,  Medical  Advisory  Group,  Inc.,  Longview,  Texas; 
call  214  758-9939. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


OBSTETRICIAN  GYNECOLOGIST — University  trained,  board  eligible  or 
certified  to  join  three  gynecologists  in  an  attractive  women's  clinic  in 
South  Texas.  Community  of  35,000+  located  45  miles  from  metropolitan 
area,  excellent  climate,  excellent  schools,  lour  year  university,  varied 
industry.  Salary  and  benefits  commensurate  with  qualifications  and 
experience.  Send  CV  with  references  to  Ad-402,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


URGENTLY  REQUIRE  FAMILY  PHYSICIAN  to  take  over  busy  practice 
from  retiring  physician  in  a group  setting.  Located  in  prosperous  small 
town  30  miles  from  central  Dallas.  Physician  good-will  available.  Con- 
tact: David  Ellis,  MD,  101  N.  Houston  Street,  Kaufman,  Texas  75142; 
214  932-2141. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


TIRED  OF  BIG  CITY  PRACTICE?  Move  to  Ranger,  Texas  where  oppor- 
tunities are  good  for  a family  practice  physicians.  Call  collect:  1-817- 
647-1182. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Group,  Inc.,  5959  West- 
heimer,  Suite  235,  Houston,  Texas  77057;  713  978-5028. 


INTERNIST  (internal  medicine  alone  or  any  subspecialty  except  cardi- 
ology.) I am  seeking  an  internist  to  join  me  in  the  near  future  in  my 
practice  in  San  Angelo,  Texas.  Office  space  available.  Salary  negoti- 
able. Very  busy  practice,  f am  on  the  staff  of  the  three  (3)  hospitals. 
Community  of  75,000  with  drawing  area  greater  than  100,000.  Lots  of 
freedom.  Good  call  system.  Contact  Welby  Cox,  MD,  2030  Pulliam, 
No.  12,  San  Angelo,  Texas  76905.  Telephone  915  653-6804. 


PSYCHIATRIST — board  certified  or  board  eligible  staff  psychiatrist  to 
participate  in  services  provided  by  a progressive,  JCAFt  accredited 
community  mental  health/mental  retardation  center  in  Lufkin,  Texas. 
Salary  and  benefits  highly  competitive,  beautiful  East  Texas,  non- 
urban,  favorable  cost  of  living,  numerous  recreational  opportunities. 
Please  respond  to  Deep  East  Texas  Regional  MHMR  Services,  4101 
S.  Medford  Dr.,  Lufkin,  Texas  75901;  telephone  409  639-1141. 


PEDIATRICIAN — URGENTLY  NEEDED  for  20  year  plus  practice  in  Dallas- 
Fort  Worth  metroplex.  Intact  office  records,  equipment.  Reasonable 
lease.  Population  75,000.  Full  or  part-time.  Near  medical  school,  hospi- 
tals. Will  establish.  Terms.  James  R.  Phillips,  MD,  308  N.  W.  2nd,  Grand 
Prairie,  Texas  75050;  214  641-1286  or  264-1861. 


TEXAS,  HOUSTON:  Full  and  part-time  positions  immediately  available 
for  experienced  career  EPs  in  moderate  to  high  volume  suburban  EDs 
with  excellent  growth  potential.  Independent  contractor  status  with  an 
hourly  rate  or  percentage  of  net  receipts  is  available,  depending  upon 
qualifications.  Please  respond  to  Emergicare  Associates,  PA,  4305 
Westheimer,  Houston,  Texas  77027;  713  960-0377. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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SAN  ANTONIO:  Family  practice/emergency  medicine.  Immediate 
opening  in  minor  emergency  center  operating  14  hours  per  day.  Salary 
and  fringes  negotiable.  Contact  Robert  W.  Kottmann,  MD,  b311  bay 
Meadows,  San  Antonio,  Texas  78224;  phone  512  661-4891. 


ORTHOPEDIC  SURGEON,  SAN  ANTONIO,  TEXAS— Board  certified  or 
eligible  orthopedic  surgeon  needed  to  join  established  orthopedic 
surgery  group  practice  in  San  Antonio,  Texas.  Contact  Ad-425,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN — Board  certified  or  eligible,  to  join  three  man 
clinic  in  Burkburnett,  Texas,  population  15,000.  Immediately  adjacent  to 
Wichita  Falls.  Open  staff  hospitals,  a diversified  economic  base. 
Primarily  internal  medicine  and  pediatrics.  OB  and  surgery  optional. 
501  East  3rd  Street,  Burkburnett,  lexas  76354;  817  569-3351. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


FULL  AND  PART-TIME  ENERGETIC  PHYSICIANS  NEEDED  for  expand- 
ing FEC  group.  Experience  with  GP  and  ER  preferred.  Excellent  pro- 
spects and  remuneration.  Reply  to  Director,  Medical  Center,  1520 
Willowbrook  Mall,  F.M.  1960  West,  Houston,  Texas  77070;  713  469-0391. 


DALLAS — GENERAL  PHYSICIAN  to  be  the  Director  of  Admissions  and 
coordinate  medical  evaluations  for  all  admissions  to  800-bed  mental 
hospital  located  approximately  30  minutes  east  of  Dallas.  Many  com- 
mute while  others  live  in  or  around  Terrell,  Texas  (pop.  14,000)  and 
enjoy  the  best  of  both  worlds.  Contact  the  Personnel  Office,  Terrell 
State  Hospital,  P.O.  Box  70,  Terrell,  Texas  75160,  214  563-6452.  An 
EEO/AAP  employer. 


DALLAS— PSYCHIATRIST  POSITION  ($55,700  annual  salary)  at  800-bed 
mental  hospital  located  approximately  30  minutes  east  of  Dallas.  Many 
commute  while  others  live  in  or  around  Terrell,  Texas  (pop.  14,000)  and 
enjoy  the  best  of  both  worlds.  Contact  the  Personnel  Office,  Terrell 
State  Hospital,  P.O.  Box  70,  Terrell,  Texas  75160,  214  563-6452.  An 
EEO/AAP  employer. 


PEDIATRICS— REAL  OPPORTUNITY  AVAILABLE  in  Abilene  starting  July 
1984.  Good  family  and  recreational  environment.  Very  busy  practice  in 
group  with  two  other  pediatricians.  Call  915  695-1080. 


ANESTHESIOLOGIST:  Beeville  Memorial  Hospital  is  in  need  of  chief  of 
anesthesiology.  Board  certified  and  interested  in  an  excellent  practice 
opportunity  in  a progressive  community.  Contact  V.  L.  Small,  President, 
512  358-5431. 


UROLOGIST  NEEDED — WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


PEDIATRICIAN,  board  eligible  or  certified,  Texas  license,  for  multi- 
specialty, out-patient  clinic  and  satellites.  Excellent  benefits,  salary 
negotiable.  Needed  immediately.  Contact  Robert  A.  Payne,  Executive 
Director,  Kelsey-Seybold  Clinic,  PA,  6624  Fannin,  Houston,  Texas  77030. 
713  797-1551.  EOE. 


EMERGENCY  PHYSICIANS:  Join  our  growing,  progressive  medical 
community.  Competitive  salaries  and  flexible  scheduling  available  in 
this  southeast  Texas  hospital  located  in  pine-covered  rolling  hills  one 
hour  north  of  Houston.  Send  CV  or  call  Ralph  Beaty,  Administrator, 
Huntsville  Memorial  Hospital,  3000  Interstate  45,  Huntsville,  Texas  77340, 
phone  409  291-3411. 


PHYSICIAN  WITH  TEXAS  LICENSE  NEEDED  to  practice  general  medi- 
cine at  Student  Health  Center.  Forty  hour  week,  Monday-Friday. 
Minimal  call  duty,  Fringe  benefits.  Contact  Sheila  Meyer,  Admini- 
strator, North  Texas  State  University  Health  Center,  P.O.  Box  5158, 
Denton,  Texas  76203.  817  565-2331.  Equal  opportunity/affirmative  action 
employer. 


GP  WITH  INTEREST  IN  SURGERY.  Relocate  in  quiet,  agricultural  region 
with  year  around  hunting  and  fishing.  Hospital  offers  ER,  OB,  surgery. 
Full  lab  and  x-ray  facilities.  Ideal  for  starting  first  practice.  Three 
large  medical  centers  within  100  mile  radius.  Please  reply  to  Ad-430, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS,  VICTORIA,  emergency  department  director  and  staff  positions 
for  new  hospital  medical  center  to  open  April  1.  This  progressive  city 
of  75,000,  25  miles  from  the  Gulf  Coast  offers  opportunities  that  include 
hunting,  fresh  and  salt  water  fishing,  boating,  water  skiing,  etc.  Must 
have  two  years  experience  in  ER  work  or  be  board  eligible  or  certified 
in  family  practice,  surgery  or  internal  medicine.  Excellent  pay.  For 
details  contact:  Chuck  Arnecke,  Emergency  Physicians  Associates,  604 
Richmond  Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


WANTED:  PHYSICIAN  in  rural  community,  East  Texas  with  unfurnished 
clinic  for  solo  practice  immediately.  Desire  general  practice/family 
practice.  Good  schools,  churches  and  recreational  area.  Please  reply  to 
Matilda  Young,  Box  140,  Wells,  Texas  75976;  409  867-4171  or  C.  W. 
Williams,  Mayor,  Wells,  Texas  75976;  409  867-4461  after  5 and  weekends. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


FAMILY  PRACTITIONER  WANTED — Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


PHYSICIAN  WANTED  IMMEDIATELY — full  or  part-time,  Monday  through 
Friday.  Katy  area  of  Houston.  Please  call  713  530-4057. 


HEMATOLOGIST-ONCOLOGIST  sought  to  join  two  other  Heme-One 
specialists  in  busy  practice  in  Texas  Gulf  Coast  area.  Excellent  reim- 
bursement, enjoyable  lifestyle.  Send  CV  to  Ad-437,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ACADEMIC  PSYCHIATRISTS:  Combine  clinical  research  and  educa- 
tional activities  in  a university  department  in  the  Sunbelt.  Various 
positions  available;  rank  dependent  on  experience.  Call  collect  409 
761-3901  or  send  CV  to  Raphael  Good,  MD,  Department  of  Psychiatry 
The  University  of  Texas  Medical  Branch,  Galveston,  Texas  77550.  EO/ 


FAMILY  PRACTITIONER  to  assume  established  office  practice.  Call 
schedule  may  be  shared,  if  desired.  Laboratory  and  x-ray.  Unlimited 
opportunity.  San  Antonio,  Texas.  Please  reply  to  Ad-434,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS:  We  are  looking  for  both  an  emergency  medicine  physician 
from  an  approved  emergency  resident  program  and  a general  surgeon 
that  is  board  certified  or  eligible.  You  will  have  the  opportunity  to 
combine  emergency  department  work  with  participation  in  trauma 
management  and  ICU  supervision.  We  have  a new  300-bed  university- 
affiliated  hospital  that  is  the  designated  regional  trauma  center  ser- 
ing  a 660,000  population  catchment  area.  Excellent  compensation  in- 
cluding malpractice  insurance.  For  more  information  contact:  W Gill 
MD,  P.O.  Box  1110,  Amarillo,  Texas  79175;  806  378-4652. 


RADIOLOGIST  NEEDED:  Position  open  immediately.  Board  certified. 
General  radiology  to  include  CAT  Scan,  ultrasound,  nuclear  medicine, 
arteriography,  and  interventional  radiology  required.  Texas  license. 
Acute  care  Hospital  and  private  office  practice.  Houston,  Texas.  Please 
reply  to  Ad-438,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Hous- 
ton, Texas  to  provide  medical  services  to  patients  including  minor 
orthopedic  problems,  emergency  medicine,  pedi,  ob/gyn,  minor  sur- 
gery, and  geriatrics.  Comprehensive  medical  service  for  members  of 
family  on  continuing  basis.  Examine  patients;  elicit  and  record  in- 
formation about  patients'  health;  order  or  execute  various  tests  and 
x-rays  on  patients'  condition.  Analyze,  report  and  diagnose  condition; 
administer  treatments  and  medications.  Vaccinate  patients  to  immu- 
nize them  from  communicative  disease.  Refer  patients  to  specialists 
when  necessary.  Must  have  three  months'  experience  in  family  prac- 
tice. Salary  $40,000  per  year;  40  hours  per  week.  Apply  at  the  Texas 
Employment  Commission,  Houston,  Texas  or  send  resume  to  Texas 
Employment  Commission,  TEC  Building,  Austin,  Texas  78778,  J.O. 
#2511239.  Ad  paid  for  by  an  equal  employment  opportunity  employer. 


NEUROSURGEON  NEEDED  to  work  for  another  physician  in  McAllen, 
Texas  to  perform  surgery  to  correct  deformities,  repair  injuries,  prevent 
diseases  and  improve  functions  in  nerves  and  nervous  systems  of 
patients  using  microscope,  miscroscissors,  microsutures,  microneedles 
and  variety  of  other  instruments  ordinarily  used  in  neurosurgery  and 
employing  established  surgical  techniques  appropriate  for  specific 
procedures.  Must  be  eligible  for  Texas  medical  license  and  be  board 
eligible;  must  have  one  year's  experience  in  neurosurgery.  Salary 
$60,000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  McAllen,  Texas  or  send  resume  to  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.  O.  #3223013.  Ad 
paid  for  by  an  equal  employment  opportunity  employer. 


NEEDED — Aggressive,  board  certified  family  practitioner  to  join  and 
eventually  take  over  large  family  practice  in  rapidly  growing  area  of 
northeast  Texas.  New,  excellently  equipped  hospital.  Excellent  oppor- 
tunity in  general  medicine,  surgery,  obstetrics.  Open  immediately. 
James  E.  Ball,  MD,  FP,  PA,  1114  N.  Jefferson,  Mt.  Pleasant,  Texas 
75455. 


PHYSICIAN  WANTED:  Free  standing  family  practice/minor  emergency 
clinic.  Part  time  or  partnership  option.  Send  curriculum  vitae  or  con- 
tact Carolyn  Coker  Ross,  MD,  105  W.  26th  Street,  Bryan,  Texas  77801, 
409  775-7492. 


MEDICAL  DIRECTOR  for  community  ambulatory  care  clinic  in  south 
Texas.  Board  certified  in  primary  care  area  preferred,  with  experience 
in  clinic  management  and  public  health  issue.  Would  prefer  individual 
with  thoughts  of  settling  into  area  near  Gulf  of  Mexico  with  lovely 
winters  and  sincere  people.  Send  inquiries  and/or  CV  to:  John  P. 
Schaaf,  Executive  Director,  Brownsville  Community  Health  Clinic, 
2137  E,  22nd  Street,  Brownsville,  Texas  78520;  512  542-4331. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Kings- 
ville, Texas  to  provide  medical  services  to  patients  including  pedia- 
trics, ob/gyn,  minor  surgery,  and  geriatrics.  Comprehensive  medical 
services  for  members  of  family  on  continuing  basis.  Examine  patients; 
elicit  and  record  information  about  patients'  health;  order  or  execute 
various  tests  and  x-rays  on  patients'  condition.  Analyze,  report  and 
diagnose  condition;  administer  treatments  and  medications.  Vaccinate 
patients  to  immunize  them  from  communicative  disease.  Refer  patients 
to  specialists  when  necessary.  Must  be  eligible  for  Texas  medical 
license.  Salary  $40,000  per  year;  40  hours  per  week.  Apply  at  the 
Texas  Employment  Commission,  Corpus  Christi,  Texas  or  send  resume 
to  Texas  Employment  Commission,  TEC  Building,  Austin,  Texas  78778, 
J.O.  #3384734,  Ad  paid  for  by  an  equal  employment  opportunity  em- 
ployer. 


ACTIVE  ORTHOPEDIC  SURGERY/REHABILITATION  CLINIC  in  Central 
Texas  seeks  physiatrist  or  physical  medicine  physician  with  Texas 
license  to  supervise  clinic  and  rehabilitation  facility.  Progressive,  full-  , 
service  facility  including  x-ray  EMG,  orthotics,  casting  and  fully 
equipped  physical  therapy  unit,  including  hydrospa.  Attractive  salary, 
incentive  and  benefits.  Partnership  potential  available.  Interested  ap- 
plicants send  CV  to  Ad-439,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


FAMILY  PRACTITIONER  AND  GENERAL  INTERNIST  for  a newly  built 
clinic  to  join  two  other  physicians.  Terms  negotiable.  Please  write 
or  call:  Southpark  Diagnostic  Center,  2020  Lindbergh,  Tyler,  Texas 
75703;  214  581-5115. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc,;  214  758-9939. 
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PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham 
lexas  77833:  409  830-0400. 


BOARD  CERTIFIED  PSYCHIATRIST  (MD  UCLA,  Canadian  internship 
and  residency)  wishes  to  relocate  to  multispecialty  group  practice  in 
Texas.  Reply  to  Eric  L.  Hansen,  MD,  PhD,  Suite  332,  5991  Spring  Garden 
Road,  Halifax,  Nova  Scotia  B3H  1Y6  Canada 


ANESTHESIOLOGIST — Board  eligible  with  15  years  anesthesia  exper- 
ience, Texas  license,  desires  to  relocate.  Experience  with  all  types 
anesthesia.  Available  within  reasonable  period  of  time.  Good  recom- 
mendations. Reply  to  Ad-426,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST — Board  certified,  American  trained,  available  for 
locum  tenens.  Temporary  coverage  lor  vacations  or  weekends  desired. 
Available  on  a daily,  weekend  (preferred)  or  weekly  basis.  Carry  own 
malpractice  insurance  and  available  on  very  short  notice,  if  necessary. 
Preler  south  Texas  but  willing  to  travel  anywhere  in  state.  CV  avail- 
able upon  request.  Please  reply  to  Ad-427,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  wants  to  relocate  in  small  town  with  extensive 
surgical  experience.  Willing  to  do  general  practice.  Want  to  be  busy. 
All  offers  considered.  Please  reply  to  AD-429,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701 


GENERAL  SURGEON,  wants  to  relocate  in  Houston  area  or  vicinity. 
Willing  to  do  some  general  medicine.  Please  reply  to  Ad-431,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST:  Board  eligible,  currently  practicing  in  Texas, 
seeking  relocation  in  Central  Texas  preferably  nearby  Austin.  Experi- 
enced in  all  subspecialties  of  anesthesiology.  Please  reply  to  Ad-432, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  AND/OR  EMERGENCY  MEDICINE  (permanent/ 
locum).  Certified  ABFP,  eligible  ABEM.  Certified  ACLS,  ATLS.  Age  49. 
Exceptional  productivity,  administrative  and  some  teaching  experience. 
Good  rapport  with  patients.  Can  join  existing  opportunity  or  set  up 
turnkey  operation  with  my  own  equipment-  Write  Ad-436,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  or  call  Dr. 
Kris  612  424-5494,  evenings,  weekends. 


REGISTERED  MEDICAL  TECHNOLOGIST  with  eight  (8)  years  experi- 
ence in  outpatient  laboratory  wishes  to  establish  or  take  over  labora- 
tory for  group  practice.  Experienced  in  all  areas  of  laboratory  work, 
i.e.,  chemistry,  hematology,  serology,  microbiology,  urinalysis,  etc. 
Willing  to  relocate.  For  more  information,  please  write:  P.O.  Box  5233, 
Arlington,  Texas  76011. 


For  Sale  or  For  Rent 


PARK  ST.  DAVID  PROFESSIONAL  BUILDING— Austin's  newest  and  finest 
medical  office  building  has  space  immediately  available.  Adjacent  to 
St.  David's  Community  Hospital,  Austin's  fastest  growing  major  hos- 
pital, Park  St.  David  represents  the  epitome  of  convenience  and  quality 
lor  the  practicing  physicians  and  staff.  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


HOUSTON — Walk  in  medium  size  general  practice.  Good  location,  low 
overhead.  Lucrative  even  at  present  pace  of  work  practice  is  kept,  far 
below  semiretirement  level.  Gross  of  six  figures  within  easy  reach 
with  regular  office  hours  and  right  person.  Financial  arrangements 
negotiable.  For  information  contact:  Mr.  M.  Martin,  c/o  201  West  Rosa- 
mond, #20,  Houston,  Texas  77076. 


LUFKIN — MEDICAL  OFFICE  CONDOS  for  sale  or  lease  with  option 
to  buy.  Located  between  this  growing  city's  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901. 


WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  fast  growth  south 
Austin  area.  Must  have  excellent  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
station.  The  latest  in  equipment.  Contact  Katherine  D.  Perkins,  MD, 
512-441-5678. 


RECONDITIONED  EQUIPMENT  FOR  SALE:  Inventory  normally  includes 
examination  tables,  treatment  cabinets,  examination  lights,  EKG's 
stimulators,  diathermies,  ultrasounds,  cardiac  monitors,  physician's 
scales,  hyfrecators,  sterilizers,  microscopes,  viewboxes,  centrifuges, 
waterbaths,  spectrophotometers,  and  much  more.  Equipment  is  guaran- 
teed. Mediquip-Scientific,  Dallas.  214  630-1660. 


RETIRING/SELLING  CLINIC  AND  EQUIPMENT.  Long  established  clinic, 
excellent  reputation.  Nice  small  town  with  well-equipped  hospital, 
near  Gulf  Coast  area  with  excellent  fishing  and  hunting.  Please  reply 
to  Ad-433,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,,  Austin,  Texas 
78701. 


ORTHOPEDIC  SURGERY:  Well  established  practice  for  sale  with  qual- 
ity reputation.  Enjoys  extra  fine  income.  3'A  days/week.  Near  hospital 
facilities.  Comfortable  city  of  30,000.  Contact  B&PA  for  more  information 
at  713  771-5011  or  9888  Bissonnet  #530,  Houston,  Texas  77036.  TMH395. 


MEDICAL  EOUIPMENT  FOR  SALE:  Lab,  x-ray,  EKG,  office  equipment, 
Visirecord  file  system,  Pitney  Bowes  copier,  2 power  tables  250  MA 
x-ray,  2 EKGs  (3  channel,  1 channel),  treadmill,  monitor,  defibrillator, 
centrifuges,  microscope,  incubator,  fibrometer,  spectrophotometer,  flame 
photometer,  audiometer,  tympanometer.  rardio^snort  Halter  Excep- 
tional value.  Please  reply  to  Ad-435,  TEXAS  MEDICINE,  1801  North 
North  Lamar  Blvd.,  Austin,  Texas  78701,  or  call  Dr.  Kris  at  612  424-5494 
evenings,  weekends. 

HOUSTON  AREA  FAMILY  PRACTICE  FOR  SALE:  Well  established, 
busy  practice  with  familv/industry  mix.  No  OB,  no  surgery.  Also  en- 
ioys  excellent  new  patient  flow.  Has  fine  equipment  and  facilities. 
Contact  B&PA  for  more  information  at  713  771-5011  or  9888  Bissonne1 
#530,  Houston,  Texas  77036.  TMH386. 


FOR  LEASE  1,000  square  feet  of  new  office  space  in  south  Arlington, 
Texas  directly  across  from  Arlington  Community  Hospital.  $1, 000/mo. 
for  a three  year  lease.  Call  817  261-7605  after  6 pm. 


FAMILY  PRACTICE  FOR  SALE  IN  HOUSTON:  Well  established  North 
Houston  practice  available.  Enjoying  excellent  net  income  with  fine 
patient  volume.  Near  hospital  lacilities.  Tremendous  potential.  Doctor 
recently  deceased,  practice  being  covered.  Contact  B&PA  at  713  771- 
5011  or  9888  Bissonnet  #530,  Houston,  Texas  77036.  (TMH  396) 


PEDIATRIC  PRACTICE  FOR  SALE:  Private  practice  in  Houston  satellite 
community.  Large  nice  facilities  shared  with  three  other  pediatricians. 
Good  net  income.  Very  well  established.  Doctor  is  ill.  Financing  very 
favorable  to  buyer.  Contact  B&PA  at  713  771-5011  or  9888  Bissonnet 
#530,  Houston,  Texas  77036.  (TMH400) 


FOR  SALE— FIBROPTIC  GASTROSCOPE  OLYMPUS,  GIF-XQ,  like  brand 
new.  Must  sell.  Asking  $7,200.  Contact  Sergio  F.  Grossling,  MD,  302-F 
West  Upshur,  Gladewater,  Texas  75647;  214  845-5533. 


MEDICAL  OFFICE  FOR  LEASE,  AUSTIN,  TEXAS:  Approximately  1,200 
square  feet,  Lamar  Blvd.,  two  blocks  from  Seton.  Will  remodel  to  suit. 
Contact  512  454-4849. 


FOR  SALE:  Long  established  medical  clinic  building,  one  story,  ap- 
proximately 2800  square  feet,  on  Fannin  in  mid-town  area  of  Houston. 
Parking,  convenient  to  St.  Joseph,  Park  Plaza,  and  Medical  Arts  Hos- 
pitals. Excellent  investment  property,  or  facilities  for  other  enterprises. 
Phone  713  659-2429  (day  or  night). 


PRACTICE  AND  BUILDING  FOR  SALE  IN  AUSTIN— rapidly  growing 
area  of  city  of  over  400,000.  Included  3,500  square  foot  building,  five 
years  old;  1,500  square  feet  leased,  other  2,000  square  feet  shared  with 
second  internist.  I am  retiring  and  now  working  25-30  hours/week 
and  grossing  over  $200,000.  Can  do  as  much  as  you  like.  For  additional 
information  write  Ad-440,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Business  and  Financial  Services 


PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  75%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
recoras  available.  Over  $15  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay.  No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


MGMT  COMPANIES,  a physician  owned  firm  specializing  in  a broad 
range  of  business  and  financial  services  for  physicians.  MGMT  Com- 
panies, 4140  Southwest  Freeway,  Suite  209,  Houston,  Texas  77027;  713 
961-0854  collect. 


WRITING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  & Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen 
tial  and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin. 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  QUALITY  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained  and  supervised.  $35  for 
cassette  reports,  $45  for  reel-to-reel  reports.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCC  Interpretation  313  879-8860. 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES. 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean,  7-14  days  in 
winter,  spring,  summer.  Approved  for  18-24  CME  Cat.  1 credits  (AMA/ 
PRA).  Distinguished  professors.  Fly  roundtrip  free  on  Caribbean, 
Mexican,  and  Alaskan  Cruises.  Excellent  group  fares  on  finest  ships. 
Registration  limited.  Pre-scheduled  in  compliance  with  present  IRS 
requirements.  Information:  International  Conferences,  189  Lodge  Ave- 
nue, Huntington  Station,  New  York  11746;  516  549-0869. 
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Are  you 
pporting 
»ur  child! 
rughabit? 


An  ounce  of  pot  costs 
about  60  dollars. 


Coke,  a lot  more. 

Quaaludes  run  about 
4 dollars  each. 

And  if  so  many  children 
are  using  drugs,  they’re 
spending  a lot  of  money. 

Where  are  they 
getting  it? 

Point  is,  your  children 
might  be  spending  their 
allowance  on  something 
other  than  video  games. 

Learn  about  drugs. 
Watch  for  the  possible  signs. 
Sleeping  a lot.  Listlessness. 
Poor  marks  in  school.  Lack 
of  school  attendance. 

Most  of  all,  show  your 
child  that  you  care  and 
you’re  concerned  about  the 
possibility  that  they  may 
be  using  drugs. 

And  send  away  for  our 
booklet,  “Parents:  What 
You  Can  Do  About  Drug 
Abuse.”  Write  Get 
Involved,  P.O.  Box  1706, 
Rockville,  Maryland  20850. 


Get  involved  with  drugs 
before  your  children  do. 


A public  service  of  this  publication 

and  the  National  Institute  on  Drug  Abuse. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


MARCH 

Anesthesiology 

March  2-4,  1984 

REFRESHER  COURSE  IN  ANESTHESIOLOGY.  Lubbock  Memorial 
Civic  Center.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)743-2929 

Emergency  Medicine 

March  31,  1984 

HIDDEN  DANGERS:  POTENTIAL  HAZARDS  Rudder  Theater,  Texas 
A&M  University,  College  Station.  Fee  $30.  Credit  TBA  Contact 
Susan  Tribble,  A.P  Beutal  Health  Center,  TAMU,  College  Station,  TX 
77843  (409)845-4321 

Family  Medicine 

March  30,  1984 

PEDIATRICS  FOR  THE  PRACTITIONER.  Marriott  Hotel,  San  Antonio. 
Fee  $225.  Category  1 , AMA  Physician's  Recognition  Award:  AAFP 
prescribed;  AOA  Category  2D;  1 5 hours.  Contact  Marily  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  691-6295 

General  Medicine 

March  1984 

CRITICAL  CARE.  UT  Health  Science  Center  at  San  Antonio.  Fee 
$100.  Category  1,  AMA  Physician’s  Recognition  Award;  7 hours. 
Contact  Marilyn  Rennels,  Conference  Coordinator,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

March  8-11,  1984 

THE  VIOLENT  PATIENT:  THE  TITUS  HARRIS  SOCIETY  ANNUAL 
MEETING.  Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recog- 
nition Award;  9 hours.  Contact  E.A.  Zein-Eldin,  MD,  200  University 
Blvd,  Galveston,  TX  77550  (409)765-6321 

March  10,  1984 

HOUSTON  STROKE  SYMPOSIUM.  UT  Medical  School,  Houston. 
Fee  $10,  meal.  Category  1 , AMA  Physician’s  Recognition  Award;  7 
hours.  Contact  Caci  Kochwelp,  Conference  Coordinator,  Office  of 
Continuing  Education,  UT  Medical  School,  6431  Fannin  #3242, 
Houston,  TX  77030  (713)792-5346 

March  24,  1984 

CURRENT  CONCEPTS  ON  INFLAMMATORY  BOWEL  DISEASE 
Baylor  College  of  Medicine,  Houston.  Fee  $50.  Credit  TBA.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, 1 Baylor  Plaza,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 

March  24,  1984 

MEDICAL  INTENSIVE  CARE  PATIENT.  UT  Health  Science  Center  at 
San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

March  30,  1984 

UTMB  SCHOOL  OF  MEDICINE  HOMECOMING-RECENT  AD- 


VANCES IN  THE  MANAGEMENT  OF  COMMON  SKIN  PROBLEMS. 
Learning  Center,  UT  Medical  Branch,  Galveston.  Fee  $50.  Credit 
TBA.  Contact  Gayle  McKay,  Course  Coordinator,  Office  of  Continu- 
ing Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Hematology 

March  7,  1984 

PAUL  JACKSON  ROGERS  MEMORIAL  LECTURE,  EMIL  FREI,  III, 
MD.  Scott  and  White  Memorial  Hospital,  Temple.  Fee  none.  Credit 
TBA.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508 
(817)774-2350 

Neurology 

March  8-10,  1984 

12TH  NEUROMUSCULAR  DISEASE  SYMPOSIUM.  Kleberg  Au- 
ditorium, DeBakey  Center,  Houston.  Fee  $250.  Category  1 , AMA 
Physician's  Recognition  Award;  16  hours.  Contact  Carol  Soroka, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  (713)799-6020 

March  22-24,  1984 

EVOKED  POTENTIAL  UPDATE  SYMPOSIUM-1984.  Inn  on  the  Park, 
Houston.  Fee  $150,  Physicians;  $75,  Residents,  Fellows,  Techs. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 8.5  hours.  Con- 
tact Sherry  Smith,  Conference  Coordinator,  UT  Medical  School  at 
Houston,  Office  of  Continuing  Education,  6431  Fannin,  MSMB 
3.234,  Houston,  TX  77030  (713)792-5346 

Oncology 

March  6-9,  1984 

37TH  ANNUAL  RESEARCH  SYMPOSIUM  MEDIATORS  OF  CELL 
GROWTH  AND  DIFFERENTIATION.  Shamrock  Hilton  Hotel, 
Houston. Fee  TBA.  Credit  TBA.  Contact  Jeff  Rasco,  Office  of  Con- 
ference Services,  M.D.  Anderson  Hospital  and  Tumor  Institute,  HMB 
Box  131 , 6723  Bertner  Dr,  Houston,  TX  77030  (713)792-2222 

Ophthalmology 

March  2,  1984 

YAG  LASER  COURSE.  UT  Health  Science  Center  at  San  Antonio. 
Fee  TBA.  Credit  TBA  Contact  Marilyn  Rennels,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

March  3,  1984 

SAN  ANTONIO  OPHTHALMOLOGY  SOCIETY  MEETING.  La  Man- 
sion del  Rio,  San  Antonio.  Fee  $1 00.  Category  1 , AMA  Physician's 
Recognition  Award;  7 hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Other 

March  25-28,  1984 

ASSOCIATION  OF  ACADEMIC  HEALTH  CENTER  DIRECTORS  OF 
CONTINUING  MEDICAL  EDUCATION.  Houston  Inter-Continental 
Hotel,  Houston.  Fee  $120.  Credit  TBA.  Contact  Jeff  Rasco,  Office  of 
Conference  Services,  M.D.  Anderson  Hospital  and  Tumor  Institute, 
HMB  Box  131, 6723  Bertner  Dr,  Houston,  TX  77030  (713)792-2222 
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Radiology 


Pathology 

March  19-23,  1984 

CURRENT  CONCEPTS  IN  TOXICOLOGY-SAN  ANTONIO.  UT  Health 
Science  Center  at  San  Antonio.  Fee  TBA  Credit  TBA.  Contact  Mari- 
lyn Rennels,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

March  23-24,  1984 

AMERICAN  ASSOCIATION  OF  CLINICAL  CHEMISTS-TEXAS  SEC- 
TION SPRING  MEETING.  Scott  & White  Memorial  Hospital,  Temple 
Fee  TBA.  Credit  TBA.  Contact  Lynn  Calvert,  Office  of  CME,  Scott  & 
White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508 
(817)774-2350 

Pediatrics 

March  1984 

ADOLESCENT  GYNECOLOGY  FOR  THE  PEDIATRICIAN.  UT  Medi- 
cal School  at  Houston  Fee  $150.  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours;  ACOG;  6 cognates.  Contact  Caci 
Kochwelp,  Conference  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  School,  6431  Fannin  #3242,  Houston,  TX  77030 
(713)792-5346 

March  21,  1984 

EARLY  INTERVENTION,  COMPENSATORY  EDUCATION  & 

SCHOOL  READINESS.  UT  Medical  Branch,  Galveston.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  PREP;  AAFP;  1 
hour.  Contact  Warren  F.  Dodge,  MD,  Dept  of  Pediatrics,  UT  Medical 
Branch,  Galveston,  TX  77050  (409)761-3536 

March  30-April  1,  1984 

PEDIATRICS  FOR  THE  PRACTITIONER  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Con- 
ference Coordinator,  Medical  School  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)691-6295 

Physical  Medicine 

March  31 -April  1 , 1984 

THERMOGRAPHY  IN  NEUROMUSCULASKELETAL  DISORDERS. 
Marriott  Hotel  at  the  Astrodome,  Houston.  Fee  TBA.  Credit  TBA 
Contact  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  1 Baylor  Plaza,  Texas  Medical  Center,  Houston,  TX 
77030  (713)799-6020 

Psychiatry 

March  1-3,  1984 

PSYCHIATRY  CONFERENCE  Marriott  Hotel,  Astrodome,  Houston. 
Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner,  Office  of  Continuing  Edu- 
cation, 1 Baylor  Plaza,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 

March  16-17,  1984 

ATTENTION  DEFICIT  DISORDERS-LEARNING  IMPAIRMENT:  NEW 
RESEARCH  IN  CLINICAL  APPLICATION.  Baylor  College  of  Medi- 
cine, Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Learner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  1 Baylor  Plaza, 
Texas  Medical  Center,  Houston,  TX  77030  (713)799-6020 

March  21,  1984 

AUSTIN  PSYCHIATRIC  SOCIETY  LECTURE  SERIES.  Austin  Hyatt 
Regency.  Fee  None.  Category  1 , AMA  Physician's  Recognition 
Award;  1 hour.  Contact  Paul  Whitelock,  MD,  3724  Jefferson,  Austin, 
TX  78731  (512)452-9463 


March  2,  1984 

YAG  LASER  UT  Health  Science  Center  at  San  Antonio.  Fee  TBA. 
Credit  TBA.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (713)691-6295 

March  19-23,  1984 

COMPUTER  ALGORITHMS  FOR  RADIOTHERAPY  TREATMENT 
PLANNING.  UT  Health  Science  Center  at  San  Antonio.  Fee  $650 
Category  1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

March  26-27,  1984 

ELECTRONIC  IMAGING  UT  Health  Science  Center  at  San  Antonio. 
Fee  $250.  Category  1 , AMA  Physician’s  Recognition  Award;  1 6 
hours.  Contact  Marilyn  Rennels,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

March  30,  1983 

BRANDEN  CARRELL  VISITING  PROFESSORSHIP  Texas  Scottish 
Rite  Hospital  for  Crippled  Children.  Fee  none.  Credit  TBA.  Contact 
Tony  Herring,  MD,  Texas  Scottish  Rite  Hospital  for  Crippled  Chil- 
dren, Dallas,  TX  (214)521-3168 

Toxicology 

March  19-23,  1984 

CURRENT  CONCEPTS  IN  TOXICOLOGY:  ANALYTICAL  METH- 
ODOLOGY. UT  Health  Science  Center  at  San  Antonio.  Fee  $625. 
Category  1 , AMA  Physician's  Recognition  Award;  35  hours.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

Urology 

March  15-17,  1984 

LOWER  URINARY  TRACT  SURGERY.  Houston.  Fee  $250.  Category 
1 , AMA  Physician's  Recognition  Award;  1 6 hours.  Contact  Leah  Her- 
ron, American  Urological  Association,  PO  Box  25147,  Houston,  TX 
77265  (713)799-6070 

APRIL 

Anesthesiology 

April  7-8,  1984 

OBSTETRICAL  ANESTHESIA  FOR  NURSE  ANESTHETISTS  UP- 
DATE-1984 Inter-Continental  Hotel,  Houston.  Fee  $100.  Category  1, 
AMA  Physician's  Recognition  Award;  AANA;  13  hours.  Contact 
Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston,  TX  77030  (713)799-6020 

Family  Medicine 

April  12-15,  1984 

FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  UT  Health  Science 
Center  at  San  Antonio  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Ren- 
nels, Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

April  12-15,  1984 

9TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  UT 
Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , AMA 
Physician's  Recognition  Award;  Prescribed  AAFP;  Category  2D, 
AOA;  24  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 
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TEXAS  MEDICINE 


April  30-May  4,  1984 

8TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel,  Astrodome,  Houston.  Fee  $425.  Category  1 , AMA  Physician’s 
Recognition  Award;  51  hours.  Contact  Lila  Lerner,  Office  of  Continu- 
ing Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  Texas  77030  (713)799-6020 

Gastroenterology 

April  4-7,  1984 

PROBLEM  SOLVING  IN  GASTROENTEROLOGY-UPDATE  1984. 
Hyatt  Regency  Hotel,  Austin.  Fee  $265,  ACP  member,  FACP.  resi- 
dent or  research  fellow;  $350,  nonmember;  $200,  ACP  associate. 
Category  1 , AMA  Physician's  Recognition  Award;  24  hours.  Contact 
American  College  of  Physicians,  PO  Box  777-R-0510,  Philadelphia, 
PA  19175 

General  Medicine 

April  24-26,  1984 

PLASTINATION  OF  TISSUE  SPECIMENS.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Con- 
ference Coordinator,  Medical  School  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 

TX  78284  (512)691-6295 

April  28,  1984 

FIESTA  ARTHRITIS  CONFERENCE.  Four  Seasons  Hotel,  San  An- 
tonio. Fee  $50.  Category  1 , AMA  Physician’s  Recognition  Award; 
AAFP;  AOA  Category  2D;  6 hours.  Contact  Marilyn  Rennels,  Con- 
ference Coordinator,  Medical  School  Continuing  Education 
Services,  UT  Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Nutrition 

April  27-29,  1984 

MODERN  NUTRITIONAL  SUPPORT  UT  Health  Science  Center  at 
San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Oncology 

April  5-7,  1984 

MANAGEMENT  AND  THEORY  OF  PAIN  IN  CANCER  PATIENTS. 

Four  Seasons  Hotel,  Houston  Fee  TBA.  Credit  TBA.  Contact  Office 
of  Conference  Services,  Box  131 , MD  Anderson  Hospital  and  Tumor 
Institute,  6723  Bertner  Ave,  Houston,  TX  77030  (713)792-2222 

Ophthalmology 

April  6-7,  1984 

OPHTHALMOLOGY  RESIDENTS  CONFERENCE.  UT  Health  Sci- 
ence Center  at  San  Antonio,  Fee  $50,  $25,  Residents  with  Letter. 
Category  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

Orthopedics 

April  6-8,  1984 

19TH  ANNUAL  ORTHOPEDIC  SYMPOSIUM.  Westin  Galleria  Hotel, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Gottfried  R.  Kaestner,  MD, 
6560  Fannin  #1130,  Houston,  TX  77030  (713)795-4433 

April  6-8,  1984 

20TH  ANNUAL  ORTHOPAEDIC  SYMPOSIUM  ON  THE  CERVICAL 
SPINE.  Houstonian  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Gottfried  R.  Kaestner,  MD,  6560  Fannin  #1130,  Houston,  TX  77030 
(713)795-4433 

Pathology 

April  24-26,  1984 

ASPIRATION  BIOPSY  CYTOLOGY  WORKSHOP  Baylor  University 
Medical  Center,  Dallas.  Fee  $420.  Category  1 , AMA  Physician’s 


Recognition  Award.  Contact  LaNelle  Chancellor,  A.  Webb  Roberts 
Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave,  Dallas, 
TX  75246(214)820-2317 

April  28,  1984 

SYMPOSIUM  ON  FINE  NEEDLE  ASPIRATION  CYTOLOGY. 
Shamrock  Hilton  Hotel,  Houston.  Fee  $1 00.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  Category  A-1 , CME  Certificate  of 
American  Society  of  Clinical  Pathologists;  8 hours,  Contact  John 
Lukeman,  MD,  Seminar  Chairman  and  Chief  of  Cytology,  MD  Ander- 
son Hospital,  Houston,  TX  77030 

April  24-26,  1984 

PLASTINATION  OF  TISSUE  SPECIMENS.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Con- 
ference Coordinator,  Medical  School  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)691-6295 

Physical  Medicine  and  Rehabilitation 

April  9-19,  1984 

1 8TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION.  Jaworski  Classroom,  Baylor  College 
of  Medicine,  Houston.  Fee  $375.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  77  hours.  Contact  Vicki  Forgac  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  (713)799-6020 

Plastic  Surgery 

April  18-21,  1984 

7TH  ANUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
TAPTIO  Springs  Resort,  Boerne,  TX.  Fee  $200-$250.  Category  1 , 
Physician’s  Recognition  Award;  16  hours.  Contact  Lynn  Calvert,  Co- 
ordinator, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 

Radiology 

April  2-6,  1984 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING 
FOURIER  ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  36  hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  16-20,  1984 

COMPUTER  RECONSTRUCTION  TOMOGRAPHY.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's 
Recognition  Award;  36  hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  23-24,  1984 

JCAH-STATE  & FEDERAL  REGULATIONS-RADIATION  SAFETY.  UT 
Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  23-27,  1984 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $600.  Cagetory  1 , AMA  Physi- 
cian's Recognition  Award;  36  hours.  Contact  Marilyn  Rennels, 
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Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  26-27,  1984 

BIOLOGICAL  EFFECTS  AND  DOSIMETRY  IN  DIAGNOSTIC  X-RAY 
AND  NUCLEAR  MEDICINE.  UT  Health  Science  Center  at  San  An- 
tonio. Fee  $250.  Category  1 , AMA  Physician's  Recognition  Award; 

16  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Urology 

April  12-14.  1984 

TEXAS  UROLOGICAL  SOCIETY  ANNUAL  MEETING.  Sandy  Shores, 
Corpus  Christi.  Fee  TBA.  Credit  TBA.  Contact  James  McCutcheon, 
MD,  241  Chandler  Lane,  Corpus  Christi,  TX  78404  (512)888-5313 

MAY 

Critical  Care 

May  26,  1984 

ACUTE  CARE  UPDATE  UT  Health  Science  Center,  San  Antonio.  Fee 
TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Internal  Medicine 

May29-June  1,  1984 

UPDATE  IN  INTERNAL  MEDICINE  1984  UT  Health  Science  Center 
at  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Division  of  Continuing  Edu- 
cation, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pathology 

May  17-19,  1984 

SURGICAL  PATHOLOGY  III.  UT  Health  Science  Center  at  Dallas. 

Fee  $400,  complete  course;  $300,  basic  course.  Category  1 , AMA 
Physician’s  Recognition  Award;  Category  1 , ACCME;  20  hours.  Con- 
tact Gale  Quilter,  Coordinator,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Psychiatry 

May  16,  1984 

AUSTIN  PSYCHIATRIC  SOCIETY  LECTURE  SERIES.  Austin  Hyatt 
Regency.  Fee  None.  Category  1 , AMA  Physician's  Recognition 
Award,  1 hour.  Contact  Paul  Whitelock,  MD,  3724  Jefferson,  Austin, 
TX  78731  (512)452-9463 

May  25,  1984 

THE  FAMILY  AS  A GROUP.  Learning  Center,  UT  Medical  Branch, 
Galveston.  Fee  TBA.  Credit  TBA.  Contact  Pat  Biesecker,  Course 
Coodinator,  Office  of  Continuing  Education,  UT  Medical  Branch, 
Galveston,  TX  77550  (409)761-2934 

Radiology 

May  14-18,  1984 

ADVANCED  RADIOLOGICAL  HEALTH  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
Award;  36  hours.  Contact  Marilyn  Rennels,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 
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May  18-20,  1984 

CLINICAL  NUCLEAR  MEDICINE  SEMINAR  AND  NMR  IMAGING 
Anatole  Hotel,  Dallas.  Fee  $300.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  1 7 hours.  Contact  Dolly  Christensen,  Dept  of 
Radiology,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2502 

May  21-25,  1984 

RADIATION  SAFETY  OFFICERS’  COURSE.  UT  Health  Science  Cen- 
ter at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician’s 
Recognition  Award;  36  hours.  Contact  Marilyn  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

JUNE 

Allergy 

June  15-17,  1984 

ALLERGY  AND  IMMUNOLOGY  APPLIED  TO  PRACTICE.  San  An- 
tonio. Contact  Marilyn  Rennels,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Family  Practice 

June  8-9,  1984 

FAMILY  PRACTICE  SEMINAR.  Dallas.  Contact  Barbara  Grayson,  A. 
Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 

Orthopedics 

June  8-10,  1984 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Dallas.  Con- 
tact June  Bovill,  Coordinator,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Otolaryngology 

June  21-23,  1984 

FACIAL  PLASTIC  SURGERY.  Galveston.  Contact  Shirley  Arledge, 
Course  Coordinator,  Office  of  Continuing  Education,  UTMB,  Gal- 
veston, TX  77550  (409)761-2934 

Pediatrics 

June  14-15,  1984 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESS.  Dallas.  Contact  Gale  Quilter,  Coordinator,  Division 
of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

June  14-16,  1984 

1984  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  Galveston.  Con- 
tact Gayle  McKay,  Course  Coordinator,  Office  of  Continuing 
Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

JULY 

Pathology 

July  6-7,  1984 

6TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP. 

Houston.  Contact  Alexander  E.  Brodsky,  MD,  Director,  Orthopedic 
Pathology  Laboratory,  St.  Luke’s  Episcopal  Hospital,  PO  Box  20269, 
Houston,  TX  77025 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 


TEXAS  MEDICINE 


Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030(713)799-6020 

Tuesday,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
' Paso.  Category  1 , AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

! Tuesdays  (all  but  last  Tuesdays  of  each  month) 

SURGICAL  GRAND  ROUNDS  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1,  AMA  Physician's  Recognition  Award;  1 
hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  Street,  Austin,  TX 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  & White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Valerie 
Williams,  Office  of  Continuing  Medical  Education,  Scott  & White  Me- 
morial Hospital,  2401  S 31st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  & White  Memorial  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Valerie  Williams,  Office  of  Continuing  Medical  Edu- 
cation, Scott  & White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Avenue,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
& White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award,  1 hour  weekly.  Contact  Valerie  Williams,  Office 
of  Continuing  Medical  Education,  Scott  & White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician’s  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  PO  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  IN  VIVO  NMR  IMAGING  NMR 
Lab,  Baylor  College  of  Medicine,  Houston.  Fee  $1000.  Category  1 , 
AMA  Physician's  Recognition  Award;  40  hours.  Contact  Vicki  Sayre, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston.  TX  77030  (713)799-6020 

TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physicians  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  Fee  $35-program.  Contact  Phyllis 
Wood,  Coordinator,  Teleconference  Network  of  Texas,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 

CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


MARCH 

American  Academy  of  Allergy,  Chicago,  March  3-7,  1 984.  D.  L. 
McNeil,  61 1 E Wells  Street,  Milwaukee,  Wl  53202 

American  Academy  of  Pediatrics,  Philadelphia,  March  24-29,  1984. 
William  G.  Janzen,  1801  Hinman  Ave,  PO  Box  1034,  Evanston,  IL 
60204 

American  Burn  Association,  Orlando,  Fla,  March  27-30,  1984. 
Joseph  A.  Moylan,  MD,  Box  3056,  Duke  University  Medical  Ctr,  Dur- 
ham, NC  27710 

American  Cancer  Society,  New  York,  March  13-14,  1984.  Nicholas 
G.  Bottiglieri,  MD,  777  Third  Ave,  New  York,  NY  10021 

■American  College  of  Cardiology,  Dallas,  March  25-29,  1984.  Law- 
rence H.  Long,  91 1 1 Old  Georgetown  Rd,  Bethesda,  MD  20814 

American  Medical  Student  Association,  Crystal  City,  March  15-18, 
1984  Valerie  Stone,  1910  Association  Dr,  Reston,  VA  22091 

American  Society  for  Aesthetic  Plastic  Surgery,  Washington,  DC, 
March  25-30,  1984  Jerome  R.  Klingbeil,  MD,  3956  Atlantic  Ave, 
Long  Beach,  CA  90807 

American  Society  for  Clinical  Pharmacology  and  Therapeutics,  At- 
lanta, March  14-16,  1984.  Elaine  Galasso,  1718  Gallagher  Rd, 
Norristown,  PA  19401 

American  Society  of  Abdominal  Surgeons,  New  Orleans,  March  30- 
Apr  4,  1984.  Blaise  F.  Alfano,  MD,  675  Main  St,  Melrose,  MA  02176 

American  Society  of  Contemporary  Medicine  and  Surgery,  Orlando, 
Fla,  March  5-9,  1984.  John  G.  Bellows,  MD,  21 1 E Chicago  Ave, 
Suite  1044  , Chicago,  IL  6061 1 

International  Academy  of  Pathology  United  States-Canadian  Divi- 
sion, San  Francisco,  March  12-16,  1984.  Nathan  Kaufman,  MD, 

1 003  Chafee  Ave,  Augusta,  GA  30904 

■Society  of  Nuclear  Medicine,  Southwest  Chapter,  Houston,  March 
22-25,  1984  John  V.  Hidalgo,  1209  Lair  Ave,  Metairie,  LA  70003 

APRIL 

American  Academy  of  Neurology,  Boston,  April  8-14,  1 984.  Jan  W. 
Kolehmainen,  2221  University  Ave,  SE,  Suite  335,  Minneapolis,  MN 
55414 

American  Association  of  Neurological  Surgeons,  San  Francisco, 
April  8-12,  1984.  Carl  H.  Hauber,  625  N Michigan,  Suite  1519,  Chi- 
cago, IL  6061 1 
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American  Association  of  Pathologists,  St  Louis,  April  1-5,1 984. 

Dana  M.  Raitt.  9650  Rockville  Pike,  Bethesda,  MD  20814 

American  College  Health  Association,  Atlanta,  April  25-28,  1984 
James  W.  Dilley,  1 52  Rollins  Ave,  Suite  208.  Rockville,  MD  20852 

American  College  of  Allergists,  San  Francisco,  April  7-11,1 984. 
James  R.  Slawny,  800  E Northwest  Hwy,  Suite  101 , Mt  Prospect,  IL 
60056 

American  College  of  Physicians,  Atlanta,  April  26-29,  1984.  Jane 
Ayers,  4200  Pine  St,  Philadelphia,  PA  19104 

American  Occupational  Medical  Association,  Los  Angeles,  April  29- 
May  4,  1984.  Elizabeth  Cameron,  2340  S Arlington  Heights  Rd,  Ar- 
lington Heights,  IL  60005 

American  Pediatric  Society,  San  Francisco,  April  30-May  4,  1984 
Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn,  NY  1 1203 

American  Roentgen  Ray  Society,  Las  Vegas,  April  9-13,  1984. 
George  A Kling,  MD,  Harper  Grace  Hospitals,  3990  John  Rd,  De- 
troit, Ml  49201 

Association  of  American  Physicians,  Washington,  DC,  April  4-7, 

1984  J.  D.  Wilson,  UT  Health  Science  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 

■Texas  Council  on  Family  Relations,  Abilene,  Tex,  April  5-6,  1984 
Connie  Steele,  Dept  of  Home  & Fam  Life,  College  of  Home  Econom- 
ics, Texas  Tech  University,  Lubbock,  TX  79409 

■Texas  Society  of  Child  Psychiatry,  Austin,  Tex,  April  5-8,  1984  Rob- 
ert S,  Demski,  MD,  Box  512,  Helotes,  TX  78023 

MAY 

Aerospace  Medical  Association,  San  Diego,  May  7-10,  1984.  R.  R. 
Hessberg,  MD,  Washington  National  Airport,  Washington,  DC 
20001 

American  Academy  of  Facial  & Plastic  Reconstructive  Surgery,  Palm 
Beach,  Fla,  May  11-12,  1984.  Lee  VanBremen,  1101  Vermont  Ave 
NW,  Suite  304,  Washington,  DC  20005 

American  Association  for  the  Advancement  of  Science,  New  York, 
May  24-29,  1 984.  Catherine  Borras,  1 776  Massachusetts  Ave,  NW, 
Washington,  DC  20036 

American  Association  for  Thoracic  Surgery,  New  York,  May  7-9, 
1984.  William  T.  Maloney,  13  Elm  St,  PO  Box  1565,  Manchester,  MA 
01944 

American  Association  of  Plastic  Surgeons,  Chicago,  May  6-9,  1 984. 
William  C.  Trier,  MD,  Univ.  of  North  Carolina  Medical  School,  Wing  D, 
208H,  Chapel  Hill,  NC  27514 

American  Cleft  Palate  Association,  Seattle,  May  18-24,  1984.  Jane 
Angelone  Graminski,  University  of  Pittsburgh,  331  Salk  Hall,  Pitts- 
burgh, PA  15261 

American  College  of  Obstetricians  and  Gynecologists,  San  Fran- 
cisco, May  7-1 0.  1 984.  W.  H.  McDannel,  600  Maryland  Ave  SW, 
Washington,  DC  20024 

American  Gastroenterological  Association,  New  Orleans,  May  19- 
25,  1984.  Charles  B.  Slack,  6900  Grove  Rd,  Thorofare,  NJ  08086 

American  Geriatrics  Society,  Inc,  Denver,  May  17-18,  1984.  Marcia 
Roye,  10  Columbus  Circle,  Suite  1470,  New  York,  NY  10019 
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American  Laryngological,  Rhinological  and  Otological  Society,  Palm 
Beach,  Calif,  May  8-10,  1984  Ann  Holm,  2954  Dorman  Rd  , 
Broomall,  PA  19008 

American  Lung  Association/American  Thoracic  Society,  Miami 
Beach,  Fla,  May  20-23,  1984.  S.  R lanotta,  1740  Broadway,  New 
York,  NY  10019 

American  Society  for  Head  & Neck  Surgery,  Palm  Beach,  Fla,  May 

5- 12,  1984.  W.  E Fee,  Jr,  MD,  Div  of  Oto/Head  & Neck  Surgery, 
Stanford  University  Med  Ctr,  Stanford,  CA  94305 

American  Society  of  Colon  and  Rectal  Surgeons,  New  Orleans,  May 

6- 11,1 984  H.  Gibson,  61 5 Griswod  #516,  Detroit,  Ml  48226 

American  Society  of  Gastrointestinal  Endoscopy,  New  Orleans,  May 
19-25,  1984  W.  T Maloney,  13th  Elm  Street,  Manchester,  MA  01944 

American  Urological  Association,  New  Orleans,  May  6-10,  1984. 
Richard  J.  Hanmgan,  1 120  N Charles  St,  Baltimore,  MD  21201 

■Texas  Air-Medics  Association,  Fort  Worth,  Tex,  May  12,  1984.  Den- 
nis F Coffman,  MD,  4800  NE  Stallings  Dr,  Suite  109,  Nacogdoches, 
TX  75961 

■Texas  Association  of  Neurological  Surgeons,  Fort  Worth,  Tex,  May 
11-12,1 984.  Joe  Ellis  Wheeler,  MD,  920  S Lake  St,  Fort  Worth,  TX 
76104 

■Texas  Dental  Association,  San  Antonio,  Tex,  May  3-6,  1984. 
Michelle  Zavala,  1 946  S IH  35,  Austin,  TX  78704 

■Texas  Medical  Association,  Fort  Worth,  Tex,  May  9-13, 1984. 

C.  Lincoln  Williston,  CAE,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■Texas  Neurological  Society,  Fort  Worth,  Tex,  May  11-12,  1984.  Alan 
G.  Nogen,  MD,  800  5th  Ave,  Suite  419,  Fort  Worth,  TX  76104 

University  Association  for  Emergency  Medicine,  Louisville,  May 
23-26,  1 984.  Judith  E.  Tintinalli,  MD,  900  W Ottawa,  Lansing,  Ml 
48915 

JUNE 

American  Association  of  Immunologists,  St  Louis,  June  3-7,  1 984. 
Blanche  Reines,  9650  Rockville  Pike,  Bethesda,  MD  2081 7 

American  Diabetes  Association,  Las  Vegas,  June  7-12,  1 984.  An- 
drea Simon,  2 Park  Ave,  New  York,  NY  10016 

American  Medical  Association  Auxiliary,  Chicago,  June  17-20, 

1984.  H.  H.  Lewis,  535  N Dearborn  St,  Chicago,  IL  60610 

■American  Medical  Women’s  Association,  Houston,  June  27-July  1 , 

1 984.  Karen  Bader,  465  Grand  St,  New  York,  NY  1 0002 

American  Physical  Therapy  Association,  Las  Vegas,  June  1 7-21 , 
1984.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria,  VA  22303 

■Texas  Hearing  Aid  Association,  Fort  Worth,  Tex,  June,  1984.  Mike 
Marks,  4302  Airport  Blvd,  Austin,  TX  78722 
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POST  OFFICE  BOX  60 
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GENERAL  SURGERY 

FAMILY  PRACTICE 

* NEUROPSYCHIATRY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  PEDIATRICS 

S.  B.  Morrison,  M.D. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

William  Pickvance,  M.D. 

* NEUROSURGERY 

INTERNAL  MEDICINE 

Barry  E.  Phillips,  M.D. 

Harry  W Slade,  M.D.,  F.A.C.S. 

W.  F.  McKinley,  Jr.,  M.D 

GENERAL  DENTISTRY 

♦DERMATOLOGY 

James  S.  Bussell,  M.D. 

G.  Glenn  Rose,  D.D.S. 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

C.  G.  Brown,  M.D. 

* DENTISTRY  FOR  CHILDREN 

ADMINISTRATOR 

EYE,  EAR,  NOSE,  AND  THROAT 

T.  Brad  Willis,  D.D.S. 

J.  D.  Norris,  Jr. 

S.  W.  Hughes,  M.D 

RADIOLOGY 

ASSISTANT  ADMINISTRATOR 

ALLERGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

W R.  Lux,  Jr. 

S.  W.  Hughes,  M.D. 

♦PATHOLOGY 

DIRECTOR-COORDINATOR,  NURSING 

TRAUMATIC  AND  ORTHOPEDIC 

Ronald  E.  Henderson,  Jr.,  M.D. 

SERVICE 

SURGERY 

David  M.  McTaggart,  M.D. 

Diane  Howton,  R.N. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

S.  M.  Bunn,  Jr.,  M.D. 

DIRECTOR  OF  PATIENT  CARE 

CARDIOLOGY 

E.  B.  Morrison,  M.D. 

Marie  Kotch,  R.N. 

W.  F.  McKinley,  Jr,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

The  original  hospital  was  founded  by  Dr.  J.  W Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 

* Consultants 

THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M D , D.A.B  I M 
Channing  Woods,  M.D. 

Richard  C.  Stone,  M D , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M D , D A B 1 M 
Cloyce  I..  Stetson,  Jr.,  M.D.,  D.A.BIM. 

David  S.  Sowell,  III,  M.D.,  D.A.B  I M.,  Cardiology 
Don  E.  C-heatum,  M I)  , D A B I M , and  DAB  Rhu, 

F.A  C.P,  Rheumatology 
W Mark  Armstrong,  M.D,  D.A.B  I M. 

Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D  , DAB  I M 

OBSTETRICS  AND  GYNECOLOGY 
John  B,  Miller,  III,  M.D.,  D.A.B.O.G.,  F.A.C.O.G. 

Vernie  D.  Bodden,  M.D.,  DA  B.O  G.,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P,  F.A.A.P 
P E Luecke,  Jr  , M.D.,  D A B P,  F.A.A.P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D  , DABS.,  F.A.C.S. 

Charles  W.  Coleman,  M.D.,  D A B S. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D A B. I!,,  F.A.C.S. 

William  H.  Hoffman,  M.D,  D.A.B.U.,  F.A.C.S. 

Richard  B Dulany,  M.D  , D.A.B  U,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D,  D.A.B.R. 

James  B Evans,  M D.,  D.A.B.R 

DERMATOLOGY 

William  N.  New,  M D,  F.A.A.D.,  F.A.C.P 
Constance  Shadwick,  M.D,  D.A.B.D. 

OTOIARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W.  Shuster,  M.D  , D.A.B.O. 

OPHTHALMOLOGY 
James  M Copps,  M.D,  D.A.B.O. 

R.  Roy  Whitaker,  M.D  , D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F.  Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B.S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D,  Surgery 

B.  Celia  Slaughter,  M.D.,  D.A.B.P  , F.A.A.P 

John  B Bourland,  M.D.,  D A B O G. 

John  B Allen,  M.D,  D A B I M. 


The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane®  w 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A el  at:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann  La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971.4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
201: 1039-1041,  Sep  15,  1978.  6.  Kales  A etal:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Gerialr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet 
ing  of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975  13.  Data  on  file,  Hoffmann-La  Roche  Inc 
Nutley,  NJ. 

Dalmane”  © 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  {e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ 
uals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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Contemporary  Hypnotic  Therapy 

Dalmane*  [flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 
12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights . 

•Seldom  produces  morning  hangover.3 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 4 s 


15-mg/30-mg  capsules 
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EDITORIAL 


Freeze  fees  or  feed  foes 

On  Nov  19, 1983,  the  TMA  House  of  Delegates  passed  a 
resolution  urging  its  members  to  freeze  their  fees  for  1 2 
months  starting  that  date.  TMA  President  Milton  V.  Davis, 
MD,  suggested  the  fee  freeze  in  his  presidential  address. 

During  lobbying  efforts  in  Washington  against  legislation 
that  would  have  mandated  onerous  regulations  for  physi- 
cians (ie,  the  "Rostenkowski  proposals,"  or  mandatory 
acceptance  of  assignment  on  all  Medicare/Medicaid  patients 
as  a requirement  for  keeping  hospital  staff  privileges),  it 
became  apparent  that  many  moderate  and  conservative  leg- 
islators were  willing  to  oppose  such  legislation  if  physicians 
would  show  a willingness  to  help  hold  down  the  cost  of  medi- 
cal care.  Dr  Davis’  agreement  to  present  the  fee  freeze 
proposal  to  the  TMA  House  helped  garner  enough  support  to 
enable  Rep  Dan  Rostenkowski’s  proposals  to  die  a tempo- 
rary death  in  the  House  Ways  and  Means  Committee. 

Please  note  the  word  “temporary.”  Representative 
Rostenkowski’s  proposals,  and  many  others  extremely  dis- 
tasteful to  physicians  and  the  practice  of  medicine  in  the  US, 
are  going  to  be  resurrected  from  their  brief  cybernetic  coma, 
and  the  battles  will  be  joined  again. 

Those  battles  in  1984  will  have  ramifications  for  physicians 
for  decades  to  come,  so  it  is  important  for  us  all  to  do  what  we 
can  to  help.  Perhaps  one  of  the  most  visible  and  positive 
moves  we  can  make  would  be  a freeze  of  fees.  This  freeze 
should  be  real — not  just  fees  that  were  hiked  “less  than  half 
of  inflation,"  or  “40%  of  the  rise  in  consumer  price  index.”  No 
such  magic  formulas  would  be  acceptable.  The  public  is  so- 
phisticated enough  to  recognize  and  appreciate  a genuine 
commitment. 

We  physicians  are  aware  that  our  fees  are  only  a small 
percent  of  the  total  cost  of  medical  care  in  the  United  States, 
that  some  physicians  have  not  raised  fees  for  more  than  a 
year,  and  that  others  have  given  free  medical  care  to  those 
who  lost  their  jobs  during  the  recession.  These  facts  are  less 
well  known  to  the  public  than  they  should  be,  yet  none  repre- 
sents a united  effort  by  physicians.  Additionally,  most  of  our 
patients  and  legislators  recognize  that  inflation  still  exists, 
that  new  equipment  must  be  purchased,  that  our  employees 
expect  pay  raises,  that  the  cost  of  drugs  and  supplies  has 
increased,  that  rents  and  leases  have  risen,  that  professional 
liability  premiums  have  increased,  and  that  tax  rates  and  util- 
ity bills  have  gone  up.  Given  all  of  those,  it  is  obvious  that  an 
absolute  fee  freeze  is  a commitment  that  obviously  requires 
some  personal  sacrifice  from  all  of  us. 

A visible  commitment  from  physicians  to  help  hold  down 
medical  costs  is  what  our  patients  and  legislators  are  looking 
for.  Let  us  freeze  fees,  or,  by  our  lack  of  commitment,  we 
shall  feed  our  foes. 

Tom  B.  Hancher,  MD 

1 09  Shult  Dr,  Suite  1 00,  Columbus,  TX  78934. 


Waiting  time 

“If  the  TMA  could  give  doctors  in  Texas  today  one  single  bit  of 
advice  about  improving  the  doctor-patient  relationship,  it 
would  be  to  shorten  the  time  patients  must  wait  in  the  doc- 
tor’s office.” 

This  is  what  researchers  said  after  interviewing  the  Texas 
public  and  TMA  members  late  in  1982.  V.  Lance  Tarrance 
and  Associates  was  asked  by  the  TMA  Council  on  Communi- 
cation and  Board  of  Trustees  to  conduct  a survey  to  identify 
what  people  like  or  dislike  about  physicians  and  what  they 
perceive  as  the  problems  and  issues  in  health  care.  They 
also  sought  to  determine  how  closely  aligned  were  the  views 
of  physicians  and  the  general  public  in  regard  to  various 
medical  issues. 

Their  conclusion  that  waiting  time  is  the  patient’s  most  sig- 
nificant dissatisfaction  with  the  office  visit  may  not  seem  all 
that  bad — considering  the  other  areas  upon  which  we  are  so 
often  judged.  But  the  ramifications  of  this  conclusion  really 
are  far-reaching.  Consider  this:  a problem  with  waiting  time 
also  indicates  a problem  in  not  one,  but  two  critical  areas 
of  our  practices — our  communication  skills  and  our  office 
management  techniques.  Because  of  the  very  nature  of 
medicine,  the  waiting  problem  will  never  be  completely 
solved;  however,  it  can  be  managed  much  more  effectively.  It 
is  my  belief  that  we  can  attack  the  problem  from  both  of  these 
areas,  and  with  more  than  a small  degree  of  success. 

The  survey  reveals  that  57%  of  the  population  holds  a very 
favorable  or  somewhat  favorable  opinion  of  physicians.  Be- 
cause this  favorable  impression  is  largely  based  on  matters 
of  style,  a review  of  our  communication  skills  is  in  order.  Hon- 
esty, a straightforward  approach,  and  sincerity  are  some  of 
the  characteristics  patients  like  best.  By  using  these  positive 
attributes  with  patients  who  have  had  to  wait,  the  physician 
could  do  wonders  to  relieve  bad  feelings. 

Be  honest  and  straightforward  with  your  patients  about  the 
fact  that  you  are  running  behind.  If  you’ve  been  called  out  on 
an  emergency  and  won’t  return  for  an  hour,  have  your  recep- 
tionist inform  those  in  the  waiting  area.  Have  her  ask  them  if 
they’d  care  to  reschedule. 

We  all  have  days  when  we  spend  more  time  with  patients 
than  usual.  To  ease  the  tension  and  frustration  in  the  waiting 
room,  communicate  to  your  patients  what  the  circumstances 
are,  and  help  them  to  understand  that  you’re  doing  your  best 
to  keep  to  your  schedule  without  short-changing  anyone. 

A brief  explanation  or  apology  once  you  do  see  a patient 
who’s  been  waiting  more  than  20  or  30  minutes  wouldn’t  hurt 
either.  In  fact,  it  could  do  much  to  reinforce  your  recognition 
that  their  time  is  as  valuable  as  yours  and  that  no  one  likes 
to  wait. 

A good  doctor-patient  relationship  to  start  with  also  may 
help  reduce  the  number  of  late  or  no-shows — other  factors 
that  significantly  contribute  to  the  waiting  time  problem.  A 
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patient  information  booklet  also  can  foster  better  public  rela- 
tions and  will  motivate  many  patients  to  cooperate  with  your 
office  procedures. 

Another  way  to  reduce  waiting  times  is  to  review  the  way 
your  patients  are  scheduled.  Try  building  several  “free"  peri- 
ods into  your  day.  This  will  allow  for  any  backlog  to  more  or 
less  take  care  of  itself. 

You  may  also  wish  to  consider  scheduling  for  the  conve- 
nience of  your  patients.  Offer  evening  or  very  early  morning 
hours — or  Saturday  hours.  When  your  patients  don't  feel 
pushed  to  get  back  to  work  or  to  pick  up  their  child,  waiting 
may  not  seem  quite  so  negative. 

Whether  you  are  in  private  practice  or  part  of  a hospital 
outpatient  department,  the  effectiveness  of  your  scheduling 
should  be  monitored  periodically.  Regardless  of  the  kind 
of  practice  you  have,  you  may  wish  to  stamp  the  patient’s 
chart  on  arrival  and  then  again  when  the  patient  is  actually 
seen.  Set  your  initial  goal  to  have  no  patient  wait  more  than  a 


half  hour.  Then  work  your  way  to  a wait  of  no  more  than  1 5 
minutes. 

What  I’ve  offered  here  are  just  a few  approaches  to  im- 
proving the  waiting  time  problem.  But  I’m  sure  there  are 
many  more  effective  ways  of  dealing  with  this  problem,  and  I 
urge  you  to  let  me  know  of  any  innovative  approaches  you 
use  or  of  which  you  have  heard. 

The  problem  of  excessive  waiting  time  has  existed  for  dec- 
ades and  has  been  the  subject  of  formal  studies  for  almost 
30  years!  But  this  is  not  to  say  that  employment  of  good  com- 
munication and  scheduling  techniques  cannot  improve  what 
Texans  say  is  the  most  important  negative  aspect  of  the  doc- 
tor-patient relationship.  If  we  wish  them  to  continue  to  hold 
the  profession  in  high  regard,  we  need  to  pay  serious  atten- 
tion to  their  major  complaint. 

Jerry  C.  Marcontell,  MD 

1213  Hermann  Dr,  Suite  670,  Houston,  TX  77004 


Make  plans  to  attend 

Eighth  Annual 

Life  Flight 


Emergency  Care  Symposium 


August  13-15,  1984 

August  12- Registration 
The  Westin  Galleria 
Houston,  Texas 


The  symposium  programs  will  be  taught  by  staff  and 
faculty  from  Hermann  Hospital,  The  University  of 
Texas  Medical  School  at  Houston,  and  other 
emergency  medicine  specialists. 


The  three-day  symposium  offers  classes  in  a broad 
range  of  subjects  dealing  with  prehospital  emergency 
care  and  emergency  center  care. 

The  innovative  education  programs  have  now  been 
designed  to  include  physicians.  The  symposium  will 
continue  to  provide  learning  opportunities  for  nurses, 
paramedics,  EMTs,  safety  directors,  and 
occupational  nurses. 


Hermann  Hospital,  one  of  the  Southwest’s  most 
renowned  shock/ trauma  centers,  has  the  largest 
hospital-based  emergency  air  transport  program  in 
the  country. 


For  registration  materials  contact  Sarah 
Sharpless,  Life  Flight  Symposium, 
Hermann  Hospital,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030, 
or  call  (713)  797-4014. 
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housecalls.  Some  have  more 
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NEWS 


TMA  IN  ACTION 

Membership  records  reveal 
demographics  of  Texas  MDs 

Texas  Medical  Association  (TMA) 
membership  has  grown  51  % in  the  past 
five  years  representing  the  largest 
membership  gain  in  the  association’s 
history.  In  1983  membership  grew  a 
healthy  7%,  ending  the  year  with  a 
membership  totaling  22,979,  including 
regular,  provisional,  honorary/inactive/ 
life/emeritus,  military,  and  first-year 
practice  physicians,  residents,  and 
medical  students. 

The  large  growth  rate  from  1 978  to 
1983  can  be  attributed  to  several  fac- 
tors, according  to  TMA  Membership 
Department  staff.  There  has  been  a 
more  organized  membership  effort. 

The  Ad  Hoc  Committee  on  Membership 
was  formed  (now  the  Committee  on 
Membership)  and  worked  in  tandem 
with  the  TMA  Board  of  Trustees  which 
supplied  money,  staffing,  and  support. 

Today,  the  department  exerts  a major 
marketing  effort  especially  among  stu- 
dents and  residents  accounting  for  a 
large  percentage  of  TMA  membership 
growth  in  the  last  five  years. 

Eighty-nine  percent  of  Texas  medical 
school  students  are  TMA  members; 
however,  50%  of  them  move  out-of- 
state  after  graduation  to  complete  in- 
ternships and/or  residencies.  Although 
it  is  not  known  how  many  return  to  set 
up  practices  in  Texas,  89%  of  the  resi- 
dent physicians  who  train  here  set  up 
practices  here,  according  to  member- 
ship records. 

In  the  past  few  years,  the  association 
has  been  put  in  the  position  of  recruit- 
ing members,  said  Betty  Stephenson, 
MD,  Sugar  Land,  chairman  of  the 
Committee  on  Membership.  “Because 
of  hospital-staff  requirements,  physi- 
cians would  join  automatically.  After 
most  hospitals  dropped  those  require- 
ments, TMA  needed  to  recruit  mem- 
bers,” said  Dr  Stephenson. 

The  Committee  on  Membership  and 


the  Membership  Department  have 
worked  to  make  membership  more  con- 
venient and  attractive  to  prospective 
members.  For  instance,  the  application 
process  has  been  streamlined,  dues 
are  expected  to  remain  stable  for  the 
next  three  years,  and  the  committee  is 
trying  to  eliminate  the  requirement  for 
provisional  membership.  “This  change 
would  allow  first-year  practice  physi- 
cians, especially  those  who  have  been 
active  members  throughout  medical 
school  and  residency,  to  be  granted  full 
privileges  immediately.  Customarily, 
they  must  sustain  two  years  of  provi- 
sional membership,"  said  Dr  Ste- 
phenson. The  provisional  membership 
change  also  would  apply  to  established 
physicians  who  move  to  Texas  from 
out-of-state. 

The  Membership  Department  stores 
records  on  more  than  40,000  Texas- 
licensed  physicians  whether  they  live  in 
the  state  or  not.  These  records  reveal 
many  aspects  of  the  physician  popula- 
tion in  Texas. 

For  example,  71 .3%  of  TMA  member 
physicians  are  in  direct  patient  care, 
3.3%  are  retired  or  inactive,  3%  hold 
full-time  teaching  posts,  1%  do  admin- 
istrative work,  and  0.3%  are  employed 
with  full-time  research.  Of  member  phy- 
sicians, 88.8%  are  male  and  1 1 .2%  are 
female. 

The  Harris  County  Medical  Society 
claims  the  most  members  with  26.1%, 
Dallas  County  Medical  Society  has 
14.4%,  Bexar  County  Medical  Society 
has  1 0.2%,  Tarrant  County  Medical  So- 
ciety has  5.4%,  Galveston  County 
Medical  Society  has  4.8%,  and  Travis 
County  Medical  Society  has  4.0%.  The 
remaining  35%  are  dispersed  among 
the  1 1 1 other  Texas  county  medical 
societies. 

On  a national  level,  the  total  number 
of  physicians  in  the  United  States  and 
its  possessions,  according  to  the 
American  Medical  Association  Physi- 
cian Masterfile,  is  467,679  and  growing. 
The  majority  of  those,  90.7%,  practice 
direct  patient  care.  The  remaining  9.3% 


are  employed  in  the  fields  of  administra- 
tion, medical  teaching,  and  research. 

Of  the  physicians  in  patient  care, 
72.2%  are  office-based  and  27.8%  are 
hospital-based.  Of  the  office-based 
physicians,  30.1%  are  in  surgical 
specialties,  28%  are  in  medical  spe- 
cialties, and  15.6%  are  in  family 
practice;  27.1%  are  in  other  specialties. 
At  the  end  of  1 980,  1 1 .6%  of  the  na- 
tion’s total  active  physicians  were 
women. 

TMA  leadership  defends 
definition  of  physician 

Effective  Jan  1 , 1 984,  Blue  Cross  and 
Blue  Shield  of  Texas  would  have 
changed  its  definition  of  a physician  on 
private  reimbursement  contracts  to  in- 
clude not  only  doctors  of  medicine  and 
doctors  of  osteopathy,  but  also  doctors 
of  podiatry,  doctors  of  dentistry,  doctors 
of  optometry,  doctors  of  chiropractic, 
and  doctors  of  psychology. 

The  Texas  Medical  Association 
(TMA)  leadership  objected  to  the 
broadening  of  the  definition  and  stated 
that  it  more  accurately  described  a 
"practitioner.”  TMA  objection  was  ex- 
pressed in  the  form  of  a letter  written  to 
John  D.  Melton,  president  of  Blue  Cross 
and  Blue  Shield  of  Texas,  from  Milton  V. 
Davis,  MD,  TMA  president. 

“We  have  consulted  several  standard 
dictionaries,  none  of  which  include  the 
limited  practitioners  under  the  definition 


Betty  Stephenson,  MD,  chairman,  said  the  Com- 
mittee on  Membership  is  working  to  streamline  the 
membership  process. 
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o?  a physician.  We  are  indeed  con- 
cerned about  the  reference  in  your 
proposed  endorsement  which  clearly 
includes  non-physicians  under  the 
category  of  physician.  . Dr  Davis’  let- 
ter stated. 

Subsequently,  the  Blue  Cross  and 
Blue  Shield  of  Texas  Board  of  Directors 
voted  unanimously  to  amend  the  earlier 
amendment  and  replace  the  word  “phy- 
sician" with  "practitioner.” 

The  TMA  and  AMA  definition  of  a 
physician  reads,  “A  physician  is  a 
person  who,  having  been  regularly  ad- 
mitted to  a medical  school,  or  a school 
of  osteopathic  medicine,  duly  recog- 
nized in  the  country  in  which  it  is 
located,  has  successfully  completed 
the  prescribed  courses  of  studies  in 
medicine  or  osteopathic  medicine,  and 
has  acquired  the  requisite  qualifications 
licensed  to  practice  medicine  or  os- 
teopathic medicine.” 

American  National  assists 
TMA-MRT  in  transition 

American  National  Bank  in  Austin  will 
work  with  TMA  staff  and  Mercantile 
Bank  in  Dallas  to  assist  participants  of 
the  Texas  Medical  Association  Mem- 
bers’ Retirement  Trust  (TMA-MRT) 
make  a smooth  transition  from  the  cur- 
rent plan  to  new  trustees.  In  November, 
the  TMA  House  of  Delegates  approved 
a recommendation  by  the  Council  on 
Member  Services  that  TMA  withdraw 
sponsorship  of  its  15-year-old  mem- 
bers' retirement  trust. 

Dallas’  Mercantile  Bank  has  served 
as  trustee  for  the  retirement  program 
since  its  inception.  The  bank  has 
agreed  to  serve  as  trustee  for  the  plan 
until  Dec  31 , 1 984,  the  natural  termina- 
tion point  for  the  current  document.  In 
the  event  participants  do  not  take  ac- 
tion by  that  time,  transfer  will  occur 
automatically  to  a qualified  plan  admin- 
istered by  American  National  Bank,  but 
without  sponsorship  by  TMA, 

The  Council  on  Member  Services 
has  spent  more  than  a year  evaluating 
the  current  plan.  The  recommendation 
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to  withdraw  sponsorship  of  the  TMA- 
MRT  resulted  from  the  council's  aware- 
ness that  the  law  had  changed  radically 
with  the  adoption  of  the  Tax  Equity  and 
Fiscal  Responsibility  Act  (TEFRA)  and 
that  the  current  plan  would  not  provide 
the  opportunity  for  continued  participa- 
tion by  members  without  a costly  legal 
amendment.  In  addition,  the  council 
was  aware  that  a number  of  retirement 
vehicles  are  offered  statewide  for  equal 
or  less  cost  and  that  many  of  these  pro- 
vide more  investment  latitude  than 
does  the  current  trust. 

Medical  writing  symposium 
features  “Annals”  editor 

Interested  in  improving  your  medical 
writing?  Then  block  out  Thursday,  May 
1 0,  from  1 -5  pm,  and  plan  to  attend  a 
special  symposium  on  medical  writing 
during  the  TMA  Annual  Session  in  Fort 
Worth. 

Special  features  include  presenta- 
tions by  Edward  J.  Huth,  MD, 
Philadelphia,  editor  of  Annals  of  Inter- 
nal Medicine.  He  will  discuss  how 
authors  decide  on  authorship  and  the 
criteria  to  use  when  deciding  who 
should  be  named  an  author  on  a multi- 
author paper.  Dr  Huth  also  will  consider 
the  future  of  medical  journals,  espe- 
cially as  new  technologies  such  as 
computer  storage  and  data  retrieval 
methods  keep  changing.  He’ll  talk 
about  the  implications  of  these  changes 
for  physician  readers  and  authors. 

Marilyn  A.  Thompson,  director,  Edi- 
torial Service,  Office  of  Continuing 
Education,  The  University  of  Texas 
Medical  Branch  at  Galveston,  will  pres- 
ent ways  to  organize  scientific  articles, 
case  studies,  and  research  reports. 

The  afternoon  program  includes  Wil- 
liam Winn  of  Dallas  who  will  suggest 
ways  to  plan  slide  graphics,  considering 
impact  and  legibility.  Nancy  Bierschenk, 
information  services  librarian  at  UT 
Health  Science  Center  in  San  Antonio, 
will  touch  on  ways  for  authors  to  best 
use  data  bases  and  other  library  re- 
sources. Bernard  Haber,  MD,  editor-in- 


chief of  the  Journal  of  Neuroscience 
Research , will  lead  a panel  discussion 
which  will  explore  what  happens  in  the 
editorial  review  process  and  how  au- 
thors can  benefit  from  these  reviews. 

The  Symposium  on  Medical  Writing, 
sponsored  by  the  Editorial  Committee 
of  Texas  Medicine  and  the  American 
Medical  Writers  Association,  South- 
west Chapter,  qualifies  for  four  hours  of 
Category  1 credit  in  the  AMA  Physi- 
cian's Recognition  Award  program. 
Interested  physicians  may  contact  Rae 
Vajgert,  Managing  Editor,  Texas  Medi- 
cine, 1801  N Lamar  Blvd,  Austin, 

78701  for  more  details. 

Annual  Session  to  highlight 
AIDS,  trauma,  liability 

“Challenge  of  Change,”  TMA’s  1 984 
annual  session  theme,  is  not  just  an 
upbeat  conference  title,  but  is  a con- 
ference filled  with  substantive  and  up- 
to-the-minute  medical  information. 

Set  for  May  9-13  in  Fort  Worth,  the 
conference  features  14  special  sym- 
posia, in  addition  to  a full  schedule  of 
scientific  section  meetings.  Of  special 
interest  is  the  Symposium  on  Acquired 
Immune  Deficiency  Syndrome  (AIDS) 
on  Friday,  May  1 1 . This  daylong  pro- 
gram will  provide  physicians  in  private 


Edward  J.  Huth,  MD,  editor  of  Annals  of  Internal 
Medicine,  will  speak  at  a special  symposium  on 
medical  writing  in  May. 
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practice  and  public  health  with  the  most 
current  information  about  AIDS.  Fea- 
tured out-of-state  speakers  include 
Richard  B.  Pearce,  PhD,  San  Fran- 
cisco, who  will  speak  on  the  incidence 
of  intestinal  parasites  in  homosexual 
men  with  AIDS-related  conditions.  At- 
tendees will  learn  about  the  epidemic  of 
"Third  World"  protozoal  infections 
among  urban-dwelling  homosexual 
men  and  the  implications  for  public 
health. 

A presentation  by  Larry  Nathanson, 
MD,  of  Stony  Brook,  NY,  will  include  a 
description  of  AIDS  and  discussion  of 
AIDS-prone  patients  who  live  and  work 
in  a suburban  New  York,  county.  This 
presentation  will  familiarize  community 
physicians  with  AIDS'  natural  history 
and  management. 

Two  other  out-of-state  speakers,  D. 
Peter  Drotman,  MD,  MPFI,  Atlanta,  will 
consider  the  epidemiology  of  AIDS. 
Arlene  A.  McLean,  PhD,  of  West  Point, 
Penn,  will  discuss  the  clinical  implica- 
tions. The  symposium  will  conclude 
with  two  panels  discussing  the  public 
impact  of  AIDS  and  future  considera- 
tions of  this  disease. 

A second  symposium,  scheduled 
Thursday,  May  10,  will  explore  initial 
trauma  care.  Directed  toward  physi- 


Larry Nathanson,  MD,  will  discuss  AIDS-prone 
patients  in  a suburban  New  York  community  at  the 
TMA  annual  meeting. 


cians  who  might  be  the  first  to  arrive  at 
the  scene  of  an  accident,  the  daylong 
program  will  include  lectures  on  as- 
sessing the  trauma  patient  and  caring 
for  upper  airway  problems  and  shock. 

Because  chest  injuries  are  responsi- 
ble for  one  out  of  four  trauma  deaths, 
special  attention  will  be  given  to  this 
topic.  Most  trauma  chest  injuries  occur 
some  distance  from  major  medical  cen- 
ters, but  85%  of  these  injuries  can  be 
managed  by  simple  procedures  per- 
formed by  the  attending  local  physician. 

The  symposium  also  will  explore  ab- 
dominal injuries,  head  trauma,  spinal 
cord  trauma,  burns,  and  stabilization 
and  transport.  The  program  qualifies  for 
eight  hours  of  Category  1 credit  toward 
the  AMA  Physician's  Recognition 
Award. 

David  E.  Smith,  MD,  of  San  Fran- 
cisco, is  the  featured  guest  speaker  at 
the  Symposium  on  the  Impaired  Physi- 
cian. Dr  Smith,  founder  and  medical 
director  of  the  Haight  Ashbury  Free 
Medical  Clinic,  is  widely  known  for  his 
experience  in  treating  alcohol  and  drug 
abuse  in  health  professionals.  His  half- 
day presentation  on  Thursday,  May  10, 
is  titled  "Diagnosis  and  Treatment  of 
Addictive  Disease  of  Impaired  Physi- 
cians.” It  qualifies  for  three  hours  of 


Peter  Drotman,  MPH,  will  consider  the  epidemiol- 
ogy of  AIDS. 


Category  1 credit  toward  the  AMA  Phy- 
sician's Recognition  Award  (PRA). 

Physicians  having  an  interest  in 
medicolegal  topics  may  wish  to  attend 
the  Symposium  on  Professional  Lia- 
bility, Saturday,  May  12.  This  morning 
program  focuses  on  the  causes  of  pro- 
fessional liability  cases.  A plaintiff’s 
lawyer  will  evaluate  a medical  liability 
claim;  three  physicians  will  present 
their  experiences  in  losing,  winning, 
and  settling  medical  liability  cases.  The 
symposium  qualifies  for  three  hours  of 
Category  1 credit  in  the  AMA  PRA 
program. 

For  a complete  listing  of  the  special 
symposia  and  scientific  programs  be- 
ing offered  at  the  annual  meeting, 
contact  Dale  Willimack,  director  of 
the  TMA  Department  of  Annual  Ses- 
sion and  Scientific  Programming,  at 
(512)477-6704. 

Practice  management 
seminars  fill  1984 

Six  different  workshops  exploring  vari- 
ous aspects  of  practice  management 
will  be  sponsored  by  the  association 
during  1984. 

For  new  physicians  and  residents, 
there  is  “Establishing  Yourself  in  a 
Medical  Practice,”  a two-day  series 

David  E.  Smith,  MD,  founder  and  medical  director 
of  the  Haight  Ashbury  Free  Medical  Clinic  in  San 
Francisco,  is  the  featured  speaker  at  the  TMA 
Symposium  on  the  Impaired  Physician. 
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Texas  Medical  Association 
Educational  Poster 
For  Your  Office 

Produced  by  the  Texas  Medical  Association,  this  1 1 x 
17  inch  poster  reminds  your  patients  that  seat  belts 
save  lives.  It  also  reinforces  your  role  as  health  edu- 
cator with  its  statement  at  the  bottom  "A  message 
from  your  doctor  and  the  Texas  Medical  Association. 

Printed  in  red  and  black  on  bright  yellow  paper,  it  can 
be  displayed  in  your  office  or  anywhere  it  would  be 
seen  by  the  public.  Order  extra  posters  to  display  in 
your  hospital,  neighborhood  pharmacy,  or  schools. 

Posters  are  provided  free  of  charge  as  a public  ser- 
vice. Order  now!  Indicate  the  number  you  would  like 
in  the  blank  below  and  send  this  form  to: 


Texas  Medical  Association 

Communication  Department 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


I would  like seat  belt  poster(s). 


name 


address 


city 


state 


zip 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  owti  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.0.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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IF 


Add  Spirometry 
to  your  practice.. 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print-out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print-out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today j! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address_ 
City 


_ State. 


_Zip_ 


Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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which  acquaints  new  physicians  with 
medical  practice  management  proce- 
dures. This  series  is  conducted  by 
Conomikes  Associates,  Inc,  of  Marina 
del  Rey,  and  will  be  offered  later  this 
month  in  Houston  and  Fort  Worth. 

“Improving  Third-Party  Reimburse- 
ment for  You  and  Your  Patients”  is  a 
half-day  workshop  which  will  assist  phy- 
sicians and  their  staffs  establish  in- 
office systems  for  applying  and  receiv- 
ing third-party  reimbursement.  The 
instructor  for  this  series  is  Harold  Whit- 
tington, of  Whittington  & Associates, 
Dallas.  This  seminar  is  offered  in 
March,  April,  and  September  in  several 
Texas  cities. 

The  "Practice  Management  Series” 
conducted  by  Conomikes  Associates, 
Inc,  includes  half-day  workshops  for 
physicians  who  have  been  in  practice 
for  several  years.  This  workshop  keys 
into  such  issues  as  managing  collec- 
tions, patient  flow,  personnel,  practice 
building,  and  computers.  Physicians 
and  their  staffs  may  select  interest 
areas  which  apply  to  their  situations. 
This  series  will  be  offered  in  June  and 
October. 

A two-day  seminar  has  been  planned 
for  physicians  and  spouses  interested 
in  understanding  the  fundamentals  of 
their  personal  income  and  estate  tax 
planning.  Titled  “Personal  Income  and 
Estate  Tax  Planning,”  the  seminar  is 
conducted  by  Robert  Jorrie,  a practic- 
ing tax  attorney,  consultant,  and  tax 
planner  in  San  Antonio.  It  will  be  offered 
in  April  and  November. 

A second  seminar  designed  for  phy- 
sicians and  spouses  is  “Gearing  Up  for 
Retirement.”  This  workshop  will  assist 
physicians  and  spouses  plan  for  retire- 
ment. Faculty  includes  speakers  from 
the  American  Medical  Association, 
legal  consultants,  and  financial  experts. 
It  will  be  offered  in  March  and  October. 

A sixth  seminar  offered  throughout 
the  year  focuses  on  helping  physicians 
increase  their  net  worth.  It  is  designed 
to  teach  techniques  available  under 
current  law  to  establish  the  most  effec- 


tive business  structure  for  a medical 
practice  to  minimize  federal  income  tax 
liability,  increase  net  worth,  create  addi- 
tional funds  for  practice  development, 
and  growth.  This  seminar  is  conducted 
by  Maurice  Glazer  and  Associates, 
Dallas,  in  May  and  September. 

A full  calendar  of  the  1 984  workshop 
schedule  is  available.  Contact  the  TMA 
Department  of  Medical  Systems  and 
Practice  Management,  1801  N Lamar 
Blvd,  Austin,  TX  78701 , or  call  (512) 
477-6704. 

HEALTH  LINE 

Elder  abuse  pervasive, 

Texas  study  shows 

A recent  study  reveals  that  elder  abuse 
is  occurring  all  across  Texas,  and  all 
types  of  abuse  are  being  seen.  "Elder 
abuse”  refers  to  abuse  of  the  elderly, 
a subject  of  which  little  is  known  or 
documented. 

Working  to  fill  this  information  void, 
the  Gray  Panthers  of  Austin  in  1 982 
conducted  a study  that  reached  across 
county  lines  to  cover  the  state.  The 
study  set  out  to  see  the  extent  of  elder 
abuse  in  Texas,  where  it  occurs  in  the 
state,  types  of  abuse,  and  the  underly- 
ing factors  causing  abuse  of  the  elderly. 

The  study  was  sent  to  1 ,508  agencies 
and  individuals,  including  physicians, 
nurses,  hospital  social  workers,  police, 
and  justices  of  the  peace.  Of  those 
queried,  61 .9%  said  they  encountered 
elder  abuse  in  their  work.  Hospital 
social  workers,  the  study  showed,  en- 
countered the  highest  incidence  of 
abuse.  This  was  attributed  to  the  fact 
that  hospital  workers  visit  patients  in 
their  homes  for  extended  periods  of 
time  and  are  able  to  observe  first-hand 
the  living  situations  of  the  elderly. 

In  seeking  instances  of  abuse,  the 
study  defined  five  different  types  of 
abuse: 

— Physical  abuse:  the  elderly  person 
has  been  hit,  slapped,  bruised,  sexually 
molested,  cut,  burned,  or  physically 
restrained; 


— Exploitation:  the  illegal  or  improper 
act  of  using  resources  of  an  elderly  per- 
son for  monetary  or  personal  benefit; 

— Verbal/emotional  abuse:  the 
elderly  person  is  insulted,  treated  as 
a child,  frightened,  humiliated,  or 
threatened; 

— Active  neglect:  the  abuser  with- 
holds items  necessary  for  daily  living, 
such  as  food,  medicine,  money,  or 
bathroom  assistance; 

— Self-neglect:  the  elderly  person  is 
alone,  isolated,  forgotten,  and  without 
financial  or  other  resources. 

The  study  includes  descriptions  of 
actual  cases:  “An  elderly  female,  age 
70,  living  with  her  son,  was  physically 
assaulted  by  him.  The  son  was  a drug 
user.  He  would  beat  her  with  her  cane 
and  take  her  money  for  drugs.”  In  an- 
other case,  “A  66-year  old  patient  was 
brought  into  an  emergency  room  by  her 
daughter.  She  was  treated  for  multiple 
bruises.” 

Those  surveyed  were  asked  to  iden- 
tify what  they  felt  were  factors  causing 
abuse.  Long  term  environmental  condi- 
tions such  as  crowded  living  quarters, 
extreme  poverty,  and  marital  conflict 
were  considered  by  59%  of  those 
responding  to  be  the  most  frequent 
causative  factors.  Other  factors  in- 
cluded the  desire  for  personal  or 
financial  gain,  probable  emotional  dis- 
orders of  the  abuser,  and  alcohol/drug 
abuse  by  the  abuser. 

Charlotte  Flynn,  convener  for  the 
Gray  Panthers  of  Austin,  said  of  the 
survey,  “We  have  established  that 
abuse  of  the  elderly  is  a problem.  We 
hope  that  by  alerting  professionals  to 
the  problem  we  can  begin  to  look  for 
additional  studies,  with  funding,  to  ad- 
dress the  issue.” 

Support  for  this  initial  study  was  pro- 
vided by  the  Hogg  Foundation  for 
Mental  Health  and  the  Institute  of  Hu- 
man Development  and  Family  Studies, 
The  University  of  Texas  at  Austin.  Cop- 
ies of  “A  Survey  of  Abuse  of  the  Elderly 
in  Texas”  may  be  ordered  by  contacting 
Mary  Lange,  TMA,  1801  N Lamar  Blvd, 
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Austin  78701 , or  calling  (51 2)477-6704, 
ext  254. 

OHR  program  heightens 
awareness  of  elder  abuse 

They’re  malnourished  and  suffer  self 
neglect;  some  have  been  beaten  and 
exploited.  For  many  Texans  65  years  of 
age  or  older,  life  has  taken  a turn  away 
from  what  might  have  been  expected. 
The  trouble  is,  few  individuals  realize  to 
what  extent  abuse  of  the  elderly  exists 
in  their  community. 

Partly  in  response  to  this  need  for  in- 
formation, the  Texas  Department  of 
Human  Resources  (DHR)  in  January 
began  to  publicize  the  need  to  report 
any  known  abuse  of  the  elderly.  Using 
television  public  service  announce- 
ments featuring  Gov  Mark  White  and 
former  US  Rep  Barbara  Jordan,  DHR 
has  reached  out  across  the  state  ask- 
ing Texans  to  call  a hotline  number 
(1  -800-252-5400)  and  report  cases  of 
elder  abuse. 

Suzette  Ashworth,  PhD,  assistant 
commissioner  for  community  care  ser- 
vices, said,  “It’s  amazing.  Considering 
that  the  public  awareness  campaign 
had  not  been  widely  publicized  before 
the  first  of  the  year,  we’ve  already  seen 
an  increase  in  the  number  of  reports  of 
abuse  and  new  cases.”  Last  year,  she 
noted,  the  average  number  of  new 
cases  each  month  was  300  per  month. 
However,  in  November,  the  division 
saw  556  new  cases.  She  said  this  is 
due  in  part  to  more  public  awareness  of 
domestic  violence. 

In  addition,  DHR  created  an  1 1 - 
minute  slide  presentation  titled  “A  Time 
to  Mourn”  showing  the  plight  of  the  el- 
derly and  what  Texas  law  says  about 
abuse.  The  presentation  is  available  for 
showing  to  community  groups  and 
medical  staffs.  It  highlights  five  different 
kinds  of  abuse  and  explains  the  law  au- 
thorizing anyone  having  reasonable 
cause  to  believe  that  an  elderly  or  dis- 
abled person  is  being  abused, 
neglected,  or  exploited,  to  report  the  in- 
formation to  DHR.  Those  reporting 
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such  cases  are  immune  from  civil  or 
criminal  liability,  unless  acting  in  bad 
faith  or  with  malice. 

“A  Time  to  Mourn”  encourages  ev- 
eryone to  become  aware  of  the  older 
citizens  in  their  community  and  learn 
how  to  make  their  lives  more  comfort- 
able and  secure. 

Those  interested  in  borrowing  the 
slide  presentation  may  contact  the 
Texas  Department  of  Human  Re- 
sources, Adult  Protective  Services 
Division,  (512)835-0440. 

Dallas  “brain  trust”  focuses 
on  health  care  for  the  elderly 

A “brain  trust”  called  the  Southwest 
Long  Term  Care  Gerontology  Center 
has  been  established  at  The  University 
of  Texas  Health  Science  Center  at 
Dallas  (UTHSCD)  to  create  a long-term 
service  model  for  elderly  health  care 
covering  a five-state  region,  including 
Texas,  Oklahoma,  New  Mexico,  Ar- 
kansas, and  Louisiana.  The  elderly 
population,  which  burgeons  daily  as  a 
result  of  the  1950s  baby  boom,  is  ex- 
pected to  reach  32  million  by  the  year 
2,000. 

“Long-term  care  includes  everything 
from  preventive  care  and  health  promo- 
tion to  institutionalization,”  said  Laura 
Wilson,  PhD,  head  of  the  newly  created 
center  and  director  of  the  Gerontology 
Services  Administration  Program  in  the 
School  of  Allied  Health  Sciences  at 
UTHSCD. 

Also  participating  in  the  center  are 
Parkland  Hospital  in  Dallas,  the  Dallas 
County  Area  Agency  on  Aging,  and 
other  community  agencies  which  will 
focus  on  the  medical,  social,  and  psy- 
chological problems  of  the  elderly.  The 
gerontology  center,  funded  by  the  Ad- 
ministration on  Aging  of  the  Depart- 
ment of  Health  and  Human  Services, 
will  study  and  research  existing  health 
care  for  the  elderly  and  train  health  pro- 
fessionals to  effectively  deal  with  an 
elderly  population. 

“Most  physicians  haven’t  wanted  to 
work  with  older  people,”  said  Pat  Luby, 


five-state  area  representative  for  the 
American  Association  of  Retired  Per- 
sons. “If  they  do,  they  need  community 
support.  We  also  need  to  raise  the  con- 
sciousness of  medical  students  so  they 
will  be  more  interested  in  training  to 
work  with  the  elderly,”  said  Mr  Luby. 

Study  demonstration  sites  will  provide 
geriatric  services  such  as  a geriatric 
team  approach  to  health  problems, 
case  management  between  hospital 
and  community,  and  patient  and  family 
education.  Sites  include  the  Dallas  Vet- 
erans Administration  Medical  Center, 
the  Merrilac  Center,  the  Neuhoff  Senior 
Center,  and  the  Los  Barrios  Unidos 
Community  Clinic.  The  University  of 
Texas  at  Austin  also  will  participate, 
providing  curriculum,  education,  re- 
search materials,  and  students  who  will 
intern  at  the  various  demonstration 
sites. 

Cold  laser  technique 
being  used  at  Baylor 

Helium-neon  “cold”  lasers  are  being 
used  at  the  Baylor  University  Medical 
Center  to  speed  the  healing  of  burns, 
ulcers,  surgical  incisions,  and  lacera- 
tions caused  by  injury,  according  to 
researchers  in  the  physical  therapy  de- 
partment at  Baylor  University  Medical 
Center. 

Significant  reduction  of  patient  pain 
has  been  noted.  Other  uses  of  the  cold 
laser  technique  include  decreasing  the 
swelling  of  scar  tissue  and  treating 
arthritis. 

Cold  lasers  differ  from  hot  lasers  in 
that  they  use  helium-neon  as  an  energy 
source  instead  of  carbon  dioxide,  ar- 
gon, or  neodynium  YAG,  making  them 
10,000  times  less  intense.  The  low  in- 
tensity of  the  cold  lasers,  which  is  40% 
the  intensity  of  a 100-watt  light  bulb 
when  four  inches  from  the  bulb’s  center, 
stimulates  cells  instead  of  retarding  or 
destroying  them. 

Although  not  yet  an  approved 
technique,  the  Bureau  of  Radiologic 
Health  of  the  Food  and  Drug  Admin- 
istration has  deemed  cold  lasers  a 
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“non-significant  risk  device.”  Patients 
who  are  treated  at  Baylor  with  the  cold 
laser  technique  must  sign  a consent  ap- 
proval form.  Treatments  last  about  15 
minutes. 

UT  Graduate  School  at  Dallas 
adds  “Southwestern”  to  name 

The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  at 
Dallas  is  adding  "Southwestern”  to  its 
name  to  more  accurately  reflect  the 
meaning  of  the  school  in  its  title,  ac- 
cording to  William  Neaves,  MD,  dean  of 
the  graduate  school. 

Although  it  is  commonly  referred  to 
as  the  Southwestern  Graduate  School, 
its  official  title  is  now  The  University  of 
Texas  Southwestern  Graduate  School 
of  Biomedical  Sciences  at  Dallas.  “The 
name  change  is  the  logical  culmination 
of  a long  history  of  shared  interactions 
and  mutual  aspirations  between  the 
graduate  school  and  Southwestern 
Medical  School,"  said  Dr  Neaves. 

Charles  C.  Sprague,  MD,  president 
of  The  University  of  Texas  Health  Sci- 
ence Center,  agrees.  “We  feel  that  the 
new  name  more  clearly  represents  the 
history  of  our  institution,”  he  said.  Drs 
Neaves  and  Sprague  both  refer  to  the 
fact  that  the  two  schools  are  hardly  dis- 
cernible, sharing  faculty  (90%  of  the 
graduate  school’s  faculty  have  primary 

It  appeared  last  night  after  the  genetic  engineers 
used  the  computer. 


appointments  at  the  medical  school), 
physical  resources,  and  students. 

In  1 939,  under  the  leadership  of  Ed- 
ward H.  Cary,  MD,  a group  of  prominent 
Dallasites  organized  the  Southwestern 
Medical  Foundation  (SMF)  in  an  effort 
to  promote  medical  education  and  re- 
search in  the  Dallas  area.  (Since  then, 
Dallasites  have  contributed  more  than 
$23  million  to  the  center  as  a whole.) 
After  World  War  II,  leaders  of  the  SMF 
joined  with  the  state  to  create  a medical 
school  under  the  condition  that  the 
school  be  located  in  Dallas.  In  1943, 
the  newly  created  college  was  named 
the  Southwestern  Medical  School  of 
The  University  of  Texas.  In  1 954,  it  was 
renamed  The  University  of  Texas 
Southwestern  Medical  School  at 
Dallas. 

The  graduate  school  was  founded  as 
part  of  the  medical  school  virtually  from 
its  conception,  only  becoming  a sepa- 
rate entity  in  1972  when  both  were 
incorporated  into  The  University  of 
Texas  Health  Science  Center  at  Dallas 
(UTHSCD),  the  umbrella  term  for  the 
two  schools  and  the  School  of  Allied 
Health  Sciences. 

In  1978,  the  two  schools  created  the 
dual  degree  program  as  an  effort  to  in- 
crease the  number  of  medical  scientists 
trained  at  UTHSCD.  The  dual  degree 
program  graduates  academic  scientists 
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who  hold  degrees  in  both  medicine  and 
philosophy.  “The  unique  function  of  the 
program  is  that  it  provides  its  graduates 
with  insight  into  basic  research  and 
gives  them  the  ability  to  translate  basic 
research  into  basic  care,”  said  Dr 
Neaves. 

This  year  the  program's  first  two 
students,  who  entered  in  1978,  are  ex- 
pected to  graduate.  The  number  of  dual 
degree  graduates  is  expected  to  grow 
progressively,  Dr  Neaves  said.  The 
medical  school  will  graduate  about  200 
students  this  year  and  the  graduate 
school  about  50. 

SOCIOECONOMICS 

AMA  recommends  study 
on  indemnity  payment 

The  American  Medical  Association 
House  of  Delegates  in  December  rec- 
ommended that  further  study  of  the 
“positive  aspects”  of  indemnity 
schedules  be  undertaken  without  with- 
drawing AMA  support  for  the  “usual, 
customary,  and  reasonable”  schedule 
of  reimbursement. 

Delegates  were  responding  to  an 
AMA  Council  on  Medical  Service  rec- 
ommendation that  the  AMA  withdraw 
its  advocacy  of  UCR  profiles  as  the 
“preferential  method  of  determining  re- 
imbursement levels,”  during  the  AMA’s 
interim  meeting  in  Los  Angeles. 

The  House  of  Delegates  instead 
referred  the  amended  Council's  recom- 
mendation to  the  AMA  Board  of 
Trustees  for  further  study. 

In  referring  the  subject,  delegates  en- 
dorsed the  principle  of  strongly  urging 
third  party  payors  to  change  the  UCR 
concept  of  reimbursing  physicians  to  a 
schedule  of  allowable  benefits  toward 
physician  charges  for  the  majority  of 
services  provided  by  physicians.  Third 
party  payments  would  represent  a 
schedule  of  benefits,  and  not  neces- 
sarily a maximum  fee  schedule, 
allowing  the  physician  to  continue  to  be 
free  to  charge  the  patient,  without  in- 


16 


TEXAS  MEDICINE 


MEDICAL 


mam 


MjVV-'v 


mm 


BEFORE  PLAZA  MEDICAL  CENTER , a medical  office 


building  meant  hardly  more  than  a place  to  practice  medi 


cine.  But  it  will  never  be  that  way  again.  The  totally  planned 


environment  that  doctors  have  long  deserved  is  finally 


here.  Occupancy  begins  soon.  And  prime  spaces  are  still 


available  at  competitive  prices.  See  Plaza  Medical  Center, 


1200  Binz,  north  of  Park  Plaza  Hospital  and  the  Texas 


Medical  Center.  For  information  please  call  John  Hansen 
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Treatment  with  Navane  can  produce  improvement  in 
psychotic  symptoms  such  as  hallucinatory  behavior  and 
unusual  thought  content  as  well  as  hostility,  disorientation 
and  depressive  mood,1 2 leaving  the  elderly  patient  more 
alert2  and  better  able  to  participate  in  the  activities  of 
family  life. 

Wsll  tolerated 

Navane  is  generally  well  tolerated  by  elderly  patients. 
Excessive  sedation  or  drowsiness  has  been  reported,  but 
is  uncommon.1  Anticholinergic  effects3  and  hypotension4  5 
are  reported,  but  rarely.  Should  they  occur,  extrapyramidal 
symptoms  can  usually  be  readily  controlled. 


5 mg,  10  mg,  2C 
Intramuscular^ 


Capsules  1 


Navane? 

(thiothixene';  (thiothixene  HCI) 

References:  1.  Util  TM,  Unverdi  C.  Wohlrade  J.  et  al:  Drug  therapy  of  psychosis  associated  with 
organic  brain  syndrome.  Presented  as  a Scientific  Exhibit  at  the  American  Public  Health  Associa- 
tion Centennial,  Atlantic  City,  New  Jersey,  November  12-16,  1972,  2,  Katz  MM,  Util  TM  Video 
methodology  for  research  in  psychopathology  and  psychopharmacology.  Arch  Gen  Psychiatry 
31:204-210, 1974.  3.  Ketai  R-  Psychotropic  drugs  in  the  management  of  psychiatric  emergencies 
Postgrac: ae  Medicine  58:37-93, 1975.  4.  Birkett  DR  Hirschfield  W.  Simpson  GM:  Thiothixene  in 
the  treatn  : li  of  diseases  of  the  senium.  Curr  TherRes  14:775-779, 1972,  5.  Data  on  file  at  Roerig, 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
Navane*  (thiothixene)  Capsules:  1 mg,  2 mg,  5 mg,  10  mg,  20  mg 
(thiothixene  hydrochloride)  Concentrate:  5 mg/ml,  Intramuscular:  2 mg/ml,  5 mg/ml 
Contraindications:  Navane  (thiothixene)  is  contraindicated  in  patients  with  circulatory  collapse, 
comatose  states,  central  nervous  system  depression  due  to  any  cause,  and  blood  dyscrasias. 
Navane  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug  It  is  not 
known  whether  there  is  a cross-sensitivity  between  the  thioxanthenes  and  the  phenothiazine 
derivatives,  but  the  possibility  should  be  considered 

Warnings:  Usage  in  Pregnancy- Safe  use  of  Navane  during  pregnancy  has  not  been  established 
Therefore,  this  drug  should  be  given  to  pregnant  patients  only  when,  in  the  judgment  of  the 
physician,  the  expected  benefits  from  the  treatment  exceed  the  possible  risks  to  mother  and  fetus. 
Animal  reproduction  studies  and  clinical  experience  to  date  have  not  demonstrated  any 
teratogenic  effects 

In  the  animal  reproduction  studies  with  Navane,  there  was  some  decrease  in  conception  rate 
and  litter  size,  and  an  increase  in  resorption  rate  in  rats  and  rabbits,  changes  which  have  been 
similarly  reported  with  other  psychotropic  agents.  After  repeated  oral  administration  of  Navane  to 
rats  (5  to  15  mg/kg/day).  rabbits  (3  to  50  mg/kg/day),  and  monkeys  (1  to  3 mg/kg/day)  before  and 
during  gestation,  no  teratogenic  effects  were  seen.  (See  Precautions.) 

Usage  in  Children— The  use  of  Navane  in  children  under  12  years  of  age  is  not  recommended 
because  safety  and  efficacy  in  the  pediatric  age  group  have  not  been  established 
As  is  true  with  many  CNS  drugs,  Navane  may  impair  the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery, 
especially  during  the  first  few  days  of  therapy  Therefore,  the  patient  should  be  cautioned  accord- 
ingly 

As  in  the  case  of  other  CNS-acting  drugs,  patients  receiving  Navane  should  be  cautioned  about 
the  possible  additive  effects  (which  may  include  hypotension)  with  CNS  depressants  and  with 
alcohol. 

Precautions:  An  antiemetic  effect  was  observed  in  animal  studies  with  Navane,  since  this  effect 
may  also  occur  in  man,  it  is  possible  that  Navane  may  mask  signs  of  overdosage  of  toxic  drugs  and 
may  obscure  conditions  such  as  intestinal  obstruction  and  brain  tumor 
In  consideration  of  the  known  capability  of  Navane  and  certain  other  psychotropic  drugs  to 
precipitate  convulsions,  extreme  caution  should  be  used  in  patients  with  a history  of  convulsive 
disorders  or  those  in  a state  of  alcohol  withdrawal  since  it  may  lower  the  convulsive  threshold. 
Although  Navane  potentiates  the  actions  of  the  barbiturates,  the  dosage  of  the  anticonvulsant 
therapy  should  not  be  reduced  when  Navane  is  administered  concurrently. 

Caution  as  well  as  careful  adjustment  of  the  dosage  is  indicated  when  Navane  is  used  in 
conjunction  with  other  CNS  depressants  other  than  anticonvulsant  drugs. 

Though  exhibiting  rather  weak  anticholinergic  properties,  Navane  should  be  used  with  caution 
in  patients  who  are  known  or  suspected  to  have  glaucoma,  or  who  might  be  exposed  to  extreme 
heat,  or  who  are  receiving  atropine  or  related  drugs. 

Use  with  caution  in  patients  with  cardiovascular  disease 

Also,  careful  observation  should  be  made  for  pigmentary  retinopathy,  and  lenticular  pigmenta- 
tion (fine  lenticular  pigmentation  has  been  noted  in  a small  number  of  patients  treated  with  Navane 
for  prolonged  periods).  Blood  dyscrasias  (agranulocytosis,  pancytopenia,  thrombocytopenic 
purpura),  and  liver  damage  (jaundice,  biliary  stasis)  have  been  reported  with  related  drugs 
Undue  exposure  to  sunlight  should  be  avoided  Photosensitive  reactions  have  been  reported  in 
patients  on  Navane 

Neuroleptic  drugs  elevate  prolactin  levels:  the  elevation  persists  during  chronic  administration 
Tissue  culture  experiments  indicate  that  approximately  one-third  of  human  breast  cancers  are 
prolactin  dependent  in  vitro , a factor  of  potential  importance  if  the  prescription  of  these  drugs  is 
contemplated  in  a patient  with  a previously  detected  breast  cancer  Although  disturbances  such 
as  galactorrhea,  amenorrhea,  gynecomastia,  and  impotence  have  been  reported,  the  clinical 
significance  of  elevated  serum  prolactin  levels  is  unknown  for  most  patients.  An  increase  in 
mammary  neoplasms  has  been  found  in  rodents  after  chronic  administration  of  neuroleptic  drugs 
Neither  clinical  studies  nor  epidemiologic  studies  conducted  to  date,  however,  have  shown  an 
association  between  chronic  administration  of  these  drugs  and  mammary  tumorigenesis:  the 
available  evidence  is  considered  too  limited  to  be  conclusive  at  this  time. 

Intramuscular  Administration— As  with  all  intramuscular  preparations,  Navane  Intramuscular 
should  be  injected  well  within  the  body  of  a relatively  large  muscle  The  preferred  sites  are  the 
upper  outer  quadrant  of  the  buttock  (i.e.  gluteus  maximus)  and  the  mid-lateral  thigh 
The  deltoid  area  should  be  used  only  if  well  developed,  such  as  in  certain  adults  and  older 
children,  and  then  only  with  caution  to  avoid  radial  nerve  injury  Intramuscular  injections  should  not 
be  made  into  the  lower  and  mid-thirds  of  the  upper  arm  As  with  all  intramuscular  injections, 
aspiration  is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel 
Adverse  Reactions:  Note:  Not  all  of  the  following  adverse  reactions  have  been  reported  with 
Navane  (thiothixene)  However,  since  Navane  has  certain  chemical  and  pharmacologic  similarities 
to  the  phenothiazines,  all  of  the  known  side  effects  and  toxicity  associated  with  phenothiazine 
therapy  should  be  borne  in  mind  when  Navane  is  used. 

Cardiovascular  effects  Tachycardia,  hypotension.  Iightheadedness,  and  syncope  In  the  event 
hypotension  occurs,  epinephrine  should  not  be  used  as  a pressor  agent  since  a paradoxical 
further  lowering  of  blood  pressure  may  result  Nonspecific  EKG  changes  have  been  observed  in 
some  patients  receiving  Navane.  These  changes  are  usually  reversible  and  frequently  disappear 
on  continued  Navane  therapy  The  incidence  of  these  changes  is  lower  than  that  observed  with 
some  phenothiazines.  The  clinical  significance  of  these  changes  is  not  known 
CNS  effects:  Drowsiness,  usually  mild,  may  occur  although  it  usually  subsides  wtih  continuation 
of  Navane  therapy  The  incidence  of  sedation  appears  similar  to  that  of  the  piperazine  group  of 
phenothiazines,  but  less  than  that  of  certain  aliphatic  phenothiazines.  Restlessness,  agitation  and 
insomnia  have  been  noted  with  Navane  (thiothixene).  Seizures  and  paradoxical  exacerbation  of 
psychotic  symptoms  have  occurred  with  Navane  infrequently 
Hyperreflexia  has  been  reported  in  infants  delivered  from  mothers  having  received  structurally 
related  drugs. 

In  addition,  phenothiazine  derivatives  have  been  associated  with  cerebral  edema  and  cere- 
brospinal fluid  abnormalities. 

Extrapyramidal  symptoms,  such  as  pseudo-parkinsonism,  akathisia,  and  dystonia  have  been 
reported  Management  of  these  extrapyramidal  symptoms  depends  upon  the  type  and  severity. 
Rapid  relief  of  acute  symptoms  may  require  the  use  of  an  injectable  antiparkinson  agent  More 
slowly  emerging  symptoms  may  be  managed  by  reducing  the  dosage  of  Navane  and/or  adminis- 
tering an  oral  antiparkinson  agent. 

Persistent  Tardive  Dyskinesia:  As  with  all  antipsychotic  agents  tardive  dyskinesia  may  appear  in 
some  patients  on  long  term  therapy  or  may  occur  after  drug  therapy  has  been  discontinued.  The 
risk  seems  to  be  greater  in  elderly  patients  on  high-dose  therapy,  especially  females.  The  symp- 
toms are  persistent  and  in  some  patients  appear  to  be  irreversible  The  syndrome  is  characterized 
by  rhythmical  involuntary  movements  of  the  tongue,  face,  mouth  or  jaw  (e,g  , protrusion  of  tongue, 
puffing  of  cheeks,  puckering  of  mouth,  chewing  movements).  Sometimes  these  may  be  accom- 
panied by  involuntary  movements  of  extremities. 
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There  is  no  known  effective  treatment  for  tardive  dyskinesia;  antiparkinsonism  agents  usually  do 
not  alleviate  the  symptoms  of  this  syndrome  It  is  suggested  that  all  antipsychotic  agents  be 
discontinued  if  these  symptoms  appear 

Should  it  be  necessary  to  reinstitute  treatment,  or  increase  the  dosage  of  the  agent,  or  switch  to  a 
different  antipsychotic  agent,  the  syndrome  may  be  masked 

It  has  been  reported  that  fine  vermicular  movements  of  the  tongue  may  be  an  early  sign  of  the 
syndrome  and  if  the  medication  is  stopped  at  that  time,  the  syndrome  may  not  develop. 

Hepatic  effects:  Elevations  of  serum  transaminase  and  alkaline  phosphatase,  usually  transient, 
have  been  infrequently  observed  in  some  patients.  No  clinically  confirmed  cases  of  jaundice 
attributable  to  Navane  (thiothixene)  have  been  reported. 

Hematologic  effects:  As  is  true  with  certain  other  psychotropic  drugs,  leukopenia  and 
leukocytosis,  which  are  usually  transient,  can  occur  occasionally  with  Navane.  Other  antipsychotic 
drugs  have  been  associated  with  agranulocytosis,  eosinophilia,  hemolytic  anemia,  throm- 
bocytopenia and  pancytopenia. 

Allergic  reactions  Rash,  pruritus,  urticaria,  photosensitivity  and  rare  cases  of  anaphylaxis  have 
been  reported  with  Navane  Undue  exposure  to  sunlight  should  be  avoided.  Although  not  experi- 
enced with  Navane,  exfoliative  dermatitis  and  contact  dermatitis  (in  nutsing  personnel)  have  been 
reported  with  certain  phenothiazines. 

Endocrine  disorders  Lactation,  moderate  breast  enlargement  and  amenorrhea  have  occurred 
in  a small  percentage  of  females  receiving  Navane  If  persistent,  this  may  necessitate  a reduction 
in  dosage  or  the  discontinuation  of  therapy.  Phenothiazines  have  been  associated  with  false 
positive  pregnancy  tests,  gynecomastia,  hypoglycemia,  hyperglycemia,  and  glycosuria. 

Autonomic  effects:  Dry  mouth,  blurred  vision,  nasal  congestion,  constipation,  increased  sweat- 
ing, increased  salivation,  and  impotence  have  occurred  infrequently  with  Navane  therapy. 
Phenothiazines  have  been  associated  with  miosis,  mydriasis,  and  adynamic  ileus. 

Other  adverse  reactions:  Hyperpyrexia,  anorexia,  nausea,  vomiting,  diarrhea,  increase  in  appe- 
tite and  weight,  weakness  or  fatigue,  polydipsia  and  peripheral  edema. 

Although  not  reported  with  Navane,  evidence  indicates  there  is  a relationship  between 
phenothiazine  therapy  and  the  occurrence  of  a systemic  lupus  erythematosus-like  syndrome 

NOTE  Sudden  deaths  have  occasionally  been  reported  in  patients  who  have  received  certain 
phenothiazine  derivatives.  In  some  cases  the  cause  of  death  was  apparently  cardiac  arrest  or 
asphyxia  due  to  failure  of  the  cough  reflex.  In  others,  the  cause  could  not  be  determined  nor  could 
it  be  established  that  death  was  due  to  phenothiazine  administration. 

Dosage  and  Administration:  Dosage  of  Navane  should  be  individually  adjusted  depending  on  the 
chronicity  and  severity  of  the  condition.  In  general,  small  doses  should  be  used  initially  and 
gradually  increased  to  the  optimal  effective  level,  based  on  patient  response. 

Some  patients  have  been  successfully  maintained  on  once-a-day  Navane  therapy. 

Usage  in  children  under  12  years  of  age  is  not  recommended  because  safe  conditions  for  its  use 
have  not  been  established 

Navane  Intramuscular  Solution  Navane  For  Injection— Where  more  rapid  control  and  treatment 
of  acute  behavior  is  desirable,  the  intramuscular  form  of  Navane  may  be  indicated.  It  is  also  of 
benefit  where  the  very  nature  of  the  patient's  symptomatology,  whether  acute  or  chronic,  renders 
oral  administration  impractical  or  even  impossible 

For  treatment  of  acute  symptomatology  or  in  patients  unable  or  unwilling  to  take  oral  medication, 
the  usual  dose  is  4 mg  of  Navane  Intramuscular  administered  2 to  4 times  daily.  Dosage  may  be 
increased  or  decreased  depending  on  response.  Most  patients  are  controlled  on  a total  daily 
dosage  of  16  to  20  mg.  The  maximum  recommended  dosage  is  30  mg/day.  An  oral  form  should 
supplant  the  injectable  form  as  soon  as  possible.  It  may  be  necessary  to  adjust  the  dosage  when 
changing  from  the  intramuscular  to  oral  dosage  forms.  Dosage  recommendations  for  Navane 
(thiothixene)  Capsules  and  Concentrate  appear  in  the  following  paragraphs 

Navane  Capsules  Navane  Concentrate—  In  milder  conditions,  an  initial  dose  of  2 mg  three  times 
daily.  If  indicated,  a subsequent  increase  to  15  mg/day  total  daily  dose  is  often  effective. 

In  more  severe  conditions,  an  initial  dose  of  5 mg  twice  daily. 

The  usual  optimal  dose  is  20  to  30  mg  daily.  If  indicated,  an  increase  to  60  mg/day  total  daily 
dose  is  often  effective  Exceeding  a total  daily  dose  of  60  mg  rarely  increases  the  beneficial 
response. 

Overdosage:  Manifestations  include  muscular  twitching,  drowsiness,  and  dizziness  Symptoms  of 
gross  overdosage  may  include  CNS  depression,  rigidity,  weakness,  torticollis,  tremor,  salivation, 
dysphagia,  hypotension,  disturbances  of  gait,  or  coma. 

Treatment:  Essentially  is  symptomatic  and  supportive.  For  Navane  oral,  early  gastric  lavage  is 
helpful.  For  Navane  oral  and  Intramuscular,  keep  patient  under  careful  observation  and  maintain 
an  open  airway,  since  involvement  of  the  extrapyramidal  system  may  produce  dysphagia  and 
respiratory  difficulty  in  severe  overdosage  If  hypotension  occurs,  the  standard  measures  for 
managing  circulatory  shock  should  be  used  (I  V.  fluids  and/or  vasoconstrictors.) 

If  a vasoconstrictor  is  needed,  levarterenol  and  phenylephrine  are  the  most  suitable  drugs. 
Other  pressor  agenjs,  including  epinephrine,  are  not  recommended,  since  phenothiazine  deriva- 
tives may  reverse  the  usual  pressor  action  of  these  agents  and  cause  further  lowering  of  the  blood 
pressure. 

If  CNS  depression  is  present  and  specific  therapy  is  indicated,  recommended  stimulants 
include  amphetamine,  dextroamphetamine,  or  caffeine  and  sodium  benzoate.  Stimulants  that 
may  cause  convulsions  (e  g picrotoxin  or  pentylenetetrazol)  should  be  avoided.  Extrapyramidal 
symptoms  may  be  treated  with  antiparkinson  drugs. 

There  are  no  data  on  the  use  of  peritoneal  or  hemodialysis,  but  they  are  known  to  be  of  little  value 
In  phenothiazine  intoxication 
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curring  discrimination,  what  he  or  she 
believes  to  be  a fair  and  equitable  fee 
for  his  or  her  services.  Delegates  said 
an  exception  to  this  indemnity-based 
approach  would  be  encouraged  in 
cases  of  “catastrophic  coverage” 
where  no  further  co-insurance  or  co- 
payment would  be  imposed  once  the 
beneficiary  had  spent  a specified 
amount  out-of-pocket. 

The  indemnity  payment  system  or 
benefit  schedule  refers  to  a method  of 
third  party  payment  where  the  third 
party  pays  a set  amount  for  a given  ser- 
vice. This  amount  would  be  determined 
by  the  payor  based  on  claims  experi- 
ence, negotiation  with  the  insureds  in 
some  cases,  and  public  demand. 

New  commission  to  advise 
HHS  on  DRG  experience 

A Brandeis  University  dean  has  been 
chosen  to  head  a powerful  new  com- 
mission expected  to  play  a major  role  in 
updating  and  modifying  Medicare’s 
diagnosis-related  group  (DRG)  pricing 
system. 

Stuart  Altman,  PhD,  dean  of  the  Flor- 
ence Heller  School  at  Brandeis  and 
formerly  with  the  Department  of  Health 
and  Human  Services  (HHS),  will  serve 
a three-year  term  as  chairman  of  the 
new  Prospective  Payment  Assessment 
Commission  (PROPAC).  Among  the  14 
other  new  commission  members  are 
six  physicians  and  four  hospital  offi- 
cials. Many  of  the  members  have 
previous  experience  in  federal  or  state 
government  or  advisory  panels. 

The  commission  was  mandated  in 
the  law  that  set  up  the  DRG  system. 
Beginning  in  1 986,  it  is  to  advise  HHS 
on  needed  modifications  or  additions  in 
the  DRGs  to  reflect  technology  and 
practice  changes  and  to  recommend  an 
appropriate  annual  increase  in  the 
DRGs. 

Among  the  new  commission  mem- 
bers are:  John  C.  Nelson,  MD,  a 
practicing  Salt  Lake  City  obstetrician/ 
gynecologist  nominated  by  the  Ameri- 
can College  of  Obstetricians  and 


Gynecologists,  and  Barbara  J.  McNeil, 
MD,  a Harvard  professor  of  clinical 
epidemiology  and  radiology  in  Cam- 
bridge, Mass,  nominated  by  the  Society 
of  Nuclear  Medicine.  Other  physicians 
on  the  commission  are  James  J. 
Mongan,  MD,  executive  director  of  the 
Truman  Medical  Center  in  Kansas  City, 
Mo;  Yvette  Francis,  MD,  PhD,  director 
of  medical  services  at  the  Sickle  Cell 
Center  for  Research  in  Brooklyn,  NY; 
Ernest  Soward,  MD,  professor  of  social 
medicine  at  the  University  of  Rochester 
Medical  Center  in  New  York;  and  Ste- 
ven A.  Schroeder,  MD,  professor  of 
medicine  at  the  University  of  California 
in  San  Francisco. 

HCFA  studies  feasibility 
of  including  doctors  in  DRGs 

Health  Care  Financing  Administration 
(HCFA)  head  Carolyne  Davis  has 
put  together  a task  force  of  HCFA 
staff  members  to  collect  the  Medicare 
Part  B data  that  will  be  needed  for  the 
agency's  study  on  the  “feasibility  and 
advisability”  of  including  physicians  in 
Medicare’s  diagnosis-related  groups 
pricing  system.  The  report  is  due  in 
1985. 

The  task  force  is  headed  by  Don 
Young,  MD,  deputy  director  of  HCFA’s 
Bureau  of  Eligibility.  HCFA  is  develop- 
ing instructions  for  Medicare  carriers 
regarding  the  types  of  data  and  format 
it  wants  to  see.  The  data  requested  is 
from  1983  and  HCFA  wants  to  have  it 
collected  by  July  1984. 

The  Health  Care  Financing  Admin- 
istration also  will  provide  up  to  $3 
million  in  grants  in  1 984  for  research  in 
several  priority  areas,  including  pro- 
spective payment  and  physician 
reimbursement.  Grants  ranging  from 
$35,000  to  $275,000  per  project  will  be 
awarded  for  studies  of:  prospective 
payment  methods  for  physician  ser- 
vices; negotiated  fee  schedules; 
competitive  bidding  and  per  case  pay- 
ments; significant  reimbursement 
imbalances  among  different  physician 
services;  ways  to  reduce  geographic 


and  specialty  differences  in  reimburse- 
ment for  comparable  services;  ways  of 
encouraging  preventive  care;  and 
changes  in  the  claim  assignment 
process. 

Notice  of  the  grant  monies  was  pro- 
vided in  the  Nov  9 Federal  Register. 

Blues  prepare  to  convert 
to  new  procedure  codes 

Be  on  the  lookout  for  changes  in  the 
Blue  Cross  and  Blue  Shield  of  Texas 
procedure  codes.  The  Health  Care  Fi- 
nancing Administration  regional  office 
reports  that  the  codes  will  change  over 
to  Current  Procedure  Terminology  ed  4 
(CPT-IV)  by  Aug  1,  1984. 

While  the  new  codes  will  be  based  on 
CPT-IV,  they  will  include  several  other 
codes  to  accommodate  ambulance  ser- 
vice, supplies,  medical  equipment,  and 
others. 

The  new  coding  system  will  be  called 
HCFA  Common  Procedure  Coding 
System  or  HCPCS  (pronounced  hick 
picks). 

Blue  Cross  and  Blue  Shield  of  Texas 
will  provide  all  Texas  physicians  with  a 
new  coding  list.  A representative  for  the 
Blues  says  the  company  expects  to 
schedule  workshops  to  assist  physi- 
cians in  converting  to  the  new  coding 
system  this  spring. 

San  Antonio  study  forecasts 
patient  shift  to  area  hospitals 

A detailed  study  of  medically-related 
population  and  demographic  trends 
reveals  a story  which  has  differing  im- 
plications for  Texas  cities,  particularly 
those  with  concentrated  medical  center 
areas. 

The  study,  which  focuses  on  San 
Antonio,  was  performed  by  Medical 
Planning  Associates,  of  Malibu,  Calif,  at 
the  commission  of  a real  estate  client  in 
San  Antonio.  Studied  were  Texas'  and 
San  Antonio’s  population  shifts  and  the 
estimated  number  of  physicians  needed 
in  the  next  ten  years  in  San  Antonio,  the 
mix  of  private  patients  to  Medicare/ 
Medicaid  patients  in  San  Antonio,  hos- 
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pita!  bed  expansion,  and  housing 
demands  as  they  relate  to  a concen- 
trated medical  complex  area.  The 
hospitals  studied  provide  general  acute 
care  to  the  general  public.  Veteran  and 
military  hospitals  in  the  San  Antonio 
area  were  not  included  in  the  study. 

“Impact  of  Demographic  and  Health 
Care  Trends  on  Private  Medical  Prac- 
tice, San  Antonio,”  includes  the  fol- 
lowing findings: 

— By  1993,  San  Antonio's  medical 
center  area  could  see  a need  for  up  to 
780  additional  primary  care  physicians. 

— Of  the  city’s  two  concentrations  of 
hospitals  (medical  center  area  and  cen- 
tral city)  the  average  percent  of  total 
patient  days  reimbursed  by  Medicare/ 
Medicaid  is  63.3%  for  the  central  city 
area,  and  23.2%  for  the  medical  center 
area. 

— Most  San  Antonio  physicians  now 
live  in  the  same  zip  code  areas  as  the 
majority  of  hospitals.  With  major  bed 
expansion  programs  taking  place  in  the 
medical  center  area,  more  physicians 
are  predicted  to  move  to  these  areas. 

— The  market  share  of  patient  days 
has  shifted  to  the  city’s  northwest  area 
during  the  past  five  years.  Continued 
expansion  is  expected  in  concert  with 
bed  expansion  programs. 

— The  housing  market  has  experi- 
enced a similar  shift  to  the  northwest 
area. 

— San  Antonio  medical  center  com- 

/ didn  't  come  in  here  to  be  told  I was  burning  the 
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plex  hospitals  have  seen  a greater 
patient  flow  than  have  central  city 
hospitals. 

The  report  concludes  that  the  loca- 
tion of  general  acute  care  hospitals  and 
availability  of  beds  are  significant  fac- 
tors in  determining  the  location  for  a 
private  medical  practice.  It  suggests 
that  while  provincial  in  scope,  the  report 
is  a bellwether  of  trends  that  will  affect 
other  cities  with  major  medical  center 
complexes. 

Copies  of  the  complete  study  may  be 
obtained  from  Texas  Medicine , 1801  N 
Lamar  Blvd,  Austin,  78701 . Questions 
should  be  directed  to  Ron  Gossen, 
Atkins  & Associates,  (51 2)828-061 1 . 

Americans  are  having  trouble 
coping  with  health  care  system 

Although  most  Americans  believe  they 
have  easy  access  to  health  care,  more 
than  28  million  believe  they  do  not,  ac- 
cording to  a recent  survey  conducted 
by  The  Robert  Wood  Johnson  Founda- 
tion. The  survey  also  revealed  that 
Americans  largely  believe  themselves 
to  be  healthy  but  the  health  care  sys- 
tem to  be  “sick." 

Twelve  percent  of  Americans  re- 
ported having  serious  trouble  coping 
with  the  health  care  system  and  obtain- 
ing care  when  they  needed  it.  These 
people — almost  21  million  adults  and  7 
million  children — are  termed  “medically 
disadvantaged”  and  share  the  following 
characteristics:  they  lack  health  insur- 
ance; they  do  not  have  a regular  source 
of  medical  care  either  because  of  finan- 
cial problems  or  from  ignorance  of  the 
system;  they  lost  insurance  coverage  in 
the  previous  year  and  put  off  seeking 
care;  and/or  they  needed  care  in  the 
previous  12  months  but  were  unable  to 
obtain  it. 

The  medically  disadvantaged  are  a 
stratified  group  representing  virtually 
every  segment  of  society.  A large  per- 
centage are  the  poor,  the  elderly,  and 
the  Hispanic. 

The  study  stresses  that  the  mere 
availability  of  health  care  does  not  en- 


sure access.  Access  also  depends  on 
whether  care  is  actually  used  and  on 
personal  characteristics  including 
health  status,  age,  insurance  coverage, 
income,  rural  or  urban  living,  and  satis- 
faction with  care  received. 

A total  of  85%  of  the  population 
(193.5  million)  rate  their  health  as 
excellent  or  good  while  1 5%  (33.6  mil- 
lion) perceive  their  health  to  be  fair  or 
poor.  Regarding  America's  health  care 
system,  only  20%  of  adults  (33.7  mil- 
lion) said  the  system  worked  “pretty 
well.”  However,  30%  (50.4  million)  said 
the  system  “has  so  much  wrong  with  it 
that  it  had  to  be  completely  rebuilt.” 

Survey  data  were  drawn  from  the 
1982  National  Access  Survey  by  Louis 
Harris  and  Associates,  Inc,  the  Univer- 
sity of  Chicago’s  Center  for  Health 
Administration  Studies,  and  a Robert 
Wood  Johnson  survey  based  on  6,61 7 
telephone  interviews. 

For  further  information,  contact  An- 
drew Burness  of  The  Robert  Wood 
Johnson  Foundation,  (609)452-8701, 
ext  287. 

CAPITAL  COMMENTS 

Texas  congressmen  take 
stance  on  assignment 

Twenty-six  of  the  27  congressmen  rep- 
resenting Texas  oppose  the  mandated 
assignment  and  hospital  privilege  lim- 
itation provisions  of  the  Rostenkowski 
Medicare  Amendment.  House  Majority 
Leader  Jim  Wright,  Fort  Worth,  has  not 
stated  his  position.  As  a key  figure  in 
the  leadership  circles  of  the  House,  his 
lack  of  support  for  these  provisions 
would  be  significant. 

The  Rostenkowski  Medicare  Amend- 
ment was  proposed  last  October  as  an 
addition  to  the  tax  bill  reported  from 
the  House  Committee  on  Ways  and 
Means.  The  House  rejected  the  rule 
which  would  have  allowed  for  consid- 
eration of  the  bill  by  a vote  of  204-21 4 in 
late  November.  It  then  adjourned  with- 
out considering  the  tax  bill  or  its 
amendments. 
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ROBERT  C ADAMS,  MD 


PRACTICE  CLOSED 
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DR.  BOB’S  PATIENTS  WILL  BE  SEEN  BY  DR.  REYNOLDS. 

(for  several  weeks) 


Dr.  Adams  bought  his  malpractice  insurance  based  on  who  had  the  lowest  price  instead  of  who  was 
dedicated  to  protecting  the  physician.  At  API.  professional  liability  is  our  specialty.  Protecting  the 
physician  is  our  expertise.  API  is  designed  by  physicians,  owned  and  directed  by  physicians,  to  protect 
you.  the  physician.  And  you  should  know  that. 


CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
2505  TUrtle  Creek  Boulevard 

Pallas,  Texas  75219 


"If  it  weren't  for  Linda,  I 

Home  health  care  workers  like  Linda  help  thousands 
of  people  who  prefer  to  be  cared  for  at  home,  rather 
than  in  an  institution 

Upjohn  Healthcare  Services SM  is  the  nation's  leading 
private  provider  of  home  health  care,  with  offices 
throughout  Texas.  We  provide  qualified  nurses,  home 
health  aides,  homemakers  and  companions.  Our  ser- 
vices help  elderly  people  who  want  to  stay  at  home  to 
maintain  their  independence.  We  also  help  people  who 
have  long-term  illnesses,  those  recovering  from  surgery, 
and  many  others. 

For  more  information,  call  the  Upjohn  Healthcare 
Services  office  in  your  area. 


couldn't  live  at  home." 


Alpine 

Beaumont 

Dallas 

El  Paso 

Fort  Worth 

Groves 

Hebbronville 

Houston 

Huntsville 

Laredo 


(915)  837-5451 
(409)  838-3915 
(214)  363-5416 
(915)  581-3351 
(817)  338-1555 
(409)  983-6641 
(512)  527-4191 
(713)  784-5475 
(409)  295-0752 
(512)  724-8216 


Liberty 

Lubbock 

Midland 

Odessa 

Orange 

Pasadena 

Port  Arthur 

Rio  Grande  City 

San  Antonio 

Zapata 


(409)  336-6811 
(806)  797-4257 
(915)  563-0689 
(915). 333-2926 
(409)  883-7788 
(713)  473-8161 
(409)  727-1449 
(512)  487-3954 
(512)  224-2341 
(512)  765-4195 


Texas  Department  of  Health 
Licensed  Home  Health  Agencies 

©1983  Upiohn  Healthcare  Services,  Inc 


UPJOHN  HEALTHCARE  SERVICES  " 
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The  tax  bill  is  expected  to  be  consid- 
ered early  in  the  second  session  of  the 
98th  Congress  which  convened  in  late 
January.  There  is  strong  sentiment  that 
Congress  will  want  to  pass  some  type 
of  tax  bill  to  combat  the  widening  fed- 
eral deficit.  Most  Republicans  oppose 
the  proposed  tax  bill  because  many 
fear  it  would  slow  the  nation’s  economic 
recovery.  Others  maintain  that  the 
chances  of  passage  of  a tax  bill  in  an 
election  year  are  slim.  Whatever  the 
final  action  may  be  on  a tax  bill,  physi- 
cians should  watch  the  vote  on  the 
Rostenkowski  Medicare  Amendment  to 
see  what  direction  Congress  intends  to 
take  the  Medicare  program.  A major  re- 
view of  Medicare  is  expected  in  1 985. 

Indigent  care  task  force 
revises  meeting  timetable 

The  75-member  state-appointed  Task 
Force  on  Indigent  Health  Care  (see 
Medicine  & the  Law)  is  gathering  infor- 
mation to  write  a legislative  package  to 
present  to  the  69th  Legislature  when  it 
convenes  in  January  1985.  This  pack- 
age is  to  include  a pilot  program  for 
providing  medical  and  health  care  to 
the  medically  indigent  in  three  or  fewer 
areas  of  Texas. 

The  task  force’s  original  calendar 
called  for  final  approval  of  all  decisions 
and  recommendations  by  October 
1984.  However,  its  executive  commit- 
tee recently  revised  the  entire  meeting 
timetable.  It  now  must  complete  its 
work  by  mid-May  1 984  to  have  a legis- 
lative package  ready  for  the  Legislature 
should  it  be  called  into  special  session 
in  June  1 984.  The  subjects  of  such  a 
special  session,  among  others  that  may 
be  included  by  the  governor,  will  proba- 
bly be  teacher  pay,  highways,  and 
indigent  health  care. 

Among  the  major  issues  being 
considered  by  the  task  force  are  the 
following: 

1 .  Financing.  There  appears  to  be 
considerable  difference  among  Texas 
counties  regarding  financial  capacity  to 
pay  health  care  expenses  of  indigents. 
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Counties  vary  in  terms  of  tax  base, 
revenues  available,  and  other  financial 
obligations. 

2.  Responsibility.  Opinions  differ  over 
with  whom  the  responsibility  for  indi- 
gent health  care  lies.  Litigation  con- 
tinues as  well  as  controversy  on  related 
topics  such  as:  (a)  What  difference,  if 
any,  is  there  between  the  constitutional 
term,  “paupers,”  and  statutory  refer- 
ences to  "indigents”?  (b)  Are  counties 
required  to  pay  for  indigent  health  care, 
or  just  make  referrals  for  such?  (c)  Do 
county  responsibilities  for  indigent 
health  care  include  physician  services 
and  medication  or  only  hospitalization? 
(d)  Are  counties  or  hospital  districts  re- 
sponsible where  hospital  districts  exist? 
and  (e)  Are  counties  responsible  for 
care  provided  their  residents  in  other 
counties  and,  if  so,  under  what 
limitations? 

3.  Who  is  covered.  Counties  differ 
with  regard  to  services  available,  ser- 
vices paid  for  by  the  county,  definitions 
of  indigency,  and  eligibility  standards 
and  processes.  Some  counties  accept 
no  responsibility  for  indigent  health 
care  or  pay  for  none.  Other  counties  re- 
strict coverage  by  criteria  such  as  time 
of  residence  in  the  county,  where  the 
care  was  obtained,  citizenship,  and 
state  residence  as  well  as  income,  re- 
sources, and  family  size. 

4.  Services  needed.  Service  needs 
for  indigent  health  care  appear  to  ex- 
ceed the  resources  available  in  virtually 
all  areas  of  the  state.  Even  in  major 
metropolitan  areas  where  services  are 
available  through  tertiary  care  hospi- 
tals, inadequate  funding  threatens  the 
continuation  of  at  least  some  of  these 
services.  The  use  of  tertiary  care  cen- 
ters for  primary  health  care  is  often 
defined  as  inappropriate  and  inefficient. 
This  suggests  a lack  of  appropriate 
primary  care  for  indigents  through- 
out patient  facilities  and  individual 
providers. 

5.  There  are  a number  of  inequities  in 
the  responsibility  assumed  currently  for 
indigent  health  care.  Not-for-profit  hos- 


pitals appear  to  provide  more  health 
care  for  indigents  than  do  proprietary 
hospitals,  but  there  is  wide  variation  as 
to  what  proportion  of  total  costs  indi- 
gent health  care  reflects.  Comparisons 
are  complicated  by  differing  ways  of 
calculating  indigent  care  versus  bad 
debt  versus  allowances. 

6.  Documentation  has  been  pre- 
sented focusing  on  the  need  to  expand 
current  programs  or  to  develop  a new 
program  for  providing  health  care  to  a 
larger  proportion  of  the  population 
below  the  poverty  level  than  is  now 
covered.  Now,  indigent  health  care  is 
provided  through  Medicaid,  which 
covers  less  than  20%  of  Texans  below 
the  poverty  level,  or  through  local 
coverage  of  expenses. 

7.  Testimony  has  been  presented 
showing  the  catastrophic  costs  for  rare 
but  nevertheless  financially  burden- 
some cases  involving  long  term  and/or 
high  cost  cases.  Examples  of  single 
cases  with  costs  approaching  50%  or 
more  of  total  county  budgets  were 
cited.  Even  more  prevalent  among  low 
income  persons  than  the  population  as 
a whole  are  high  risk  and  premature  de- 
liveries with  consequent  neonatal 
intensive  care  costs  averaging  approx- 
imately $1 ,000  per  day. 

The  Council  on  Socioeconomics  re- 
ceived a briefing  on  the  task  force’s 
activities  in  January. 

NEWSMAKERS 

WALTER  J.  TARDY,  MD,  has  been  ap- 
pointed  medical  director  of  Green  Oaks 
Hospital  in  Dallas.  Dr  Tardy  will  serve 
as  administrative  representative  of  the 
newly  opened  86-bed  freestanding  psy- 
chiatric hospital  for  adolescents  and 
adults.  He  was  formerly  director  of  psy- 
chiatry at  Queens  Hospital  Center 
Affiliation  of  Long  Island  Jewish-Hillside 
Medical  Center  in  New  York.  Green 
Oaks  Hospital  is  an  affiliate  of  The 
Brown  Schools  and  a development  of 
Healthcare  International,  Inc. 
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DR.  BOB  IS  AT  HOME  IN  BED 

(for  several  months) 


Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where’s  the  cash-flow?  Where’s  the 
income?  API  Life  could  have  helped.  Because  physicians’  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians/or  physicians.  And  you  should  know  that. 


CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 


API  LIFE  INSURANCE  COMPANY 
2505  Ttirtle  Creek  Boulevard 
Dallas.  Texas  75219 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR.,  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE 

ENNIS.  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCUS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.’ 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.,  F.A.C.P.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.  * 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P.* 

WILLIAM  L.  STRIEGEL,  M.D. 

INTERNAL  MEDICINE— Nephrology 
RONALD  L.  WILSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*,  F.A.C.S. 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III,  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARNYGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F.A.A.O.-HNS,  F.A.C.S.* 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D.,  F.A.A.P  * 

MICHAEL  C.  SMITH,  M.D. 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS.  M.D.* 

ANTHONY  J.  PERRI,  M.D.* 

EXECUTIVE  DIRECTOR 

CHARLES  E.  ALLBRITTON,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

MARGARET  W.  WHITE,  C.P.A. 
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JACK  M.  MARTT,  MD,  a cardiologist  at 
Scott  & White  Memorial  Hospital  in 
Temple  and  a professor  at  Texas  A&M 
University  College  of  Medicine,  has  re- 
ceived the  Citation  of  Merit  Award  in 
Medicine  by  the  Board  of  Governors  of 
the  University  of  Missouri  Alumni  Asso- 
ciation. Dr  Martt  joined  the  Scott  & 
White  Memorial  Hospital  staff  in  1969 
and  was  chief  of  the  hospital’s  cardiol- 
ogy division  from  1971  to  1 982. 

MICHAEL  E.  MINER,  MD,  has  been 
named  chief  of  the  Division  of  Neu- 
rosurgery at  The  University  of  Texas 
Medical  School  at  Houston.  Dr  Miner  is 
an  associate  professor  of  surgery  and 
formerly  was  acting  chief  of  the  neu- 
rosurgery division  at  The  University  of 
Texas  Medical  School  of  Houston.  He 
holds  faculty  appointments  at  The  Uni- 


versity of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston  and  at 
The  University  of  Texas  Medical  Branch 
at  Galveston. 

WELDON  G.  KOLB,  MD,  a La  Marque 
family  practitioner,  recently  was  named 
Texas  Family  Physician  of  the  Year  by 
the  Texas  Academy  of  Family  Physi- 
cians. The  award  is  given  to  a physician 
who  demonstrates  a special  dedication 
to  his  or  her  patients,  profession,  and 
family  practice.  Dr  Kolb  is  a past  presi- 
dent of  the  Galveston  County  Medical 
Society  and  of  the  Texas  Academy  of 
Family  Physicians. 

BOBBY  R.  LOWRANCE,  MD,  has  been 
elected  president  of  the  medical  staff  of 
West  Oaks  Hospital  in  Houston.  Dr 
Lowrance  is  clinical  director  in  adoles- 


cent services  at  West  Oaks  Hospital, 
which  provides  short,  intermediate,  or 
long-term  psychiatric  care  to  children 
and  adults. 

ALBERT  E.  GUNN,  MD,  medical  direc- 
tor of  the  Rehabilitation  Center  at  The 
University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute,  has  been 
appointed  to  the  Board  of  Regents  of 
the  National  Library  of  Medicine  (NLM) 
in  Bethesda,  Md.  The  NLM  is  a re- 
search library  with  more  than  1 .5 
million  documents  in  70  languages.  Dr 
Gunn  is  one  of  ten  regents,  each  serv- 
ing a term  of  four  years.  Dr  Gunn  also  is 
assistant  dean  of  admissions  at  The 
University  of  Texas  Medical  School  at 
Houston. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  1/31/84  value  of  $10,000  investment  made  one,  three,  and  five  years  ago 

1/31/83 

Date  of  Investment 

1/31/81 

1/31/79 

Equity  Funds 

T.  Rowe  Price  Growth  Stock  Fund 

$10,247 

$11,454 

$15,253 

Income  Funds 

T.  Rowe  Price  New  Income  Fund 

$11,074 

$14,824 

$16,241 

Current  yields  on  interest  bearing  options. 


T.  Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  2/10/84  9.13% 
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(and  for  no  good  reason) 

Bob  Adams’  financial  affairs  are  in  a mess.  It’staxtimesohe’scleaningitallup.  Alittlelate.  APSSystems 
could  have  helped.  Because  APS  Systems  serves  more  Texas  and  Arkansas  medical  practices  with 
computerized  medical  office  management  and  billing  systems  than  any  other  company.  It’s  our  only 
business.  A system  designed  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  COLLECT:  (214)  458-1919 

APS  SYSTEMS  INC. 

3310  Keller  Springs  Road,  Suite  130 
Carrollton,  Texas  75006 

A Member  of  the  APS  Grou 


The  No  Hassle  Building 
In  60  Days  Or  Less! 


When  you  need  a new  medical  building,  you  don't  need  the  hassles  of  missed  deadlines,  cost 
overruns  and  shoddy  workmanship.  At  the  Son  Corporation,  we  only  have  one  standard.  The 
standard  of  excellence.  We  know  that  you  demand  quality  and 
that's  exactly  what  we  deliver,  in  60  days  or  less.  Distinctive 
buildings,  completely  equipped  (x-ray,  iab,  etc.)  ready  to  go  to 
work  for  you.  Financing  available  too.  For  complete 
information,  make  a ho  Hassle  collect  phone  call  today. 

(316)  263-4557. 


CORPORATION 


FO.  Box  684 
Wichita,  KS  67201 
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Featuring 

!4  Section  Programs  Allergy  • 

;olon  and  Rectal  Surgery  • Digestive 
Diseases  • Diseases  of  the  Chest  • 
indocrinology  • Family  Practice  • 
nternal  Medicine  • Neurological 
Surgery  • Neurology  • Nuclear 
Medicine  • Obstetrics  and  Gynecology 
Occupational  Medicine  • Oncology  • 
Jphthalmology  • Otolaryngology  • 
ethology  • Pediatrics  • Physical 
Medicine  and  Rehabilitation  • Plastic, 
Reconstructive,  and  Maxillofacial 
Surgery  • Psychiatry  • Public  Health  • 

i’adiology  • Surgery  • Urology 

2 Sunrise  Sessions  Sunrise 
essions  are  informal  programs  given 
imarily  for  those  in  general  practice 
id  all  specialties  and  feature  a short 
cture  followed  by  open  discussion. 

)in  the  speakers  on  Friday  and 
Saturday  mornings  from  8:15  to  9:15 
or  topics  such  as  The  Physician  and 
'Jews  Media  Relations:  New  Theories 
)n  Causes  of  Obesity;  Hypoglycemia 
3itfall  in  the  Management  of  the 
3regnant  Diabetic;  and  Neurological 
Emergencies. 

Sports/Alumni  Events  Golf, 
ennis,  Fun  Run,  alumni  and  fraternity 
)arties,  class  reunions. 


General  Meeting 
Luncheons 

General  Meeting  Luncheons  will  be 
held  on  Friday,  May  1 1,  and  Saturday, 
May  12,  at  12:15  pm  in  the  Grand 
Crystal  Ballroom  of  the  Hyatt  Re- 
gency Hotel.  Included  during  Friday's 
luncheon  will  be  the  announcement 
and  recognition  of  the  Anson  Jones 
Award  recipients  for  journalistic  excel- 
lence in  communicating  health  infor- 
mation to  the  public.  Also  included  on 
Friday  will  be  the  announcement  of 
the  scientific  exhibit  awards. 

Saturday’s  luncheon  is  cosponsored 
with  the  Texas  Medical  Association 
Auxiliary. 

Selection  of  prominent  speakers  for 
the  luncheons  is  pending. 


Welcome  to 
Fort  Worth 


Texas  Medical  Association 
117th  Annual  Session 
Tarrant  County 
Convention  Center 
May  9-13,  1984 

Housing  and 
Ticket  Order  Forms 


No  Advance 
Registration  Required 

It  will  not  be  necessary  to  register 
in  advance  for  the  Session,  nor  is 
there  a registration  fee  for  members 
of  the  Texas  Medical  Association,  for 
participants  in  the  Annual  Session 
program,  and  for  in-state  interns,  resi- 
dents, or  individuals  in  allied  health 
disciplines  (medical  students,  medical 
assistants,  nurses,  technicians). 

A registration  fee  of  $50.00  is  charged 
for  all  other  nonmembers. 


Registration  will.be  held  at  the  Tarrant 
County  Convention  Center  at  the 
following  times: 


Wednesday,  May  9 
Thursday,  May  10 
Friday,  May  1 1 
Saturday,  May  12 


9:00  am-  5:00  pm 
7:30  am-  5:30  pm 
7:30  am-  5:30  pm 
7:30  am-  3:00  pm 


You  may  also  register  at  the  Fort 
Worth  Hilton  during  the  following 
hours: 

Wednesday,  May  9 10:00  am-10:00  pm 

Thursday,  May  10  6:30  am-  5:00  pm 
Friday,  May  1 1 8:00  am-  5:00  pm 


Hoe-Down  Uptown 

Texas  Medical  Association  and 
the  Texas  Medical  Association  Auxil- 
iary will  cosponsor  a country  and 
western  “hoe-down”  on  Friday  eve- 
ning, May  1 1 , starting  at  7:30  pm  in 
the  Hyatt  Regency  Fort  Worth  Grand 
Crystal  Ballroom. 

The  benefit  party  for  the  TMAA  Stu- 
dent Loan  Fund  will  feature  a silent 
art  auction  including  medium-priced 
Texas  and  Southwestern  subjects, 
specialty  western  items,  country- 
western  musical  entertainment,  a buf- 
fet, and  a mechanical  bull  for  the 
brave  at  heart. 

Featured  entertainment  will  be  the 
Allison  Kerr  Country-Western  Band. 
Ms.  Kerr  is  a native  of  Fort  Worth, 
and  has  recently  been  the  opening 
act  for  such  noted  performers  as 
Hank  Williams,  Jr.,  Conway  Twitty, 
Johnnie  Rivers,  and  Gary  Stewart. 

TMA  and  TMAA  members  and  guests 
can  enjoy  a short  cocktail  period 
while  previewing  the  art  objects,  then 
go  on  to  a Texas-sized  buffet  dinner 
which  will  include  mesquite-smoked 
beef  brisket,  BBQ  ribs,  Armadillo  chili, 
and  other  delights. 

Tickets  for  the  auction,  buffet  and 
music  will  be  $25.00  per  person,  and 
can  be  ordered  in  advance  by  using 
the  order  form  provided. 

Room  will  be  provided  for  both  danc- 
ing and  listening,  so  dress  in  your 
best  western  clothes  and  come  on 
down  to  the  Hoe-Down  Uptown! 


Convention 

Headquarters 

Headquarters  for  the  1984  Annual 
Session  scientific  program  will  be  the 
Tarrant  County  Convention  Center, 
which  offers  over  200,000  square  feet 
of  exhibit  and  meeting  room  space. 
Additional  programs  and  meetings 
will  be  held  at  the  Fort  Worth  Hilton, 
the  Hyatt  Regency  Fort  Worth,  and 
the  Americana  Hotel.  All  offer  excel- 
lent meeting  facilities  and  are  conve- 
niently located  near  the  Convention 
Center  and  Fort  Worth’s  renowned 
cultural  centers. 
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Guest 

Speakers 

Donald  W.  Aaronson,  MD,  JD 

Des  Plaines,  III. 
allergy;  Immunology 

Charles  M.  Balch,  MD 
Birmingham,  Ala. 
surgery;  oncology 

Oliver  H.  Beahrs,  MD 
Rochester,  Minn, 
surgery 

J.  Claude  Bennett,  MD 

Birmingham,  Ala. 
internal  medicine 

Claude  Bertrand,  MD 

Montreal,  Quebec,  Canada 
neurosurgery 

Kenneth  D.  Brandt,  MD 

Indianapolis,  Ind. 
rheumatology 

Timothy  N.  Caris,  MD 

San  Antonio,  Tex. 
internal  medicine 

Thomas  L.  Dent,  MD 

Ann  Arbor,  Mich, 
surgery 

Peter  Drotman,  MD 

Atlanta,  Ga. 
preventive  medicine 

Burdett  S.  Dunbar,  MD 

Washington,  DC 
anesthesiology 


Michael  P.  Earnest,  MD 

Denver,  Colo, 
psychiatry;  neurology 

John  T.  Farrar,  MD 

Richmond,  Va. 

internal  medicine;  gastroenterology 

Margaret  A.  Flynn,  PhD 

Columbia,  Miss. 

family  community  medicine 

Charles  F.  Frey,  MD 

Sacramento,  Calif 
surgery 

Robert  J.  Haggerty,  MD 

New  York,  NY 
pediatrics 

Edward  D.  Harris,  Jr.,  MD 

New  Brunswick,  NJ 

internal  medicine;  rheumatology 

Terence  J.  Harrist,  MD 

Boston,  Mass, 
pathology 

Edward  J.  Huth,  MD 

Philadelphia,  Pa. 

editor,  Annals  of  Internal  Medicine ; 
internal  medicine 

Bruce  W.  Karrh,  MD 

Wilmington,  Del. 
occupational  medicine 

Thomas  Killip  III,  MD 

Detroit,  Mich, 
cardiovascular  diseases 

Thomas  J.  Krizek,  MD 

Los  Angeles,  Calif 

plastic  and  reconstructive  surgery 


Gilbert  A.  Leveille,  PhD 

White  Plains,  NY 
nutrition  and  food  science 

Paul  R.  Lichter,  MD 

Ann  Arbor,  Mich, 
ophthalmology 

Frank  A.  Loda,  Jr.,  MD 

Chapel  Hill,  NC 
pediatrics 

Gary  S.  Luckman,  MD 

Plantation,  Fla. 
gastroenterology 

Howard  I.  Maibach,  MD 

San  Francisco,  Calif, 
dermatology 

John  A.  McKinnon,  MD 

San  Francisco,  Calif, 
psychiatry 

Leon  S.  Malmud,  MD 

Philadelphia,  Pa. 
nuclear  medicine 

Thomas  A.  Medsger,  Jr.,  MD 

Pittsburgh,  Pa. 

internal  medicine;  rheumatology 

Paul  R.  Meyer,  Jr.,  MD 

Chicago,  III. 
orthopaedic  surgery 

Larry  Nathanson,  MD 

Mineola,  NY 

internal  medicine;  oncology 

Leonard  M.  Parver,  MD 

Washington,  DC 
ophthalmology 


Jack  L.  Pulec,  MD 

Los  Angeles,  Calif, 
otolaryngology 

Donald  E.  Richardson,  MD 

New  Orleans,  La. 
neurosurgery 

Jeffrey  A.  Saal,  MD 

Portola  Valley,  Calif, 
sports  medicine 

Martin  A.  Samuels,  MD 

West  Roxbury,  Mass, 
neurology 

Mohammad  Sarwar,  MD 

New  Haven,  Conn, 
radiology 

Mr.  Norman  Seward 

Oklahoma  City,  Okla. 

Federal  Aviation  Agency  pilot  examine! 

Sheldon  C.  Siegel,  MD 

Los  Angeles,  Calif, 
pediatrics 

Jay  S.  Skyler,  MD 

Miami,  Fla. 
endocrinology 

John  R.  Steadman,  MD 

South  Lake  Tahoe,  Calif, 
orthopaedic  surgery 

Ronald  C.  Strickler,  MD 

St.  Louis,  Mo. 

obstetrics  and  gynecology; 

endocrinology 

Richard  J.  Wyatt,  MD 

Bethesda,  Md. 
psychiatry 


Advance  Ticket  Order  Form 

Fill  in  the  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the  TMA 
Ticket  Sales  Desk  in  Fort  Worth. 


name 


address  city  state  zip 

I will  pick  up  my  tickets  at:  □ Convention  Center  □ Americana  □ Hilton 

# of  tickets  ‘Function  and  price  including  tax  and  gratuity  Amount 

General  Meeting  Luncheon — Friday,  May  11,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

General  Meeting  Luncheon — Saturday,  May  12,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

Hoe-Down  Uptown  and  Art  Auction 

Friday,  May  11,  7:30  pm 

$25.00  per  person $ 

Total  Amount  Enclosed  $ 


'Ticket  prices  based  on  the  Association’s  actual  cost  of  food,  gratuity  and  expenses  for  speakers. 

Please  complete  and  return  to  TMA  before  April  25,  1984.  No  refunds  after  May  4. 


Texas  Medical  Association 

1117th  Annual  Session  Fort  Worth,  Texas  May  9— 13,  1984 


Make  Your  Reservations  Now 

• Requests  will  be  processed  on  a first-come,  first-served  basis 
by  the  Fort  Worth  Convention  and  Visitors  Bureau. 

• Use  the  Official  Housing  Request  Form  printed  here, 
and  send  it  to: 

Fort  Worth  Convention 
and  Visitors  Bureau 

700  Throckmorton 
Fort  Worth,  Texas  76102 

• Do  not  send  the  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request.  Reservations  cannot  be 
accepted  by  telephone,  or  made  directly  with  the  hotels. 

• Complete  the  housing  form. 

• Supply  all  information  requested. 

• List  three  hotels  in  order  of  preference. 

• Do  not  send  room  deposit. 

Should  a deposit  be  required,  the  hotel  will  request  it. 

• Confirmation  of  room  reservation  will  be  sent  by  the  accom- 
modating hotel  to  the  individual  listed  on  the  housing  form  within 
three  weeks  of  receipt  of  request  by  the  Convention  and  Visitors 
Bureau. 

• Remember,  rooms  will  be  held  only  until  6 pm  of  the  arrival  date, 
unless  a later  arrival  time  is  indicated. 

• Mention  to  the  hotel  any  special  needs  you  have  in  connection 
with  your  reservation. 

• Write  the  hotel  should  you  have  changes  in  room  request, 
arrival/departure. 

— — — — — — — — — — — — — — — — — ■ 

Official  Housing  Request  Form 

Name 

Mailing  address 

City 

State Zip 

Area  Code  & Telephone 

A collect  call  will  be  made  to  you  if  information  provided  needs 
clarification. 

Credit  Card  # 


Expiration 


Please  list  names  of  all  additional  persons  included  in  this  reserva- 
tion. Confirmation  cannot  be  made  unless  number  of  persons  in 
each  room  balance  with  number  of  persons  listed. 


1 

2 

3 

4 


• Cancel  reservations  with  the  Convention  and  Visitors  Bureau, 
and  the  Hotel.  Prompt  cancellation  will  release  a room  to  a col- 
league. Don’t  be  a no-show.  When  cancelling,  state  your  name, 
address,  arrival  date. 

• Final  date  for  reservations  is  April  25,  1 984. 

Do  not  mail  your  reservation  direct  to  hotel  or  motel.  This  will  only 
delay  your  confirmation.  Written  confirmation  will  be  sent  if  your 
housing  request  is  received  before  April  25,  1984.  If  form  is  re- 
ceived after  this  date,  the  Convention  & Visitors  Bureau  will  confirm 
your  reservation  by  collect  telephone  call. 


See  next  page  for  hotel  locator  map. 


Sgl 

Dbl 

Americana  200  Main  Street 

$60 

$70 

Hyatt  Regency  815  Main  Street 

$57 

$67 

Hilton  1701  Commerce  Street 

$57 

$67 

Kahler  Green  Oaks  Inn  6901  West  Freeway 

$44 

$54 

Ramada  Inn  Central  2000  Beach  Street 

$35 

$35 

Metro  Center  600  Commerce  Street 

$47 

$55 

I will  arrive  May at (am/pm)  and  depart  May 


Hotel/Motel  Preference 


1 

2 
3 


Accommodations  Desired  Rate 

Desired 

Room(s)  for  one  person 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

with  two  double  beds $ 

Room(s)  for  three  persons 

with  two  double  beds $ 

Room(s)  for  four  persons 

with  two  double  beds $ 

2 Room  Suite 

(parlor  and  1 bedroom) $ 

3 Room  Suite 

(parlor  and  2 bedrooms) $ 


Fort  Worth 
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to  Kahler 
Green  Oaks  Inn 


HfiS  Free  downtown  trolley  route 

1 Hyatt  Regency 

2 Hilton 

3 Americana  Hotel 

4 Metro  Center 

5 Ramada  inn  Central 

6 Kahler  Green  Oaks  Inn 


to  Ramada 
Inn  Central 


TEXAS  MEDICINE 


See  important  information  on  next  page 


Equagesic 

(meprobamate  with 
aspirin)@Wyeth 

Effective  adjunct  in 
short-term  treatment 
of  pain 

accompanied  by  tension  and/or 
anxiety  in  patients  with 
musculoskeletal  disorders. 


Equagesic" 

(meprobamate  with  aspirin) 6 Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  m short-term  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone.  Effectiveness  in  long-term  use,  i.e.  over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients. 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 

MEPROBAMATE  Acute  intermittent  porphyria; 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g.  carisoprodol, 
mebutamate,  or  carbromal. 

WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia,  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred.  Chronic  intoxication  from 
prolonged  ingestion  of,  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo.  Therefore,  care 
fully  supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and,  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation, symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS:  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery. 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION. 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy, has  been  suggested  in  several  stud- 
ies Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  Is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic* 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized m the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl.  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis. 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross- reaction  to  cari- 
soprodol, and  cross-sensitivity  between  mepro- 
bamate mebutamate  and  meprobamate/ 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis, stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred. 

HEMATOLOGIC  (SEE  ALSO  "ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication.  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombmemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions.  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS. 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3.0  mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment. Some  fatalities  occur 


Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator. 

In  cases  of  excessive  doses,  sleep  ensues  rap- 
idly and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given.  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalmization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out- 
put is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
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At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
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Aspects  of  adjuvant  therapy 

Fred  J.  Hendler,  MD,  PhD 

There  are  700,000  new  cases  of  cancer  each  year  in  the 
United  States;  500,000  patients  will  have  tumors  which  ap- 
pear to  be  localized.  Sixty  percent  of  patients  with  localized 
tumors  will  be  cured  by  primary  therapy,  while  the  remaining 
40%  of  patients  will  eventually  have  metastatic  disease  or 
recurrent  tumor  at  the  original  site.  Probably  less  than  5%  of 
these  patients  will  be  cured  of  metastatic  disease;  these  5% 
represent  patients  with  tumors  that  are  rare  in  their  sensitivity 
to  chemotherapeutic  agents.  Most,  if  not  all,  patients  who  de- 
velop recurrent  or  metastatic  cancer,  have  metastatic  tumor 
present  but  undetected  at  the  time  of  diagnosis.  Adjuvant 
therapy  was  developed  to  treat  those  patients  at  high  risk  for 
developing  metastatic  disease,  ie,  the  40%  of  patients  with 
localized  tumors  and  presumed  but  undetectable  metastasis 
who  will  eventually  die  of  cancer.  The  rationale  of  adjuvant 
therapy  was  to  treat  micrometastasis  and  residual  local  dis- 
ease when  the  tumor  burden  was  the  least. 

Adjuvant  therapy  is  aimed  at  the  most  common  sites  of 
recurrence.  As  it  was  first  conceived,  adjuvant  therapy  was 
primary  surgical  excision  of  the  tumor  followed  by  radiation 
and/or  chemotherapy.  The  approach  was  multimodal  with  the 
primary  therapy  “debulking”  the  tumor  and  the  adjuvant 
therapy  eradicating  residual  local  and/or  metastatic  disease. 
Adjuvant  therapy  has  now  been  broadened  to  encompass 
any  treatment  directed  towards  eradicating  undetectable  but 
statistically  probable  residual  cancer  (eg,  primary  chemo- 
therapy and/or  radiation  therapy,  reducing  the  bulk  of  the 
tumor,  followed  by  adjuvant  surgery,  eradicating  the  residual 
tumor). 

Adjuvant  therapy  may  represent  a major  breakthrough 
toward  curing  cancer,  but  presently  it  is  not  as  universally 
applicable  as  oncologists  had  hoped.  This  discussion  fo- 
cuses on  the  efficacy  of  adjuvant  therapy  and  the  criteria 
which  have  been  developed  for  selecting  patients  who  might 
benefit  from  it. 

Clinical  indications  for  adjuvant  therapy 

Adjuvant  therapy  was  probably  first  used  routinely  in  breast 
cancer  patients  treated  with  postoperative  radiation  in  the 
1930s  and  intraoperative  chemotherapy  in  the  early  1960s. 
Investigators  began  to  believe  in  its  clinical  importance  in  the 
1 970s  with  the  reports  of  dramatically  increased  survival  in 
osteogenic  sarcoma.  The  original  interpretation  of  the  os- 
teogenic sarcoma  studies  are  now  in  question,  because  the 
increased  survival  observed  probably  represented  changes 
in  the  diagnosis  and  primary  therapy  of  osteogenic  sarcoma 
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rather  than  a response  to  adjuvant  chemotherapy.  More 
recent  studies  have  demonstrated  that  the  response  to  adju- 
vant chemotherapy  in  this  tumor  appears  to  be  modest. 
Adjuvant  therapy,  however,  is  still  accepted  as  the  approach 
to  treating  all  solid  tumors  that  are  highly  likely  to  recur.  It  is 
more  useful  in  treating  certain  tumors  than  others  (Fig  1 ).  For 
example,  all  tumors  affected  by  adjuvant  therapy  also  re- 
spond to  similar  regimens  in  the  treatment  of  metastatic 
disease  (salvage  therapy).  Multimodal  therapy  can  cure  pa- 
tients with  disseminated  lymphomas  and  testicular  cancer. 
These  modalities  are  even  more  effective  as  an  adjuvant.  Tu- 
mors with  intermediate  responses  to  salvage  chemotherapy, 
such  as  breast  and  ovarian  carcinoma,  have  intermediate  re- 
sponses to  adjuvant  therapy.  Salvage  therapy  probably  does 
not  cure  a significant  percentage  of  patients  with  these  tu- 
mors but  survival  is  prolonged.  Adjuvant  therapy  greatly 
increases  the  time  to  relapse  (disease-free  interval)  and  sur- 
vival. Unfortunately,  patients  with  breast  and  ovarian  cancer 
continue  to  relapse  long  after  the  completion  of  adjuvant 
chemotherapy.  Therefore,  it  is  still  too  early  to  conclude  that 
adjuvant  therapy  cures  breast  and  ovarian  cancer.  Tumors 
that  do  not  respond  to  salvage  therapy  (the  complete  and 
partial  response  rate  to  salvage  therapy  is  less  than  30%)  do 
not  respond  to  adjuvant  therapy.  In  these  tumors  it  is  rare  to 
find  a single  agent  with  a response  rate  greater  than  20%. 
The  National  Cancer  Institute  has  suggested  that  a treatment 
modality  should  have  at  least  a 20%  response  rate  in  patients 
with  advanced  disease  before  being  included  in  a multiagent 
trial.  Flence,  the  efficacy  of  the  chemotherapy  available  is 
marginal  at  best,  and  there  is  no  evidence  for  synergistic 
drug  combinations. 

In  tumors  which  respond  to  adjuvant  chemotherapy,  prog- 
nostic indicators  that  influence  the  natural  history  of  a tumor 


1 . Effect  of  adjuvant  therapy  on  survival. 
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appear  to  affect  the  response  to  adjuvant  chemotherapy  (Fig 
2).  Patients  who  present  with  more  advanced  disease,  higher 
stage  or  bulkier  disease,  respond  more  poorly  to  adjuvant 
chemotherapy  than  do  patients  who  present  with  less  dis- 
ease. The  extent  of  disease  at  presentation  affects  response 
to  adjuvant  therapy  even  when  the  tumor  mass  has  been 
completely  excised.  The  implication  is  that  with  more  ad- 
vanced lesions  the  residual  micrometastases  are  greater. 

The  greater  the  tumor  burden,  albeit  microscopic,  the  poorer 
the  response  rate.  The  histologic  grade  or  cell  type  may  play 
an  equally  important  role  as  a prognostic  indicator.  In  ovarian 
cancer,  moderately  and  well  differentiated  epithelial  tumors 
respond  to  adjuvant  radiation  and  chemotherapy,  whereas 
undifferentiated  tumors  essentially  do  not  respond.  Prognos- 
tic indicators  that  are  unique  to  a specific  tumor  may  affect  the 
response  to  adjuvant  therapy.  For  example,  the  menopausal 
status  of  the  patient  with  breast  cancer  and  the  level  of  the 
estrogen  and  progesterone  receptor  are  independent  vari- 
ables. Improved  survival  with  adjuvant  therapy  has  been 
more  pronounced  in  premenopausal  than  postmenopausal 
patients  with  breast  cancer,  but  premenopausal  patients 
treated  with  adjuvant  therapy  continue  to  do  worse  than 
postmenopausal  patients.  It  is  easier  to  prove  a statistical 
benefit  in  the  premenopausal  patients  since  their  disease- 
free  interval  is  shorter  and  their  overall  prognosis  is  poorer 
than  postmenopausal  women.  Similarly,  the  estrogen  recep- 
tor level  independently  affects  the  prognosis  of  the  patient. 
Both  receptor-positive  and  receptor-negative  patients  dem- 
onstrate improved  survival  with  adjuvant  therapy,  but  patients 
with  high  levels  of  estrogen  receptor  do  better  than  those 
receptor-negative  patients  regardless  of  therapy. 

Risk-benefit  accounting 

There  must  be  a means  of  selecting  patients  to  be  treated 
with  adjuvant  therapy.  In  stage  I testicular  cancer,  the  ques- 
tion may  be  easily  answered — no  one.  This  is  a disease 
which  is  cured  by  salvage  therapy.  Thus,  the  attendent  risks 
of  adjuvant  therapy,  sterility,  impotence,  and  second  ma- 
lignancies are  unacceptable;  only  patients  who  develop 
recurrent  or  disseminated  disease  should  receive  additional 
therapy.  In  a disease  like  small  cell  carcinoma  of  the  lung 
which  responds  to  salvage  chemotherapy  and  where  there  is 

2.  Factors  affecting  response  to  adjuvant  therapy. 

1 Response  rate  to  salvage  therapy 

2.  Tumor  burden 

3.  Extent  of  disease 

4.  Histologic  grade  or  cell  type 

5.  Vascular  invasion 

6.  Absence  of  biological  markers 

7.  Patient  age 

8.  Intercurrent  illness 

9.  Tumor-specific  prognostic  indicators 


an  insignificant  survival  with  primary  therapy,  adjuvant 
therapy  should  be  of  benefit  and  given  to  all  patients.  In 
breast  cancer,  25%  of  small  lesions  without  lymph  node  in- 
volvement (stage  I),  will  relapse.  Since  there  is  no  curative 
salvage  regimen,  all  relapsing  patients  will  die  of  breast  can- 
cer. Does  this  justify  treating  75%  of  the  patients  who  will 
never  relapse?  The  risk  of  second  malignancies  from  adju- 
vant therapy  probably  approaches  1 5%  and  precludes  the 
use  of  adjuvant  therapy  for  stage  I breast  cancer.  Since  the 
primary  cure  rate  drops  off  appreciably  with  larger  lesions 
and  regional  lymph  node  involvement,  adjuvant  therapy  is 
justified  in  stage  II  breast  cancer. 

There  are  a number  of  approaches  to  improve  the  risk- 
benefit  ratio  of  adjuvant  therapy.  The  first  is  to  select  patients 
who  are  most  likely  to  benefit.  These  include  patients  who  do 
not  have  other  illness  which  would  affect  survival  or  tolerance 
of  therapy;  younger  patients  (older  patients  more  poorly 
tolerate  therapy  and  their  survival  may  not  be  significantly 
affected  by  therapy);  and  patients  at  greater  risk  (eg,  those 
whose  tumors  may  exhibit  higher  histologic  grade,  vascular 
invasion,  or  absence  of  biologic  markers).  The  second  ap- 
proach is  to  minimize  the  toxicity  and  morbidity  of  the  therapy 
by  excluding  ineffective  drugs  and  modalities  and,  where 
possible,  by  avoiding  carcinogenic  drugs  such  as  procar- 
bazine and  nitrosoureas  and  agents  with  chronic  toxic  side 
effects  (eg,  adriamycin  [cardiotoxicity]  and  bleomycin  [pul- 
monary toxicity]). 

Future  considerations 

The  role  of  adjuvant  therapy  must  be  individualized  from  can- 
cer to  cancer.  Consideration  of  patients  for  adjuvant  therapy 
must  be  based  on  the  pathological  stage  of  the  disease,  the 
grade  of  the  tumor,  and  other  biological  information  which 
would  relate  to  prognosis. 

There  are  cancers  for  which  adjuvant  therapy  has  no 
value;  these  are  tumors  that  do  not  respond  to  salvage 
therapy.  Testicular  tumors  appear  to  respond  so  well  to  sal- 
vage therapy  that  adjuvant  therapy  appears  to  be  inappro- 
priate. Selected  patients  with  breast,  ovarian,  and  other 
cancers  with  an  intermediate  response  should  receive  adju- 
vant chemotherapy.  Although  in  these  diseases  adjuvant 
therapy  may  be  only  prolonging  survival  and  not  curing  pa- 
tients, the  increment  in  survival  is  meaningful  and  relatively 
free  of  morbidity. 

An  effective  adjuvant  program  requires  therapeutic  en- 
deavors which  will  induce  a high  rate  of  remissions  in  dis- 
seminated disease.  One  cannot  cure  a tumor  that  fails  to 
respond  to  therapy  by  treating  it  earlier.  Therefore,  adjuvant 
regimens  should  be  first  demonstrated  to  be  efficacious  in 
patients  with  metastatic  disease.  Where  salvage  therapy  is 
curative,  adjuvant  therapy  is  unnecessary.  There  is  consider- 
able risk  in  treating  patients  without  demonstrable  tumor; 
cured  patients  may  develop  morbid  complications  of  the  ad- 
juvant therapy.  The  role  of  the  oncologist  is  to  select  patients 
with  cancers  that  will  respond  to  adjuvant  therapy  and  who 
are  at  great  risk  to  develop  metastatic  disease.  These  are  the 
candidates  for  adjuvant  therapy. 
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Endoscopic 
management  of  biliary 
tract  disease 

Endoscopic  sphincterotomy  was  originally  developed 
for  treatment  of  postcholecystectomy  choledocho- 
lithiasis  in  elderly  patients.  Its  indications  have  been 
expanded  to  include  treatment  of  common  duct  stones 
in  high-risk  patients  with  gallbladders,  relief  of  obstruc- 
tion in  papillary  stenosis,  and  palliation  of  inoperable 
ampullary  tumors.  Preoperative  decompression  of 
obstructed  bile  ducts  by  endoscopically  placed  nasobili- 
ary  drains  can  lower  surgical  morbidity  and  mortality 
rates.  Permanent  biliary  endoscopic  stents  have  obvi- 
ated surgery  in  some  cases. 


The  gastroenterologist  has  recently  taken  an  active  role  not 
only  in  the  diagnosis,  but  also  in  the  therapeutic  manage- 
ment of  certain  patients  with  bile  duct  obstruction  (1,2).  In  the 
past,  his  involvement  was  relegated  to  the  identification  of 
patients  with  cholestasis  who  required  surgical  intervention. 
Endoscopic  retrograde  cholangiopancreatography  (ERCP), 
introduced  by  the  Japanese  in  the  1 960s,  has  proven 
extremely  valuable  in  the  diagnosis  of  pancreaticobiliary  dis- 
eases. Therapeutic  advances  rapidly  occurred  with  the 
development  of  suitable  diathermy  catheters,  which  permit- 
ted enlargement  of  the  ampullary  orifice.  In  1 974,  sphincter- 
otomy and  stone  removal  was  pioneered  in  Germany  and 
Japan  for  the  postcholecystectomy  patient  (3,4).  Endoscopic 
sphincterotomy  is  now  gaining  acceptance  as  an  alternative 
to  surgery  not  only  in  the  management  of  choledocholithia- 
sis,  but  also  in  some  other  benign  and  malignant  conditions  (5). 

Further  advances  in  endoscopic  decompression  of  the  bili- 
ary tree  have  followed  with  the  development  of  temporary 
nasobiliary  catheters  and  permanent  stents  (6,7).  These 
techniques  have  a high  success  rate  and  low  morbidity  and 
mortality  rates.  Patients  with  surgically  unresectable  lesions 
or  medical  contraindications  may  now  be  managed  endo- 
scopically without  laparotomy.  Preoperative  use  of  biliary 
drainage  may  also  decrease  surgical  morbidity  and  mortality 
(6-9).  This  paper  reviews  current  concepts  in  the  endo- 
scopic management  of  biliary  tract  disease. 


Endoscopic  techniques 

Endoscopy  employs  a side-viewing  duodenoscope,  which 
permits  visualization  of  the  ampulla.  A flexible  Teflon  cannula 
is  passed  through  the  biopsy  channel  and  inserted  into  the 
ampulla.  Injection  of  radiopaque  contrast  permits  visualiza- 
tion of  the  pancreatic  and  biliary  ductal  anatomy  (Fig  1 ) and 
identification  of  stones,  strictures,  and  tumors.  Once  the 
presence  of  stones  is  confirmed,  the  diagnostic  catheter  is 
replaced  by  one  with  a diathermy  wire  (sphincterotome  Fig 
2),  which  is  inserted  into  the  common  bile  duct  until  only  a 
few  millimeters  of  wire  remain  showing.  Tension  is  then  ap- 
plied to  produce  a cutting  bow.  Using  the  longitudinal  axis  of 
the  duodenum  as  a reference  point,  the  sphincterotome  must 
be  oriented  in  approximately  the  1 2 o'clock  position.  This 
position  must  be  confirmed  radiographically  (Fig  3).  A di- 
athermy current  is  applied  to  produce  an  orifice  averaging  1 5 
mm.  The  size  of  the  cut,  however,  must  be  tailored  to  the 
length  of  the  intraduodenal  portion  of  the  common  duct  and 
the  size  of  the  stone. 

Once  the  sphincterotomy  is  performed,  the  stones  may  be 
extracted.  Many  pass  spontaneously,  either  initially  or  within 
a few  days.  Mechanical  extraction  may  also  be  performed 
using  a balloon  catheter  or  dormia  basket  (Fig  2).  Occasion- 
ally, the  sphincterotomy  must  be  lengthened  at  a later  date  to 
permit  stone  passage  or  extraction. 


7.  A 62-year-old  woman  7 7 years  after  undergoing  cholecystectomy  for 
stones  with  recurring  fevers  and  liver  function  abnormalities.  ERCP  reveals  a 
large  2 cm  common  duct  stone  (arrow)  with  several  smaller  stones. 


Volume  80  March  1984 


37 


BiHary  tract  disease 


Balloon  catheters  are  fragile  and  may  fail  frequently  in 
cases  with  dilated  common  bile  ducts.  They  permit  the  sizing 
of  the  sphincterotomy,  as  their  diameter  when  inflated  is  ap- 
proximately 10  mm.  Dormia  basket  extraction  may  rarely 
result  in  the  impaction  of  the  basketed  stone  and  the  need  for 
surgery  to  remove  the  basket  and  the  stone. 

INDICATIONS  FOR  ENDOSCOPIC  SPHINCTEROTOMY 
Indications  for  endoscopic  sphincterotomy  are  shown  in  Fig 
4.  The  most  common  indication  in  all  studies  is  the  postcho- 
lecystectomy common  duct  stone  (5,10-  12). 

In  the  immediate  postcholecystectomy  patient  with  a re- 
tained stone  and  T-tube  in  place,  several  techniques  exist  for 
removal  of  stones  (13).  Solvents  may  be  infused  to  help 
dissolve  the  stone.  If  one  waits  five  weeks,  a fibrous  tract 
develops,  permitting  attempts  at  extraction  by  a basket  or 
with  direct  vision  through  a choledochoscope.  These  meth- 
ods have  the  advantage  of  leaving  the  sphincter  mechanism 
intact.  Endoscopic  sphincterotomy  may  be  used  after  a failed 
percutaneous  extraction  or  when  a five-week  delay  is  not 
clinically  acceptable. 

Originally,  in  patients  with  gallbladders  and  common  duct 
stones,  endoscopic  sphincterotomy  was  performed  as  a tem- 
porizing measure  in  emergency  situations.  Elective 
cholecystectomy  was  performed  later  (1,5,10). 

In  Europe,  it  has  now  been  shown  that  only  1 0%  of  pa- 
tients treated  initially  with  sphincterotomy  have  required 


2.  The  instruments  used  in  performing  an  endoscopic  sphincterotomy  and 
stone  extraction  are  a sphincterotome  (left)  which  is  in  the  bowed  position,  an 
inflated  balloon  catheter  (center),  and  an  opened  dormia  basket  (right). 


subsequent  cholecystectomy  for  biliary  symptoms  over  a 
one-  to  six-year  follow-up  (1 ). 

Papillary  stenosis  is  a condition  in  need  of  a firm  definition 
(5,14).  Currently,  about  10%  of  sphincterotomies  are  per- 
formed to  correct  this  condition  (5).  Clinical  criteria  have 
included  recurrent  right  upper  quadrant  or  epigastric  pain 
similar  to  that  of  biliary  or  pancreatic  origin,  evidence  of  bili- 
ary obstruction  with  elevation  of  alkaline  phosphatase  or 
bilirubin,  and  a liver  biopsy  consistent  with  extrahepatic 
biliary  obstruction.  The  ERCP  criteria  have  included  the 
presence  of  a dilated  duct  with  delayed  emptying  (greater 
than  45  minutes)  while  the  patient  is  supine  (Fig  3).  There 
seem  to  be  two  types  of  stenosis,  one  associated  with  a fixed 
band  constricting  the  bile  or  pancreatic  duct,  the  other  an 
abnormality  of  the  sphincter  of  Oddi  tone  or  phasic  contrac- 
tion. In  some  centers  where  manometry  is  done  at  ERCP,  it 
has  been  confirmatory.  The  rate  of  recurrence  of  stenosis  is 
uncertain  in  this  condition  and  further  evaluation  of  endo- 
scopic sphincterotomy  is  necessary. 

Tumors  of  the  ampullary  region  may  be  treated  palliatively 
in  elderly  patients  who  have  an  unresectable  lesion.  The 
combination  of  sphincterotomy  and  placement  of  a larger 
caliber  endoscopic  stent  will  be  discussed  further. 

Although  pancreatitis  is  usually  believed  to  be  a contrain- 
dication to  ERCP,  gallstone  pancreatitis  related  to  stone 
impaction  has  been  successfully  treated  by  endoscopic 
sphincterotomy  (15).  The  initial  series  are  small,  however, 
and  the  precise  indications  and  risks  remain  to  be  defined. 

Other  conditions  necessitating  sphincterotomy  represent 
less  than  1 % of  cases  (5).  They  include  the  Sump  syndrome 
and  obstructing  choledochocele.  Sphincterotomy  may  also 
be  performed  to  aid  in  the  placement  of  an  endoscopic  stent. 

CONTRAINDICATIONS  TO  ENDOSCOPIC 
SPHINCTEROTOMY 

Fig  5 summarizes  the  absolute  and  relative  contraindications 
to  endoscopic  sphincterotomy.  It  is  vital  to  ensure  the  exact 
position  of  the  sphincterotome;  otherwise  improper  orienta- 
tion or  pancreatic  duct  cannulation  may  result.  Improper 
placement  can  cause  severe  pancreatitis.  Although  stones 
larger  than  2.5  cm  may  not  initially  be  amenable  to  extrac- 
tion, perfusion  with  solvents  (eg,  mono-octanoic  acid  through 
a nasobiliary  drain,  Fig  6)  may  permit  later  passage  or  ex- 
traction of  the  stone  (1 6).  A duodenal  diverticulum  can  pre- 
sent a problem  with  proper  orientation  and  carries  an  in- 
creased risk  of  perforation.  However,  if  good  orientation  can 
be  obtained,  it  is  possible  to  attempt  a sphincterotomy. 
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EFFICACY  OF  ENDOSCOPIC  SPHINCTEROTOMY 
In  most  series,  the  rate  of  success  equals  or  exceeds  89% 
(5,10).  Failure  to  obtain  good  orientation  or  radiographic 
confirmation  of  the  sphincterotome’s  position  may  lead  to  dif- 
ficulties. Large  stones  also  represent  a problem  with  ex- 
traction. Papillary  stenosis  has  recurred  after  a short  period 
in  some  cases  (5). 

3.  A 62-year-old  white  man  five  weeks  after  undergoing  cholecystectomy 
and  common  duct  exploration.  Multiple  T-tube  cholangiograms  showed  no 
evidence  of  stones,  but  there  is  no  egress  or  dye  into  the  duodenum.  ERCP 
revealed  no  tumor  or  stones  and  the  duct  was  easily  cannulated.  (a)  The 


The  complication  rate  associated  with  endoscopic 
sphincterotomy  ranges  from  7%  to  8.7%  (5,10).  Major  com- 
plications include  hemorrhage,  pancreatitis,  perforation  and 
cholangitis-impaction.  Each  complication  occurs  approxi- 
mately in  2%.  Most  complications  occur  in  the  first  24  hours; 
about  75%  of  the  complications  are  handled  conservatively. 
Surgery  is  needed  in  1 .8%  of  cases.  The  overall  mortality 

sphincterotome  (arrow)  is  shown  in  the  common  duct,  (b)  Egress  of  dye  can 
be  seen  after  papillotomy  (arrow)  for  papillary  stenosis.  No  stones  or  tumor 
were  found. 
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rate  is  about  1 .2%;  however,  common  duct  exploration  in  pa- 
tients over  60  years  of  age  carries  a mortality  rate  of  more 
than  5%  (11,12). 

Endoscopic  stents  and  drains  in  the  management  of  bile 
duct  obstruction 

Although  there  are  many  causes  of  obstructive  jaundice, 
most  are  secondary  to  an  obstructing  malignancy,  common 
duct  stone,  or  a stricture  (17).  As  the  incidence  of  carcinoma 
of  the  pancreas  rises,  malignant  obstruction  of  the  bile  duct  is 
becoming  more  common.  Less  than  1 0%  of  these  tumors  are 
resectable  (18,19). 

Surgical  biliary  decompression  in  malignant  obstructive 
jaundice  is  associated  with  a mortality  rate  of  about  25% 
(18,20).  The  advantage  of  preoperative  relief  of  infection  and 
jaundice  in  operative  morbidity  and  mortality  is  well  docu- 
mented (8).  In  patients  with  periampullary  cancer,  operative 
mortality  decreased  from  28%  to  8%  when  preoperative  per- 
cutaneous biliary  drainage  was  used  to  reduce  the  serum 
bilirubin  to  less  than  5 mg/dL. 

Percutaneous  cholangiography  and  drainage  constituted 
the  procedure  initially  used  in  drainage  of  the  obstructed 
duct.  Early  complications  have  included  hemorrhage,  sepsis, 


and  bile  peritonitis  (8).  Occasionally,  late  complications  such 
as  hemobilia  or  subphrenic  or  subhepatic  abscess  have  been 
observed  (2,8). 

Endoscopic  methods  avoid  the  pain  and  most  risks  of  the 
percutaneous  methods  while  permitting  adequate  drainage 
(2,6,7).  Two  types  of  drains  are  currently  used:  a transnasal 
drain  for  temporary  use  and  an  internal  stent  which  may  be 
left  for  an  indefinite  period. 

ENDOSCOPIC  NASOBILIARY  DRAIN 
Nasobiliary  drain  tubes  (Fig  7)  are  300  cm  long  (5  French, 
outer  diameter  1 .6  mm)  tubes  passed  through  the  endo- 
scope into  the  biliary  tree  through  the  ampulla  of  Vater.  Grav- 
ity drainage  permits  decompression  of  the  duct.  Irrigation  of 
the  duct  and/or  repeated  opacification  of  the  duct  by  contrast 
injection  without  repetition  of  the  ERCP  is  possible.  The  drain 
is  removed  by  pulling  it  out  through  the  nose. 

ENDOSCOPIC  BILIARY  STENT 
A biliary  stent  is  a short  double-ended  pigtail  catheter  with 
side  ports  placed  in  the  pigtail.  They  range  in  length  from  7 to 
10  cm  between  the  side  ports,  and  come  in  5 or  7 French 
sizes.  The  stent  can  be  removed  using  ERCP  or  laparotomy. 
Recently  a duodenoscope  with  a 3.7  mm  channel  was  intro- 
duced to  permit  the  passage  of  larger  caliber  stents. 

TECHNIQUE  OF  PLACEMENT 
After  an  ERCP  is  performed,  a long  spring  guide  wire  is 
advanced  through  the  cannula  and  into  the  bile  duct  through 
an  intact  papilla  or  sphincterotomy.  The  cannula  is  then  re- 
moved over  the  wire  and  the  catheter,  pigtail  first,  is  ad- 
vanced over  the  wire  into  the  bile  duct.  After  confirming  the 
position  of  the  catheter,  the  guide  wire  is  removed  while  the 
catheter  is  held  firmly  in  place.  The  endoscope  is  then  with- 
drawn, and  the  nasobiliary  catheter  is  brought  out  through 
the  nose. 


4.  Indications  for  endoscopic  sphincterotomy. 

1 . Residual  or  recurrent  common  bile  duct  stone(s)  following  cholecystectomy. 

2.  Choledocholithiasis  in  high-risk  surgical  patients  with  gallbladder  in  situ. 

3.  Papillary  stenosis. 

4.  Tumors  or  papilla. 

5.  Gallstone  pancreatitis. 

6.  Placement  of  endoscopic  prosthesis  (larger  than  5 French). 

7.  Sump  syndrome 

8.  Symptomatic  choledochocele. 


5.  Contraindications  for  endoscopic  sphincterotomy. 
Absolute 

1 . Coagulation  disorders 

2.  Inability  to  ascertain  sphincterotome  position 

3.  Long  stricture  of  the  common  bile  duct 

4.  Uncooperative  patient 

Relative  contraindication 

1 . Stone  larger  than  2 cm 

2.  Periampullary  diverticulum 

3.  Acute  pancreatitis 


6.  A nasobiliary  drain  was  inserted  into  the  common  duct.  Solvents  can  be 
infused  to  help  dissolve  stones  as  necessary  Repeat  cholangiograms  can  be 
performed  to  check  for  stones. 
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9.  Indications  tor  endoscopic  drains  and  stents. 


1.  Nasobiliary  (NBC) 

a.  Post  endoscopic  sphincterotomy 

(1 ) Prevention  of  stone  impaction  and  establishment  of  drainage. 

(2)  Monitor  stone  passage  after  sphincterotomy 

(3)  Infusion  of  agents  for  stone  dissolution. 

b.  Preoperative 

(1)  Relief  of  duct  obstruction. 

(2)  Facilitation  of  identification  of  papilla  of  Vater  and  bile  duct  at 
surgery. 

2.  Therapeutic  stent 

a.  Decompression  of  malignant  obstruction  from  ampulla  to  porta  hepatis. 

b.  Prevention  of  common  duct  stone  impaction  in  inoperable  patient. 


Permanent  stents  are  placed  in  a similar  fashion  (Fig  8). 
The  double  pigtail  catheter  is  pushed  into  place  over  the 
guide  wire  with  a cannula.  The  wire  and  cannula  are  then 
withdrawn,  and  the  stent’s  position  is  confirmed  radiographi- 
cally. The  insertion  of  the  7 French  stent  requires  a sphincter- 
otomy. Fig  9 summarizes  the  indications  for  nasobiliary 
catheter  and  endoscopic  stent  placement. 

Summary 

The  advances  in  endoscopic  techniques  for  treating  diseases 
of  the  biliary  tree  are  permitting  high-risk  patients  to  be  suc- 
cessfully managed  with  decreasing  morbidity  and  mortality 
rates.  Although  endoscopic  sphincterotomy  was  originally 
designed  for  the  treatment  of  postcholecystectomy  common 
duct  stones,  there  has  been  a broadening  of  the  indications 
and  applications.  The  advantages  over  surgical  procedures 
include  the  use  of  local  anesthesia,  brief  time  of  procedure 
(30  to  90  minutes),  two-  to  five-day  recuperative  period, 
lowered  morbidity  and  mortality  rates,  and  savings  to  the 
patient. 

In  malignant  diseases,  operative  mortality  may  be  de- 
creased by  preoperative  endoscopic  drainage  catheter 
placement.  Palliation  may  also  be  obtained  by  insertion  of 


permanent  stents  in  unresectable  carcinoma  of  the  pan- 
creas, ampulla,  and  common  duct.  Stent  placement  may  be 
appropriate  when  metastatic  disease  obstructs  the  porta 
hepatis. 

These  stents  may  be  changed  periodically  by  endoscopy 
on  an  ambulatory  basis. 

As  with  any  new  technique,  further  studies  are  necessary 
to  answer  specific  questions  concerning  methodology,  in- 
dications, and  contraindications.  Some  of  these  controver- 
sies will  require  multi-center  evaluation. 

Endoscopic  sphincterotomy  and  biliary  drainage  catheter 
placement  are  proven  adjuncts  in  the  management  of  pa- 
tients with  obstructing  diseases  of  the  biliary  tree.  Their  use 
should  be  considered  in  all  patients  with  appropriate  indica- 
tions. Currently,  however,  they  must  be  performed  in  centers 
where  the  technical  expertise  exists. 
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Coal  workers’ 
pneumoconiosis  in 
Texas 

Coal  workers’  pneumoconiosis  is  not  usually  consid- 
ered an  occupational  disease  of  Texas  origin,  but  the 
condition  will  become  more  prevalent  as  more  areas  in 
the  state  are  mined.  We  examined  a 73-year-old  man  who 
for  20  years  had  been  exposed  to  lignite  dust  in  a factory. 
He  complained  of  gradually  worsening  shortness  of 
breath.  Roentgenograms  and  biopsy  results  revealed 
diffuse  pulmonary  fibrosis  and  marked  anthroacosis 
(black  lung  disease).  The  disease  response  to  lignite  in- 
halation appears  to  be  different  from  that  previously 
associated  with  inhalation  of  other  coals  and  warrants 
further  study.  Furthermore,  we  believe  that  laws  should 
be  broadened  to  provide  for  compensation  to  miners 
and  other  workers  damaged  by  coal  dust  inhalation. 


Coal  workers’  pneumoconiosis  is  an  occupational  disease 
not  frequently  encountered  in  Texas.  The  condition  is  usually 
considered  a hazard  common  in  Pennsylvania,  West  Vir- 
ginia, and  Kentucky.  The  coal  in  these  states  is  bituminous  or 
anthracite.  Texas  coal  is  lignite.  Different  coals  and  coal 
seams  contain  different  particulate  matter  (1 ).  The  pulmo- 
nary tissue  response  depends  not  only  upon  the  total  dose  of 
respirable  dust  but  also  upon  the  content  of  the  inhaled  par- 
ticulate (2).  As  new  seams  of  lignite  are  mined  in  Texas,  the 
probability  of  exposure  increases.  We  have  seen  several 
workers  with  black  lung  disease  acquired  from  manufacturing 
processes  that  use  lignite  coal  as  the  raw  material.  We  report 
one  patient’s  medical  history  as  an  example  of  long-term  ex- 
posure to  lignite  dust. 

Case  report 

A 73-year-old  man  complaining  of  shortness  of  breath  came 
to  us  in  1 979.  He  told  us  the  problem  had  gradually  worsened 
for  the  past  four  or  five  years.  Although  he  was  not  a regular 
smoker,  he  did  occasionally  smoke  cigars.  He  had  a slight 
cough  which  failed  to  produce  black  or  brown  material.  He 
had  been  exposed  to  lignite  dust  in  a factory  from  1 937  to 
1957,  but  he  had  never  mined  coal.  A coal  mine  was  located 


a few  miles  from  his  place  of  employment.  He  stated  that  he 
had  worn  no  respirator  or  other  protective  respiratory  device 
during  his  employment,  except  occasionally  a handkerchief 
around  his  face  and  nose.  He  had  not  been  exposed  to  coal 
dust  since  1957.  The  physical  examination  revealed  only  ta- 
chypnea. He  had  no  enlarged  chest  and  no  wheezing,  and 
forced  cough  was  nonproductive;  there  was  no  dullness  or 
hyperresonance  to  percussion.  The  diaphragms  were  not  ex- 
cessively depressed.  A chest  roentgenogram  (Fig  1 ) was 
characteristic  of  bilateral  lower  lobe  emphysematous  expan- 
sion. Having  seen  the  same  symptoms  in  other  patients  from 
the  same  manufacturing  site,  we  suspected  he  had  coal 
workers’  pneumoconiosis. 

We  examined  him  again  in  1 982  at  the  request  of  his  family 
physician.  At  this  time  there  was  a mass  in  the  patient’s  right 
lung  (Fig  2),  and  his  shortness  of  breath  had  worsened. 
Planograms  of  the  lung  were  suggestive  of  neoplasm  (Fig  2). 
We  had  not  seen  the  lesion  on  the  1 979  chest  roentgeno- 
gram. A CT  scan  did  not  reveal  a nodular  pattern  of  macular 

1.  Chest  roentgenogram,  1979. 
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Pneumoconiosis  gates  were  common.  Areas  of  scarring  with  obliteration  of  the 

alveolar  spaces  by  fibrosis  were  present,  and  alveolar  lining 
cells  showed  reactive  hyperplasia  without  evidence  of  ma- 
lignant degeneration.  Bronchi  and  bronchioles  had  intact 
respiratory  epithelium.  Some  reserve  cell  hyperplasia  was 
evident.  There  was  no  evidence  of  neoplastic  disease  in  the 
bronchi,  bronchioles,  or  the  surrounding  pulmonary  tissue. 

The  report  concluded  that  the  patient  had  diffuse  pulmo- 
nary fibrosis  and  marked  anthroacosis  (black  lung  disease). 


pneumoconiosis  but  did  suggest  the  mass  in  the  right  lung 
might  be  neoplastic.  Bronchoscopy  and  brushings  under 
fluoroscopic  control  yielded  no  malignant  cells,  but  each 
brush  used  was  blackened  by  the  carbon  material.  Subse- 
quent limited  thoracotomy  showed  a totally  black  lung  (Fig  3). 
The  carboniferous  material  was  so  dense  that  it  blackened 
the  sponges  used  to  hold  the  lung  (Fig  4).  The  nodule  in 
question  was  coalesced  gummy  particulate  within  the  lung. 
No  neoplastic  tissue  was  found.  There  were  no  other  palpa- 
ble nodular  densities  like  those  previously  associated  with 
pneumoconiosis  from  higher  ranking  coals  (3).  Wedge  resec- 
tion of  the  lung  (Fig  5)  and  the  suspect  mass  were  studied 
microscopically  (Fig  6).  The  pathologist  reported  diffuse 
deposition  of  a black  carbon-like  material  and  macrophages 
deposited  within  the  alveolar  septae  of  multiple  sections  of 
the  biopsy  specimen.  The  alveolar  septae  were  frequently 
widened  by  fibrosis,  and  chronic  inflammatory  cell  aggre- 


2.  (a)  Chest  roentgenogram,  1982. 


Discussion 

Coal  workers'  pneumoconiosis  has  been  a thoroughly  stud- 
ied occupational  disease.  Green  and  Laqueur  have  pub- 
lished a complete  study  of  it  (4).  The  studies  so  far,  however, 
have  been  carried  out  on  patients  exposed  to  anthracite  and 
bituminous  coal.  The  tissue  response  to  the  dust  depends  in 
part  upon  the  composition  of  the  coal  seam  from  which  it  is 
mined.  Other  than  elemental  carbon,  the  pariiculate  may 
contain  quartz,  dolomite,  pyrite,  various  metals  and  minerals, 
micas,  and  other  silicates  and  organic  compounds,  including 
gases,  enzymes,  phenols,  naphthenes,  and  alkyl  and  aroma- 
tic hydrocarbons  (5).  Many  of  these  substances  are 
carcinogenic  (4).  Studies  such  as  those  performed  on  the 
lignite  dust  would  be  valuable. 

We  have  observed  that  the  disease  response  to  inhaled 
lignite  dust  is  different  from  that  which  reportedly  results 
from  the  inhaled  dust  of  other  coals.  First,  we  have  been  im- 
pressed by  the  overwhelming  load  of  particulate  in  the  lung 
following  exposure  to  lignite;  one  can  understand  how  the 
lungs’  ability  to  clear  the  particulate  through  the  blood 


(b)  Chest  planogram,  1982. 
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stream,  lymphatics,  and  bronchial  tree  was  quickly  ex- 
ceeded. Also,  the  damage  to  the  clearance  triad  most 
assuredly  occurred  early  in  the  patients’  exposure  to  the  lig- 
nite dust.  Yet,  patients'  disability  is  not  as  severe  as  one 
would  expect,  perhaps  because  these  workers  did  not 
smoke.  As  one  patient  stated,  “The  dust  was  so  thick  we 
were  afraid  it  would  explode.”  Smoking  has  been  suggested 
as  a strong  causative  factor  in  the  final  pathologic  condition 
(6).  Green  and  Laquer  (4)  and  Jacobsen  (7)  have  suggested 
that  elemental  carbon  alone  does  not  cause  so  severe  a re- 
action as  it  does  when  accompanied  by  a high  content  of 
quartz  (4). 

Secondly,  the  federal  laws  have  been  directed  toward  coal 
miners.  Public  Law  91  -173,  the  Federal  Coal  Mine  Health 
and  Safety  Act  in  1969,  amended  in  1977,  still  covers  the 
health,  safety,  and  compensation  of  the  miner;  therefore,  fac- 
tory workers  are  excluded  (8,9).  The  law  of  1 972  established 


4.  Blackened  sponge  and  wedge  of  lung. 


3.  Black  lung  at  thoracotomy. 


5.  Wedges  of  lung  and  carbon  stain. 
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the  permissible  level  of  respirable  dust  at  2 mg/m3  at  the 
“face”  of  the  mine  where  the  greatest  density  occurs.  Ac- 
cording to  the  statute,  the  quartz  content  should  not  exceed 
5%  of  this  maximum  density.  The  lung  clearance  in  a non- 
smoker  would  not  be  exceeded  under  such  circumstances, 
and  the  exposed  worker  probably  would  not  sustain  any  sub- 
stantial respiratory  disease  in  35  years  of  exposure  (9). 

Conclusion 

What  is  needed?  We  believe  that  studies  of  the  occupational 
hazards  of  lignite,  comparable  to  the  study  hazards  to  miners 
of  anthracite  and  bituminous  coal,  should  be  undertaken. 
Furthermore,  laws  should  be  broadened  to  include  compen- 
sation for  miners  and  other  workers  damaged  by  heavy 
concentrations  of  coal  dust  in  occupational  settings. 


6a.  Photomicrograph  of  lung  section,  high  power. 
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6b.  Photomicrograph  of  lung  section,  low  power. 
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When  seconds  count. . . count  on  Life  Flight. 

More  than  17,000  people  have. . .and  the  list  keeps  growing  every  day.  Since  1976,  Hermann 
Hospital’s  Life  Flight  program  has  been  bringing  emergency  medical  care  to  the  people  of  Houston  and 
southeast  Texas.  . . whenever  and  wherever  it  was  needed. 

The  same  innovative  spirit  that  brought  Life  Flight  has  kept  Hermann  Hospital  in  the  forefront 
of  today’s  health  care  field.  Our  renowned  expertise  in  caring  for  critically  ill  patients,  and  our 
dedication  to  community  outreach  programs  like  Life  Flight  have  earned  us  an  international  reputa- 
tion for  excellence. 

Hermann  Hospital’s  Life  Flight  is  synonymous  with  our  commitment  to  caring  for  people.  Ask 
any  of  the  17,000  people  who  have  had  the  Life  Flight  experience. 

Hermann  Hospital 

Life  is  our  life’s  work.™ 

*L ife  Flight  will  only  accept  calls  from  law  enforcement  agencies,  fire  departments,  emergency  ambulance  services,  industrial  safety  representatives,  physicians  and  hospitals. 
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Exercise-induced 
“allergic”  syndromes 

Exercise  is  capable  of  producing  a syndrome  charac- 
terized by  signs  and  symptoms  that  resemble  classic 
allergic  disorders.  Some  induced  attacks  resemble  ana- 
phylaxis and  may  be  life-threatening.  Although  a variety 
of  physical  activities  may  induce  symptoms,  the  patho- 
genesis of  this  disorder  is  unknown.  Effective  manage- 
ment, enabling  most  patients  to  continue  their  exercise, 
consists  of  a combination  of  patient  education,  pro- 
phylactic administration  of  medicines,  and  appropriate 
treatment  of  acute  attacks  based  upon  their  severity. 


Although  exercise-induced  "allergic”  reactions  may  not  be 
common,  exercise  can  produce  signs  and/or  symptoms  that 
are  traditionally  associated  with  an  allergic  diathesis.  Men- 
tion of  such  cases  in  the  literature  is  not  new  (1),  but  it  has 
only  been  in  the  past  few  years  that  detailed  reports  of  pa- 
tients with  exercise-induced  urticaria,  angioedema,  and 
anaphylactoid  episodes  can  be  found  (2-10). 

Clinical  characteristics 

Children  and  adults  of  both  sexes  can  be  affected  (4, 5, 8, 9). 
Many  varieties  of  physical  activity  have  been  reported  to 
cause  symptoms,  including  running,  football,  basketball,  ski- 
ing, snowmobiling,  tennis,  soccer,  dancing,  ice  skating,  and 
construction  work  (4-8).  Warm  weather  may  be  a factor  in 
some  cases  (4,5). 

The  signs  and  symptoms  reported  may  vary  from  subject 
to  subject  and  from  one  episode  to  another  (5).  Initial  symp- 
toms include  flushing,  sensations  of  heat  or  warmth,  local  or 
generalized  pruritus,  nausea,  fatigue,  weakness,  dizziness, 
and  vertigo  (1,3-5).  These  symptoms  may  begin  within 
minutes  of  exercise  (5)  or  may  not  develop  until  later  in  the 
activity  (7).  As  a particular  episode  evolves,  urticaria  and 
angioedema  usually  appear.  In  some  instances  no  further 
symptoms  develop.  Some  persons  may  experience  the 
onset  of  respiratory  symptoms  (1-5,8,10),  gastrointestinal 
symptoms  (4),  headache  (4),  syncope,  and  even  collapse 
with  hypotension  (4,5,7).  The  duration  of  an  episode  is  vari- 
able, from  30  minutes  to  four  hours  (4,5).  The  headaches 
may  persist  for  several  days  (4). 
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An  important  aspect  of  these  exercise-induced  events  is 
that  they  occur  in  an  unpredictable  fashion,  an  observation 
that  has  been  confirmed  in  both  the  natural  state  and  the 
laboratory  (5,8,10). 

The  urticaria  may  be  of  several  morphological  patterns. 
Some  lesions  appear  similar  to  cholinergic  urticaria  (pin- 
point wheals  1 -2  mm  in  diameter  with  surrounding 
erythema),  while  others  have  been  1 cm  in  diameter;  yet 
other  lesions  have  been  giant  hives  (4,5,9). 

There  has  been  some  discussion  in  the  literature  regard- 
ing the  significance  of  the  type  of  urticaria  that  has 
appeared.  Cholinergic  urticaria,  also  known  as  heat  ur- 
ticaria, occurs  when  there  is  an  elevation  of  core  body 
temperature  for  any  reason,  such  as  exposure  to  warm 
water,  exercise,  fever,  and  emotional  upset  or  stress 
(1 1,12).  The  elevation  of  temperature  must  be  high  enough 
to  produce  sweating.  Some  authors  believe  that  the  individ- 
uals with  cholinergic  urticaria  represent  a distinct  entity  and 
differ  from  those  who  develop  other  cutaneous  manifesta- 
tions (4,10).  However,  those  who  develop  cholinergic 
urticaria  when  challenged  with  exercise  also  may  experience 
systemic  symptoms  (13,14). 

Among  persons  vulnerable  to  these  exercise-induced 
symptoms  is  a subset  of  persons  who  experience  exercise- 
induced  symptoms  only  after  meals.  In  one  individual  no  spe- 
cific food  was  incriminated  (15).  If  food  was  consumed  during 
the  two  hours  immediately  preceding  exercise  symptoms 
would  develop;  however,  if  more  than  two  hours  elapsed  after 
eating,  exercise  would  not  induce  symptoms.  Results  from 
skin  tests  and  radioallergosorbent  tests  (RAST)  for  foods 
were  negative  (15).  Three  individuals  had  positive  skin  tests 
after  eating  celery  (15).  Ingestion  of  celery  not  followed 
within  two  hours  by  exercise  produced  no  symptoms.  How- 
ever, if  exercise  was  performed  within  two  hours  of  consum- 
ing celery,  symptoms  would  occur.  One  patient,  a long- 
distance runner,  regularly  ate  shrimp  and  oysters  without  ad- 
verse reaction  (16);  however,  if  he  ingested  either  shrimp  or 
oysters  within  24  hours  before  running,  he  would  develop 
symptoms  at  the  conclusion  of  exercise.  Attacks  in  this  sub- 
set of  patients  are  predictably  reproducible,  unlike  attacks  in 
other  patients  with  similar  exercise-induced  symptoms. 

Pathogenesis 

The  etiology  and  definitive  pathophysiology  of  exercise- 
induced  events  remain  to  be  elucidated.  Inheritance  may  be 
important  in  some  instances.  Multiple  members  within  fami- 
lies have  been  affected  (8,9),  and  in  one  family  the  affected 
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siblings  shared  some  common  HLA  markers  (9).  Some  in- 
vestigators have  not  documented  involvement  of  the  comple- 
ment system  (3-5).  Others  have  found  abnormalities  sug- 
gesting a possible  role  for  the  complement  system  in  the 
pathogenesis  of  some  cases  (8).  Elevated  levels  of  plasma 
histamine,  a marker  of  mast  cell  degranulation,  have  been 
noted  in  a number  of  instances  (1  -3,5,10).  It  is  also  interest- 
ing that  elevated  levels  of  plasma  histamine  have  been  found 
in  patients  who  develop  cholinergic  urticaria  after  exercise 
(14,17-19). 

Individuals  with  exercise-induced  symptoms  appear  to 
manifest  a higher  incidence  of  other  forms  of  physical  allergy 
(cold  urticaria,  pressure  urticaria,  dermographism)  (1,5,14). 
This  observation  is  consistent  with  the  belief  that  subjects 
with  exercise-induced  attacks  may  possess  mast  cells  that 
have  an  enhanced  susceptibility  to  physical  stimuli  (5). 

IgE  may  play  a role  in  the  production  of  symptoms  in  some 
patients.  Some  individuals  develop  symptoms  only  after  in- 
gesting food  antigens  against  which  they  possess  IgE  anti- 
body (15,16).  The  fact  that  exercise-induced  symptoms  tend 
to  occur  in  an  unpredictable  fashion  suggest  that  multiple 
factors  are  involved  in  determining  the  nature  and  extent  of  a 
given  event  (4). 

The  relationship  of  exercise  and  the  development  of  the 
syndrome  is  critical.  There  are  reports  of  persons  who  have 
experienced  recurrent,  acute  anaphylactoid  reactions  in 
which  no  etiologic  agents  have  been  identified  (20,21 ).  No 
relationship  to  exercise  was  observed.  Some  persons  who 
have  suffered  these  idiopathic  anaphylactoid  reactions  have 
experienced  remissions  from  their  attacks  (20,21).  Whether 
individuals  with  exercise-induced  attacks  will  achieve  re- 
missions is  not  known  and  will  require  further  observation. 

Management 

Optimal  therapy  would  allow  predisposed  individuals  to  exer- 
cise with  the  knowledge  that  they  would  not  experience  an 
attack.  To  date,  unfortunately,  such  therapy  has  not  been  dis- 
covered. Consequently,  effective  management  must  include 
a combination  of  patient  education,  prophylactic  administra- 
tion of  medicines,  and  treatment  of  the  exercise-induced 
events  as  dictated  by  the  severity  of  the  attack.  Indeed,  most 
patients  are  able  to  continue  exercising  (4). 

Patients  should  be  encouraged  to  avoid  factors  or  situa- 
tions that  have  previously  been  identified  as  possible 
variables  in  the  production  of  an  attack  (4,5).  They  should 
stop  exercising  at  the  appearance  of  their  initial  symptoms. 
This  may  prevent  an  attack  (4).  Relief  from  cutaneous  mani- 


festations may  be  enhanced  by  the  administration  of  an 
antihistamine  (4). 

Individuals  who  experience  frequent  or  especially  severe 
attacks  should  modify  their  exercise  program  or  find  an 
agreeable  replacement  exercise  that  does  not  induce  at- 
tacks. Some  patients,  however,  insist  upon  continuing 
exercise  despite  recurrent,  severe  attacks.  These  individuals 
should  be  encouraged  to  exercise  with  a friend  who  is  aware 
of  the  patient’s  disorder.  The  patient  should  be  given  an 
anaphylaxis  treatment  kit  to  carry  during  exercise.  The  pa- 
tient should  be  instructed  in  the  self-administration  of 
epinephrine  and  the  friend  should  be  capable  of  giving  an 
injection.  Severe  attacks  have  occurred  so  suddenly  that  the 
patient  was  unable  to  self-administer  epinephrine  (5).  This 
emphasizes  the  importance  of  not  only  having  easily  inject- 
able epinephrine  readily  available,  but  also  the  need  for 
someone  else  to  be  near  who  is  aware  of  the  patient’s  disor- 
der and  the  initial  emergency  treatment. 

Prophylactic  therapy  has  generally  not  been  successful  in 
preventing  attacks,  but  the  prophylactic  administration  of 
antihistamines  has  been  reported  to  be  of  benefit  in  some 
patients  (4,6).  However,  other  investigators  have  not  found 
antihistamines  of  the  HI  or  H2  class,  either  alone  or  in  com- 
bination, to  be  of  help  (3,5).  Some  persons  with  systemic 
symptoms  and  cholinergic  urticaria  as  a cutaneous  mani- 
festation have  been  able  to  resume  regular  exercise,  with- 
out occurrence  of  symptoms,  while  taking  200  mg  of  hydroxy- 
zine per  day  (19).  Mast  cell  stabilizers  (ketotifen  and  oral 
cromolyn  sodium)  (3),  beta  adrenergic  agonists  (4),  and 
phosphodiesterase-inhibiting  agents  (4)  have  been  reported 
to  be  ineffective  in  preventing  attacks.  It  is  important  to 
emphasize  the  difference  between  this  syndrome  and  the 
asthma  that  may  occur  when  an  asthmatic  patient  exercises. 
The  latter  may  be  prevented  by  the  prophylactic  adminis- 
tration of  beta  adrenergic  agonists,  cromolyn  sodium,  or 
theophylline. 

Should  an  attack  be  severe,  early  administration  of  epi- 
nephrine has  been  very  effective  in  reversing  symptoms  (5). 
Further  treatment,  if  needed,  should  include  the  standard 
measures  used  in  treating  a classical  anaphylactic  attack. 
This  would  include  epinephrine,  antihistamines,  oxygen,  vol- 
ume replacement,  vasopressors,  and  other  measures  as 
dictated  by  the  severity  of  the  individual  case. 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  contirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  tixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (ettort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (ettort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  trequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long  term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and 
if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  fo  be  washed  oul  of  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  frequency,  du 
ration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a selling  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta  adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long  acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  of  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adiust- 
ing.  and  discontinuing  PROCARDIA  to  avoid  possible  over  or  under  digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy:  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  m about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
gmal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea  constipation,  inflammation,  |Oint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  le- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition , more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  tewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain.  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600  66)  300  (NDC  0069- 
2600-72) . and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  7 7 ; F (15  to  25  C)in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  f 1982,  Pfizer  Inc 
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TEXAS  MEDICINE 


"I  can  do  things  that  I 
couldn  't  do  for  3 yrs  including 
joining  the  human  race  again” 


Quotes  from  an  unsolicited  • 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patient's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all  m 
respond  to  the  same  degree 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive ." 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


INIFEDIPINEI 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


600 mg  tablets 
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600mg 


More  convenient  for  your  patients 
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FOR 
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EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas  75214 
(214)  821-4640 


Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  155,  Houston  77024 
(713)  682-8024 
San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


The  Practice  and  Efficacy  of  Breast  Self-Examination:  A 
Critical  Review.  Deborah  Holzman,  MD,  and  David  K.  Cel- 
entano,  ScD.  American  Public  Health  Association,  American 
Journal  of  Public  Health,  vol  73,  no  1 1 , November  1 983,  pp 
1324-1326. 

Evaluation  of  the  results  of  breast  self-examination  (BSE)  is 
inconclusive.  Studies  which  address  the  question  of  the 
proper  method  of  BSE  find  that  most  women  do  not  know 
how  to  carry  out  the  procedure  correctly.  Socio-demographic 
characteristics  most  consistently  related  to  BSE  practice  are 
age  and  education.  New  research  on  BSE  must  not  only  take 
into  account  such  correlates  but  also  provide  some  verifica- 
tion of  the  procedure  to  determine  the  importance  of  BSE  in 
the  detection  and  control  of  breast  cancer. 


The  Inhalants:  An  Overview.  Armand  M.  Nicholi,  Jr,  MD. 
Cliggott  Publishing  Co,  Psychosomatics,  vol  24,  no  10,  Octo- 
ber 1983,  pp  914-921 . 

Current  inhalant  abuse  involves  anesthetics,  solvents,  and 
some  aerosols.  About  7 million  Americans  have  experi- 
mented with  them.  Nitrous  oxide,  halothane,  and  amyl  nitrite 
are  popular  inhalants  of  abuse  among  adolescents  today. 
The  author  examines  trends  and  patterns  in  use,  adverse 
effects,  and  aspects  of  treatment  and  prevention. 

Psychosomatic  Aspects  of  Obstetrics  and  Gynecology. 

Carol  C.  Nadelson,  MD,  Malkah  T.  Notman,  MD,  and  Eliza- 
beth A.  Ellis,  MD.  Cliggott  Publishing  Co,  Psychosomatics, 
vol  24,  no  1 0,  October  1 983,  pp  871-884. 

This  paper  reviews  some  of  the  psychosomatic  aspects  of 
obstetrics  and  gynecology  in  the  light  of  current  data  and  in 
the  context  of  changing  views  of  femininity.  Several  condi- 
tions for  which  earlier  concepts  have  changed  are  consid- 
ered in  more  detail.  These  are  premenstrual  and  menstrual 
responses,  pregnancy  and  childbirth,  nurturing  behavior, 
postpartum  reactions,  menopause,  pelvic  pain,  and  hys- 
terectomy. Biologic  and  psychiatric  factors  and  reciprocal 
psychobiologic  interactions  are  described,  where  possible. 


Treatment  of  Atypical  Mycobacterial  Disease.  William  C. 
Bailey,  MD.  American  College  of  Chest  Physicians,  Chest, 
vol  84,  no  5,  November  1983,  625-627. 

The  most  common  disease  patterns  produced  by  atypical 
mycobacteria  are  pulmonary  disease,  cervical  lympha- 
denitis, and  infection  of  soft  tissue,  bones,  and  joints.  The 
treatment  of  disease  due  to  atypical  mycobacteria  can  be 
confusing  unless  one  clearly  differentiates  the  organisms  ac- 
cording to  clinical  characteristics  and  response  to  various 
chemotherapeutic  agents.  For  this  reason,  we  have  at- 
tempted to  simplify  the  task  by  proposing  a new  classification 
system.  The  organisms  that  might  be  isolated  from  human 
material  are  divided  into  the  following  three  classes:  non- 
pathogens; those  that  are  easy  to  treat  with  standard  myco- 
bacterial therapy;  and  finally,  those  that  are  difficult  to  treat 
with  standard  mycobacterial  therapy  and  require  other  ap- 
proaches. This  new  system  of  classification  should  help  the 
clinician  in  dealing  with  these  organisms.  Because  even  the 
pathogens  may  sometimes  appear  as  contaminants  in  hu- 
man material,  including  sputum,  one  must  document  that 
these  organisms  are  associated  with  disease  prior  to  institut- 
ing therapy. 


Slowly  Progressive  Proximal  Weakness:  Limb-Girdle 
Syndromes.  William  M.  Fowler,  MD,  and  Nirmala  N.  Nayak, 
MD.  American  Medical  Association,  Archives  of  General 
Psychiatry,  vol  64,  November  1983,  pp  527-538. 

Many  diseases  of  the  motor  unit  result  in  slowly  progressive 
limb-girdle  weakness.  Difficulty  in  diagnosis  arises  because 
many  of  these  disorders  share  a similar  genetic  pattern,  and 
some  are  heterogeneous.  Most  of  the  symptoms  have  such  a 
broad  range  that  they  are  of  limited  diagnostic  value,  and 
physical  findings,  even  within  families,  often  cover  a wide 
spectrum.  With  a few  exceptions,  laboratory  data  are  often  of 
only  limited  diagnostic  assistance.  This  review  documents 
the  need  for  a careful  genetic,  clinical,  and  laboratory  evalua- 
tion in  these  disorders,  affirms  the  importance  of  clinical 
observation,  and  identifies  the  most  dependable  clinical  and 
laboratory  findings. 
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TEXAS  MEDICINE 


TEXAS:  Two  (2)  primary  care 
physicians  for  small  town  medical 
clinic  to  be  sponsored  by  area 
hospital  foundation.  Clinic  to  be 
renovated  and  equipped  by  foun- 
dation. Physician  guaranteed 
annual  compensation  by  founda- 
tion. Operating  expenses  to  be 
coordinated  with  foundation. 
Selected  physicians  will  be  assisted 
in  housing  and  other  settlement 
concerns  by  foundation.  Located  in 
east  Texas,  two  hours  from  Dallas 
and  Shreveport.  Near  hub  of  east 
Texas  activity.  Excellent  opportu- 
nity for  persons  interested  in  clinic 
practice.  For  more  information 
about  this  opportunity,  reply  to 
Box  169146,  Irving,  TX  75063  or 
call  (214)  258-5038. 


HEADACHES 

WITH 

EMPLOYEE 

BEHEflTS? 

TAKE  TWO  ASPIRIN  - CALL  LEGGETTE  TODAY. 

• Pension  and  Profit  Sharing  Plans 

• Voluntary  Employee  Benefit 
Associations  (VEBA) 

• TEFRA  and  Top  Heavy  Studies 

• Multiple  Plan,  Affiliated  Service 
Group  Studies 

• Complete  Proposals,  Full  Services 

Fee  for  Services  Only-  For  More  Information 
Call  or  Write: 

Victor  G.  Nielsen,  Ph.D. 

Assistant  Vice  President  | rmcrtzt+a 

214/528-8850  LCggCllt: 

4525  Lemmon  Ave.  actuaries  and  consultants 

Dallas,  TX  75219 


reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 


The  PM  Group 

In  Cooperation  With  the 


American  Medical  Association 


ANNOUNCING  TWO  TOP  LEVEL  SEMINARS 

For  Physicians  and  Spouses 

At  The  Mandalay  Four  Seasons  Hotel,  Irving,  Texas 

GEARING  UP  FOR  RETIREMENT  WORKSHOP 

MEDICAL  MARKETING  STRATEGIES 

Full  Day  Workshop 

Full  Day  Work  Shop 

Wednesday,  April  18,  1984 

Thursday,  April  19,  1984 

Topics  Covered 

Topics  Covered 

• What  Post  Retirement  Vocational  Opportunities 

• Introduction  to  Getting  and  Keeping  Patients 

Are  Available 

• Positioning 

• How  to  Notify  Patients 

• Understanding  Marketing  Objectives 

• What  Details  Are  Involved  in  Closing  A Practice 

• Maximizing  Patient  Satisfaction 

• What  Tax  Issues  Are  Involved  in  Closing  or  Selling  A Practice 

• Pricing  Your  Services 

• Valuing  A Practice  For  Sale 

• Increasing  Your  Practice  Visibility 

• What  Should  Your  Family  Know  About  Your  Office 

• Expanding  Your  Referral  Sources 

• How  To  Handle  A Disability 

• Social  Security  Benefits 

• Living  Adjustments  For  You  And  Your  Spouse  in  Retirement 

• Increasing  Your  Availability  to  Patients 

MEDICAL  COLLECTIONS  MANAGEMENT  WORKSHOP  at  Mandalay  Four  Seasons  Hotel,  Irving,  TX.  For  your  office 

assistants  - Tuesday,  April  17,  1984.  Half  day  session  for  $65.  Write  or  telephone  collect  for  details. 

The  Faculty 

Both  workshops  will  be  conducted  by  professionals  of  the  staff  of  the  AMA  Department  of  Practice  Management.  All  are  experienced  educators 
in  medical  practice  management  and  conduct  educational  programs  nationwide  for  physicians,  office  managers,  and  medical  assistants.  An 
income  tax  deduction  may  be  allowed  for  educational  expenses  undertaken  to  maintain  or  improve  professional  skills.  See  Treasury 
REGULATION,  1.162-5. 


□ Gearing  Up  For  Retirement  Workshop 

Wednesday,  April  18,  1984 
8:00  a.m.  - 5:00  p.m. 

Registration  Fee:  $225  (per  physician) 


REGISTRATION  FORM  □Medical  Marketing  Strategies  Workshop 

Thursday,  April  19,  1984 
8:00  a.m.  - 5:00  p.m. 

Registration  Fee:  $225  (per  physician) 

□ Resident  Physician  $150 

Registration  fee  includes  continental  breakfast,  lunch,  workbook  and  spouse  attendance.  Other  members  of  your  staff  may  attend 
for  $100.  Resident  physicians  (and  spouse)  may  attend  for  $1 50.  100%  refund  up  to  5 days’  notice  before  workshop  begins.  80% 
refund  4 days  or  less. 

The  Mandalay  Four  Seasons  Hotel 
221  S.  Las  Colinas  Blvd. 

Irving,  Texas  75039 
214  556-0800 

Please  Print  or  Type 


Name. 


.Badge  Name  for  Spouse. 


Address. 
City 


Specialty 

My  spouse  Dwill  Dwill  not  attend. 

Make  check  payable  to:  Black  and  Skaggs  Associates 

Mail  to:  The  PM  Group  P.O.  Box  1 130,  Battle  Creek,  MI  49016 


State. 


Zip. 


.Telephone. 


For  More  Information  Call  Collect  (616)  962-2684 
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Civil  money  penalties:  a new  tool  to  combat 
fraud  and  abuse  in  health  care  programs 


In  September  1983,  the  US  Department  of  Health  and  Hu- 
man Services  (HHS)  published  final  regulations  imple- 
menting a 1981  statute  providing  Civil  Money  Penalties  and 
Assessments  for  certain  false  or  improper  claims  in  health 
care  financing  programs.  The  Secretary  of  HHS  delegated 
responsibility  for  this  new  activity  to  Mr  Richard  P Kusserow, 
the  department's  inspector  general. 

Texas  Medicine  interviewed  Ralph  Tunnell,  regional  in- 
spector general  for  Health  Financing  Integrity  (HFI)  in 
Dallas,  for  his  views  on  fraud  and  abuse  in  the  Medicare 
program  and  the  Civil  Money  Penalties  Law. 


Texas  Medicine:  What  is  the  role  of  your  office? 

Ralph  Tunnell:  The  HFI  office  is  responsible  for  a variety  of 
work  all  centered  around  fraud  and  abuse  in  health  programs 
administered  by  the  Department  of  Health  and  Human 
Services. 

Most  of  our  work  involves  specific  fraud  and  abuse  inves- 
tigations. We  support  criminal  fraud  investigations  conducted 
by  the  Regional  Inspector  General  for  Investigations.  How- 
ever, our  major  effort  is  civil  and  administrative.  We  have  lead 
responsibility  for  the  Civil  Money  Penalties  Law  and  for  ex- 
cluding providers  from  HHS  health  programs. 

Texas  Medicine:  How  large  is  your  staff  and  what  area  does 
your  regional  office  cover? 

Ralph  Tunnell : We  have  1 7 staff  members,  including  sec- 
retarial support,  and  cover  the  five-state  region  of  Texas, 
Louisiana,  Arkansas,  Oklahoma,  and  New  Mexico. 

However,  we  have  support  from  Medicare  and  Medicaid 
operations,  state  attorney  general  fraud  control  units,  profes- 
sional review  organizations,  and  medical  consultants. 

Texas  Medicine:  How  many  staff  members  do  you  assign  to 
a case? 

Ralph  Tunnell:  Well,  it  depends  upon  how  seriously  we  view 
a problem  and  what  is  involved.  Three  to  five  investigators 
may  work  an  institutional  provider  case  which  involves  medi- 
cal, cost,  and  utilization  issues. 

Texas  Medicine:  Is  Medicare  fraud  and  abuse  a problem 
here  in  the  Southwestern  region? 

Ralph  Tunnell:  Yes.  Fraud  and  abuse  is  a serious  problem  in 
health  care  programs  nationwide.  The  extent  of  the  problem 
varies  between  the  different  types  of  health  care  providers. 

One  measure  of  the  problem  is  the  dollar  impact  of  issues 
we  uncover  in  HFI  cases.  Our  objective  for  1984  is  to  recover 


or  avoid  $13  million  in  Medicare  and  Medicaid  funds  in  this 
region — and  I expect  to  exceed  this  goal. 

Texas  Medicine:  Could  you  assess  the  extent  of  fraud  and 
abuse  problems  between  the  Texas  physician  community 
and  other  Texas  health  providers? 

Ralph  Tunnell:  The  only  basis  I have  for  answering  this  is 
from  our  case  work.  We  have  fewer  substantiated  problems 
with  Texas  physicians  as  a ratio  of  problem  physicians  to 
total  physicians,  than  we  have  for  other  providers  in  the  state. 

Texas  Medicine:  How  do  you  define  fraud  and  abuse? 

Ralph  Tunnell:  A fully  accurate  definition  would  take  an  hour 
or  so.  However,  fraud  is  simply  those  activities  described  by 
criminal  or  civil  fraud  statutes.  The  typical  case  involves  the 
deliberate  filing  of  false  claims. 

I define  abuse  as  fraud  that  is  not  prosecuted  and  three 
other  types  of  activity — harmful  or  inferior  care,  providing  un- 
necessary services,  and  billing  excessive  charges. 

Texas  Medicine:  Which  is  more  serious? 

Ralph  Tunnell:  Measured  by  dollars  and  cents,  abuse  far 
overshadows  fraud.  And  the  economic  consequences  of 
minor  problems  is  phenomenal.  One  example  is  a medical 
equipment  case  we  worked  about  two  years  ago.  At  issue  in 
this  case  was  the  payment  amount  allowed  for  hospital  bed 
pads.  When  we  looked  into  the  case  we  found  pads  costing 
less  than  $1 00  were  being  rented  month  after  month  for  $65. 
This  pricing  problem  was  investigated  by  the  Health  Care  Fi- 
nancing Administration  (HCFA)  and  Texas  Blue  Cross  staff, 
and  changes  were  made  which  will  save  over  $500,000  this 
year.  This  case  points  out  the  ongoing  problem  of  meshing 
Medicare  payment  to  what  a prudent  purchaser  should  pay 
for  a service. 

Texas  Medicine:  How  do  you  learn  of  cases  to  investigate? 

Ralph  Tunnell:  We  receive  tips  from  the  public,  from  Medi- 
care and  Medicaid  agencies,  and  from  computer  matching 
operations  designed  to  profile  possible  fraud  or  abuse.  Our 
best  source  is  current  or  former  employees  who  are  con- 
cerned about  problems  they  detect  in  provider  billing 
activities. 

Texas  Medicine:  Have  you  noticed  an  increase  in  Medicare 
cases  investigated? 

Ralph  Tunnell:  That  is  hard  to  say  without  looking  at  case 
loads  across  the  region. 
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One  change  I have  noted  in  the  last  year  is  the  increase  of 
cases  where  there  is  real  merit.  By  that  I mean  cases  where 
we  can  take  action.  In  the  late  60s  and  early  70s,  it  was  rare 
to  find  a case  with  more  than  $10,000  involved.  Today,  it  is 
not  unusual  to  have  a Medicare  case  with  a half  a million 
dollars  involved.  Of  course,  this  needs  to  be  taken  in  context; 
health  care  costs  have  risen  rapidly  in  the  last  20  years. 
Computerization  and  the  increasingly  sophisticated  fraud 
and  abuse  staff  have  had  an  impact  on  our  ability  to  flesh  out 
a problem. 

Our  major  problem  now  is  sorting  out  and  organizing  work 
on  a number  of  major  cases. 

Texas  Medicine:  Does  a target  know  when  he  or  she  is 
being  investigated? 

Ralph  Tunnell:  It  would  be  impossible  for  them  not  to  know 
they  are  under  investigation.  Our  standard  operating  proce- 
dure is  to  develop  and  profile  the  problem  before  meeting  the 
target  face  to  face.  You  cannot  make  contact  within  a com- 
munity without  word  filtering  back  to  the  person  you  are 
investigating.  For  instance,  if  the  case  is  an  allegation  of  falsi- 
fying services  provided  in  intensive  care  units,  we  would 
compare  the  practitioner’s  1C  billing  with  the  hospital  billing 
for  intensive  care  and  word  of  our  visit  to  the  hospital  would 
get  back  to  the  physician  involved. 

Texas  Medicine:  What  HHS  programs  are  covered  by  the 
Civil  Money  Penalties  Law? 


Regional  Inspector  General  Ralph  Tunnell  explains  how  the  1981  Civil  Money 
Penalties  Law  affects  the  health  care  community. 


Ralph  Tunnell:  Three  health  programs  are  involved — Medi- 
care, Medicaid,  and  the  Maternal  and  Child  Health  Services 
Block  Grant  programs. 

Texas  Medicine:  Exactly  who  is  subject  to  the  civil  money 
laws? 

Ralph  Tunnell:  Literally  any  individual  or  entity  could  be  ex- 
posed to  the  penalties  and  assessments.  The  regulations 
talk  about  persons  subject  to  the  law.  This  includes  any  indi- 
vidual, trust  or  estate,  partnership,  corporation,  professional 
association,  or  other  entities,  whether  public  or  private. 

Texas  Medicine:  May  more  than  one  person  be  subject  to 
civil  money  action? 

Ralph  Tunnell:  Certainly.  Exposure  really  depends  upon  the 
case  facts.  For  example,  we  are  working  on  a case  now  that 
involves  false  claims  for  anesthesia  services.  What  happens 
will  depend  upon  the  facts  we  gather.  However  our  investiga- 
tion will  center  on  a professional  association,  the  physicians 
involved,  and  the  computer  billing  service  that  generated  the 
false  claims.  Each  of  these  could  be  involved  in  a civil  money 
action. 

Texas  Medicine:  What  are  the  penalties  provided  by  the 
law? 

Ralph  Tunnell:  Well,  there  are  actually  two  things  involved. 
The  law  provides  a penalty  of  up  to  $2,000  for  each  service 
that  was  falsely  claimed,  and  for  an  assessment  of  up  to 
twice  the  amount  claimed. 

For  example,  in  the  anesthesia  case  it  appears  that  500 
procedures  were  falsely  claimed  with  the  billed  amounts  to- 
taling over  $250,000.  The  maximum  penalty  in  this  case  is  $1 
million  and  the  maximum  assessment  is  about  $500,000. 

Texas  Medicine:  If  your  investigation  supports  a civil  money 
action,  how  will  the  penalties  and  assessments  be  figured? 

Ralph  Tunnell:  What  happens  depends  upon  a number 
of  factors.  However  if  we  find  each  of  the  “persons”  involved 
in  the  false  claims,  each  one  could  be  penalized  $1  million. 
The  assessment  is  determined  differently.  If  we  support  a 
$500,000  assessment  it  will  be  taken  either  against  one  of 
the  persons  involved  or  apportioned  among  the  whole  group. 

Texas  Medicine:  Could  you  describe  the  civil  money 
process? 
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Ralph  Tunnell:  How  we  go  about  developing  a case  and 
what  ultimately  happens  depends  upon  the  case.  Let's  talk 
about  the  variables. 

Criminal  fraud  cases.  There  are  two  civil  options  following 
closure  of  the  criminal  case:  (1 ) civil  fraud  prosecution;  or 
(2)  civil  money  action.  My  guess  is  that  most  cases  will  go  the 
civil  money  route;  however,  the  option  selected  is  determined 
by  the  inspector  general  and  the  Justice  Department  on  a 
case-by-case  basis.  Our  work  on  these  cases  is  generally 
limited  to  gathering  information  on  false  claims  not  worked  by 
the  criminal  investigator  and  packaging  the  case  for  action  by 
the  Inspector  General’s  Civil  Fraud  Division  in  Washing- 
ton, DC. 

Other  cases.  The  Health  Financing  Integrity  staff  will  de- 
velop all  aspects  of  these  cases  and  submit  them  for  action 
by  the  Washington  staff.  These  cases  are  also  coordinated 
with  the  Department  of  Justice  to  determine  the  civil  fraud- 
civil  money  option. 

I cannot  tell  you  what  action  will  be  taken  because  we  do 
not  have  a track  record  on  these  cases.  My  guess  is  that  our 
decision  on  the  dollar  amounts  will  be  determined  on  the  spe- 
cific set  of  circumstances  in  each  case.  Maximum  amounts 
will  probably  be  taken  if  the  target  clearly  knew  of  the  falsity 
of  the  claims  made. 

Texas  Medicine:  Will  you  negotiate  these  cases  with  the 
persons  involved? 

Ralph  Tunnell:  No.  The  Health  Financing  Integrity  regional 
office  has  no  authority  for  negotiating  a settlement.  However 
in  most  cases  the  inspector  general’s  Washington,  DC,  staff 
will  attempt  a negotiated  settlement  with  the  individual  in- 
volved or  with  his  or  her  attorney. 

Texas  Medicine:  Doesn’t  the  civil  money  law  expose  many 
more  physicians  and  other  health  providers  to  action  by  the 
inspector  general? 

Ralph  Tunnell:  Yes,  and  I personally  believe  there  is  a dra- 
matic difference  between  today  and  even  last  year.  Many  of 
the  problems  we  handled  in  the  past  by  overpayment  recov- 
ery can  be  pursued  using  the  civil  money  law. 

In  making  decisions  on  civil  money  versus  other  case  op- 
tions, I ask  three  questions:  (1 ) Was  the  provider  paid  more 
than  should  have  been  paid?  (2)  Was  there  a pattern  of 
repeated  overpayments?  and  (3)  Is  it  probable  the  pro- 
vider knew  or  had  reason  to  know  of  the  falsity  of  the  claims? 
If  all  three  answers  are  “yes,”  we  will  open  a civil  money 
investigation. 

Texas  Medicine:  How  do  you  view  the  issue  of  physicians 
“covering”  for  one  another? 


Ralph  Tunnell:  What  you  are  really  asking  is  whether  we  will 
pursue  civil  money  action  when  the  conditions  for  reassign- 
ment are  not  met. 

Again,  what  we  do  depends  upon  the  specific  facts  in  each 
case.  These  cases  are  normally  handled  by  educating  con- 
tacts and  recovering  monies  overpaid.  However,  we  will  and 
are  exploring  civil  money  penalties  action,  if  the  facts  clearly 
show  the  physician  knew  the  claims  were  false. 

I realize  that  TMA  has  serious  concerns  about  the  reas- 
signment issue.  However  my  job  is  to  enforce  the  law,  in- 
cluding the  violation  of  reassignment  ground  rules. 

Texas  Medicine:  How  can  physicians  help  in  stopping  Medi- 
care fraud  and  abuse? 

Ralph  Tunnell:  There  is  no  simple  answer.  One  major  help 
would  be  to  carefully  monitor  the  claims  sent  for  payment. 
Last  week,  I was  involved  in  a case  where  the  doctor  had 
submitted  3,000  false  statements  about  services  rendered 
during  the  past  three  years.  !n  his  defense,  he  said,  “I  didn’t 
know  it  was  wrong;  I left  the  filing  to  my  staff.”  I am  constantly 
amazed  at  the  number  of  cases  we  work  where  the  physician 
is  unaware  of  what  is  being  billed. 

Another  major  help  would  be  physician  awareness  of  what 
other  providers  are  doing  and  feedback  to  us  when  they  see 
abusive  or  fraudulent  practices.  A third  critical  area  is  care- 
fully reviewing  the  prescriptions  and  orders  that  result  in 
other  providers  billing  the  programs.  Physicians  are  the  key 
to  all  health  programs  and  can  be  crucial  to  stopping  fraud 
and  abuse. 

I know  physicians’  natural  orientation  is  to  provide  medical 
care  to  patients.  But  physicians  need  to  pay  more  attention  to 
the  economic  side  of  medicine.  Procedure  codes  and  billings 
are  important. 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
32  other  states. 

I.C.  System 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical  and 
professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The  system  is 
endorsed  by  this  medical  Association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

6301  Heron  Drive 
Austin,  Texas  78759 
1-800-328-9595 


tC 
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In  a word,  it  means  service.  Service 
to  the  State  of  Texas  and  the  impor- 
tant work  underway  there  in  radi- 
ology. Service  from  the  world 
leader  in  diagnostic  imaging— 
Picker  International. 

Service  that’s  fast. 
Service  that’s  efficient. 
We  promise. 

We’ve  relocated  experienced,  special- 
ized service  engineers  from  around  the 
U.S.  to  augment  the  professionals 
we’ve  added  from  within  Texas. 
Plugged  Texas  into  our  computerized 
parts  network.  Stocked  key  parts  in 
Texas.  And  set  up  24-hour  service  hot- 
lines to  assure  the  fastest  response  time 
for  your  service  needs. 

A service  team  of  factory- 
trained  technical  experts. 
We  promise. 

No  one  knows  your  Picker  equipment 
like  your  Picker  Service  Representa- 
tive. He’s  backed  by  intensive  head- 
quarters training,  substantial  field  ex- 


perience as  a specialist  in  his  particular 
modality.  He’s  got  the  technical  ex- 
pertise and  diagnostic  tools  it  takes  to 
identify  your  problem.  The  hands-on 
experience  to  fix  it  fast. 

The  worldwide  resources 
of  factory-direct  service. 
We  promise. 

In  CT,  in  NMR,  in  X-ray,  Nuclear,  Ultra- 
sound, Radiological  Consumables  and 
Accessories.  Picker  service  people  are 
up-to-the-minute  specialists  in  the 
science  of  diagnostic  imaging.  Backed 
by  Picker’s  worldwide  capabilities,  they 
bring  you  a knowledge  base,  an  ex- 
perience base,  and  a parts  inventory 
access  no  other  service  organization 
can  beat. 

The  service  contract 
that’s  right  for  you. 

We  promise. 

Because  you  and  your  equip- 
ment have  unique  needs,  we 
tailor  every  service  contract  in- 
dividually. But  every  one  has 


the  same  goal:  maximum  uptime, 
maximum  throughput.  All  at  a price 
that’s  competitive  and  never  includes 
any  hidden  charges.  Whether  it’s  for 
preventive  and/or  corrective  main- 
tenance, for  parts,  for  labor,  for  X-ray 
tubes. 

If  you  have  Picker  equipment  in 
your  hospital  or  clinic,  you’ve  already 
made  a wise  investment.  Now,  make 
that  investment  pay  even  higher  divi- 
dends. With  service  from  Picker  Inter- 
national. Call  today  at  214-669-3697. 


PICKER  INTERNATIONAL 
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CHARITY  CARE— WHO  PAYS  FOR  IT? 

The  governor,  lieutenant  governor,  and  speaker  of  the  house 
have  appointed  a Task  Force  on  Indigent  Health  Care.  Its 
charge  is  to  develop  a legislative  package  to  present  to  the 
Legislature  addressing  the  problems  of  indigent  medical 
and  hospital  care.  This  month's  article  outlines  the  legal 
framework  in  which  physicians,  hospitals,  and  city,  county, 
and  state  governments  operate  when  treating  indigents.  Un- 
derstanding this  legal  framework  may  help  you  focus  on 
ways  to  alleviate  the  problems  of  admitting  indigent  patients 
to  private  or  public  hospitals,  or  in  transferring  indigent  pa- 
tients to  other  facilities  which  maintain  needed  specialty 
equipment  and  services. 

The  task  force  needs  your  input  if  it  is  to  offer  practical 
legislative  remedies  to  improve  your  ability  to  treat  charity 
patients.  Write  the  task  force  expressing  your  problems, 
concerns,  and  solutions  (1).  Testify  at  one  of  the  public  hear- 
ings scheduled  throughout  the  state  about  the  problems  you 
have  experienced  (2).  Your  participation  can  help  the  Legis- 
lature arrive  at  some  solution. 


Historical  perspective 

The  1869  Texas  Constitution  addressed  the  problem  of  medi- 
cal indigency  by  abdicating  the  responsibility  of  indigent  care 
to  its  counties,  specifically  to  the  Commissioners  Court  (3). 
This  was  not  a mandate,  but  a discretionary  authorization  to 
counties  to  provide  for  their  “indigents  and  poor  inhabitants” 
(4)  if  a county  so  chose.  In  1 876,  the  Texas  Legislature  passed 
a law  which  put  some  meat  in  this  constitutional  provision: 

“If  there  is  a regularly  established  public  hospital  in  the 
county,  the  Commissioners  Court  shall  provide  for  sending 
the  indigent  sick  of  the  county  to  such  hospital.  If  more  than 
one  such  hospital  exists  in  the  county,  the  indigent  patient 
shall  have  the  right  to  select  which  one  of  them  he  shall  be 
sent  to.”(5) 

Note  that  each  county  had  the  option  of  establishing  or  not 
establishing  a public  hospital.  If  one  was  established,  duties 
of  providing  for  the  indigent  sick  existed.  If  one  was  not  es- 
tablished, these  duties  did  not  exist. 

However,  at  that  same  early  date,  another  article  in  the 
Texas  statutes  made  it  the  duty  of  the  Commissioners  Court 
“to  provide  for  the  support  of  paupers,”  and  authorized  the 
county  to  appoint  agents  for  any  purpose  authorized  by  law 
and  be  bound  by  its  contracts  made  by  its  agents  (6).  It  is  this 
constitutional  and  statutory  framework  which  is  still  in  effect 
today. 

Incredibly,  these  provisions  have  been  interpreted  by  only 
three  Texas  appellate  courts.  The  court  decisions  are  dis- 
cussed in  the  following: 


Counties  must  pay  for  paupers’  treatment 

In  1 886,  the  Texas  Court  of  Appeals  was  asked  to  render  a 
decision  by  two  physicians  who  were  denied  reimbursement 
for  services  provided  for  a “pauper.”  The  two  physicians  had 
been  summoned  to  attend  the  pauper  by  the  county  judge 
and  one  of  the  county  commissioners.  The  pauper  was 
“dangerously  sick"  and  the  services  of  the  physicians  were 
skillfully  and  successfully  performed  and  “doubtless  saved 
his  life.”  The  two  physicians  charged  the  county  $183  for 
their  requested  services.  The  county  refused  to  pay  and  suit 
was  brought. 

At  that  time,  Texas  statutes  made  it  the  duty  of  the  Com- 
missioners Court  “to  provide  for  the  support  of  paupers."  The 
Commissioners  Court  was  authorized  by  statute  to  appoint 
agents  for  any  purpose  authorized  by  law.  Since  the  county 
was  bound  by  contracts  made  by  its  agents,  and  the  “sup- 
port" provided  by  the  county  through  the  summoned  physi- 
cians was  within  that  which  was  required  of  counties  for  their 
paupers,  an  implied  contract  to  pay  for  such  services  existed. 
Also,  the  Commissioners  Court  had  entered  an  order  which 
found  that  the  resident  who  received  medical  care  was  in  fact 
a pauper.  Thus,  the  county  was  ordered  by  the  Court  of  Ap- 
peals to  pay  the  reasonable  amount  (7). 

Twelve  years  later  in  1 898,  the  Texas  Supreme  Court  held 
that  a Commissioners  Court  may  contract  with  a physician  to 
perform  medical  services  for  paupers  residing  in  the  county 

(8) .  In  that  case  a “county  physician”  was  appointed  to  give 
medical  attention  to  the  prisoners  at  the  county  jail,  to  county 
paupers  at  the  poor  farm,  and  anyone  sick  within  the  jurisdic- 
tion of  the  county  confined  as  a prisoner,  pauper,  or  lunatic. 

A salary  of  $80  per  month  was  to  be  paid.  The  court  found 
sufficient  statutory  authorization  for  the  county  to  contract  for 
the  medical  services  provided  to  paupers  and  prisoners  for 
whose  care  and  support  the  county  was  required  to  provide 

(9) . 

The  county  also  had  contracted  with  the  physician  to  pro- 
vide services  at  inquests,  but  since  no  statute  authorized 
such  a contract  at  that  time,  that  portion  of  the  contract  was 
held  to  be  invalid.  As  an  entity  of  the  state,  county  commis- 
sioners can  do  no  more  than  what  the  Texas  Constitution  and 
statutes  provide. 

Indigent  not  covered 

In  1 929,  a physician  was  urgently  summoned  by  the  county 
judge  to  attend  a man  injured  while  walking  near  a highway. 
The  county  judge  told  the  physician  that  the  expenses  of  his 
treatment  would  be  paid.  Since  the  county  had  no  hospital, 
the  county  sheriff  rushed  the  doctor  and  his  patient  to  a pri- 
vate hospital  in  a neighboring  county.  After  several  days  the 
patient  died.  Claims  for  the  medical  expenses  of  the  two  doc- 
tors who  attended  him  ($1 80  total)  and  the  hospital  ($89) 
were  filed  with  the  county  whose  judge  had  requested  assis- 
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tance  and  had  represented  that  the  county  would  pay  for  the 
expenses  of  the  care  provided.  The  county  Commissioners 
Court  rejected  the  claims. 

The  trial  court  ruled  that  because  the  patient  was  a pauper 
requiring  the  county  to  furnish  him  services  for  which  the  suit 
was  brought,  and  because  the  county  judge  had  apparent 
authority  to  agree  to  have  the  county  pay  for  the  services,  the 
county  should  be  required  to  honor  the  judge's  agreement. 

The  Commissioners  Court  appealed  this  ruling  to  the 
Texas  Court  of  Civil  Appeals.  That  high  court  noted  that  the 
county  already  had  . an  official  county  health  officer 
whose  duties  included  that  of  attending  injured  persons  in 
such  cases  as  this”  (1 0).  The  county  health  officer’s  services 
were  available  but  no  opportunity  had  been  given  for  him  to 
render  them.  The  high  court  noted  that  any  reputable  physi- 
cian would  have  rendered  these  services  freely  without 
question  of  reward,  and  that  the  physicians  summoned 
would  have  done  likewise.  However,  since  they  had  been  ad- 
vised that  the  county  would  pay  their  fees,  they  had  been 
justified  in  presenting  their  claims.  Also,  the  court  noted  that 
most  hospitals  admit  patients  for  care  without  advanced  or 
secured  payment. 

However,  the  appellate  court  was  unwilling  to  require  that 
Texas  counties  be  liable  for  medical  and  hospital  bills  in 
every  case  where  the  deceased  patient  leaves  no  estate  to 
pay  his  medical  and  hospital  bills.  As  an  entity  created  and 
empowered  by  statute  with  specific  statutory  obligations  to 
paupers,  the  high  court  concluded  that  it  could  not  add  to  the 
powers  and  duties  of  the  county  as  stated  in  the  Texas  stat- 
utes. The  statutory  duty  to  send  indigent  sick  to  hospitals  was 
limited  to  “public"  hospitals  within  the  county,  according  to 
the  appellate  court.  This  excluded  any  duty  or  authority  to 
send  such  persons  to  hospitals  outside  the  county. 

Concerning  the  statutory  duty  to  support  paupers  who  are 
unable  to  support  themselves,  the  court  concluded  that  this 
patient  could  not  be  classified  as  a pauper.  The  patient  had 
had  a regular  job  for  many  years,  had  supported  his  wife  and 
her  two  children  by  a former  marriage,  and  had  regularly  paid 
off  debts  he  had  incurred.  The  court  stated:  "So  far  as  the 
record  shows,  he  was  no  worse  off,  financially,  than  is  usual 
among  those  of  his  class.  . .(he)  had  never  sought  or  re- 
ceived charity  from  any  source.  . .(and)  his  classification  as  a 
pauper  had  never  been  raised”  (1 1 ). 

The  court  concluded  that  the  fact  that  this  patient  died 
without  leaving  an  estate  sufficient  to  defray  the  cost  of  the 
services  rendered  to  him  did  not  cause  the  county  to  be  liable 
for  this  cost.  The  court  speculated  that  even  had  the  Com- 
missioners Court  made  the  decision  to  send  this  patient  to  a 
hospital  outside  the  county  at  public  expense,  the  statutory 
powers  of  the  county  commissioners  would  be  exceeded  and 
would,  therefore,  not  bind  the  county  to  pay  for  such  ser- 
vices. The  appellate  court  concluded: 


“The  tragedy  was  pathetic  in  its  consequences,  and  the 
action  of  the  county  judge  and  sheriff.  . . was  the  expression 
of  noble  and  humane  impulses.  But  the  liabilities  of  counties 
are  fixed  by  law  and  cannot  be  extended  by  the  courts  be- 
yond the  plain  authority  of  the  statutes”  (12). 

Attorney  general  opinions 

Other  interpretations  of  state  law  in  this  area  have  come 
through  various  attorney  general  (AG)  opinions.  Numerous 
attorney  general  opinions  address  this  issue,  but  offer  incon- 
sistent interpretations  of  counties'  responsibilities  for  the 
medical  needs  of  their  residents.  The  case  law  discussed 
previously  and  the  numerous  AG  opinions  do  recognize  a 
difference  in  status  and  in  responsibility  between  paupers 
and  indigents.  However,  the  exact  definitions  of  these  terms 
are  not  known,  and  that  is  one  of  the  topics  of  the  Governor's 
Task  Force  on  Indigent  Health  Care. 

A definition  for  indigent  patients  does  exist  for  mental  pa- 
tients admitted  to  state  hospitals:  “Indigent  patients  are  those 
who  possess  no  property  of  any  kind  nor  have  anyone  legally 
responsible  for  their  support,  and  who  are  unable  to  reim- 
burse the  State"(13). 

Note  that  the  injured  pedestrian  in  the  third  appellate  court 
case  might  have  met  the  definition  for  indigent  mental  pa- 
tients in  state  hospitals.  Were  the  Texas  law  to  be  amended 
to  provide  that  counties  and/or  the  state  provide  medical  and 
hospital  care  for  indigents  as  well  as  paupers,  physicians  and 
hospitals  providing  their  fair  share  of  charity  care  to  those 
unable  to  pay  could  look  to  county  commissioners  for  reim- 
bursement for  at  least  some  of  their  needed  services  to  these 
patients  (14). 

Other  statutory  restrictions 

A county  hospital  board  of  managers  has  the  power  to  ap- 
point physicians  to  treat  hospitalized  patients  but  not  the 
power  to  pay  them  for  their  services:  “The  board  shall . . . 
appoint  a staff  of  visiting  physicians  who  shall  serve  without 
pay  from  the  county,  and  who  shall  visit  and  treat  hospital 
patients  at  the  request  either  of  the  managers  or  of  the 
superintendent”(15). 

The  Texas  Attorney  General  has  concluded  that  this  provi- 
sion does  not  permit  the  board  of  managers  to  pay  physicians 
for  services  rendered  for  charity  patients  in  the  hospital  (16). 

The  county  hospital  board  of  managers  is  empowered  to 
“operate  an  outpatient  department  or  free  dispensary  and 
clinic”  and  “.  . .shall  appoint  a physician  or  physicians,  who 
shall  serve  at  such  dispensaries  or  clinics,  and  shall  deter- 
mine the  amount  of  time  required  to  be  spent.  . . by  such 
physicians,  and  shall  fix  the  salaries,  if  any,  of  such  phy- 
sicians’ll 7).  The  board  of  managers  may  also  employ 
physicians  for  up  to  two  years  or  as  needed  for  the  efficient 
operation  of  the  hospital  (18). 
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Need  for  change 

We  now  have  a new  statute  requiring  general  hospitals,  their 
employees,  and  medical  staff  to  provide  emergency  services 
to  those  in  need  regardless  of  their  ability  to  pay  (19).  No 
provision  for  payment  for  such  needed  services  is  included  in 
this  statute.  City  and  county  hospitals,  hospital  districts,  as 
well  as  not-for-profit  and  for-profit  hospitals  have  no  choice 
but  to  comply  with  these  emergency  services  requirements 
for  both  humanitarian  and  legal  reasons  . However,  with  diag- 
nostic related  group  reimbursement  (DRGs)  now  in  place, 
the  resources  for  hospitals  to  absorb  these  unreimbursable 
costs  are  drying  up.  The  physician's  difficulty  in  admitting  and 
transferring  a charity  patient  to  a more  appropriate  facility  will 
no  doubt  intensify. 

The  Governor's  Task  Force  on  Indigent  Health  Care  needs 
to  know  what  problems  physicians  face  now — and  sug- 
gestions for  solving  those  problems — so  that  these  can  be 
considered  before  the  task  force  completes  its  legislative  rec- 
ommendations in  June  1984. 

Donald  P.  "Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
•Y  OUR  HELP? 

If  you  can  answer  "yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Percy  E.  Lowe,  M.D.,  Houston,  Chairman 
(713)  461-2646 

Lawrence  F.  Buxton,  M.D.,  Corpus  Christi 
(512)  883-1731 
Guy  K.  Driggs,  M.D.,  Dallas 
(214)  941-3313 

David  C.  Eiland,  Jr.,  M.D.,  Galveston 
(409)  761-4776 
Kenneth  L.  Orten,  M.D.,  Tyler 
(214)  597-3541 
G.  William  Race,  M.D.,  Austin 
(512)  454-5716 

Stanley  E.  Saikin,  M.D.,  Gainesville 
(817)  665-3416 

George  K.  Schlagenhauf,  M.D.,  San  Antonio 
(512)  696-4667 

Grant  H.  Wagner,  M.D.,  Wichita  Falls 
(817)  851-6172 

Gretchen  Megowen,  M.D.,  Dallas,  Resident 
Representative 
(214)  381-7181 

Mrs.  Dor  Brown,  Fredericksburg,  Auxiliary 
Representative 
(512)  997-3615 
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Let  Us  Help  Your  Patients 
Learn  To  Live  With  It. 


• Inpatient  Treatment 

• Inpatient  and  Outpatient 
Physical  Therapy 

• Inpatient  and  Outpatient 
Rheumatologic  Consultation 

• Patient  Education 

~ 24-HOUR  LINE 

Toll  Free  in  Arkansas  1-800-272-2171 
Call  collect  501-624-1281 

Levi  Arthritis 
Hospital 

P.  O.  Box  850  • Hot  Springs,  Arkansas  71902 


Quality  And 
Dependability 
For  More  Than 
3 Generations. 


New  and  used  equipment 
Supplies  and  accessories 
Service 


Call  today  to  find  out  about  our  monthly  specials 


DAVENPORT 


2770  W.  Commerce 
Dallas,  Texas  75222 
214/631-8469 
Metro  263-0048 


RAY  CO.,  INC. 


7332  Rampart 
Houston,  Texas  77081 
713/772-8949 


TOM  A.  BOARDMAN 

Attorney  and  Counselor 
Medicare/Medicaid 
Health  Insurance  Consultant 

• 

8235  Douglas  Avenue 
Suite  230,  LB-24 
Dallas,  Texas  75225 
214/369-2582 

Diagnosis  Related  Groups  (DRG’s), 
Prospective  Payment  System,  Equi- 
table Relief,  Waiver  of  Liability, 
Profile  Adjudication,  Utilization  Re- 
view, Reasonable  Charges,  Appeals 
and  Hearings,  Fraud,  Program  In- 
tegrity Problems,  Guideline  Interpre- 
tation. 
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And  Associates  Inc. 


WHAT  IS  YOUR  ULTIMATE  TAX  SHELTER? 


YOUR  PENSION  PLAN  AND 
OTHER  QUALIFIED  TRUSTS 


1 . You  may  contribute  more  than 
100%  of  your  salary  to  qualified 
corporate  retirement  plan.  The 
contributions  are  fully  deductible. 

2.  Up  to  90%  of  the  contributions  to 
your  corporate  retirement  plan  may 
be  allocated  for  your  personal 
benefit.  And  the  contributions  are 
fully  deductible. 

3.  A pension  or  profit-sharing  plan 
may  be  designed  to  meet  your  per- 
sonal goals  and  objectives. 


4.  Your  corporation  may  take  a 
“credit”  for  Social  Security  taxes 
paid  by  the  corporation  to  reduce 
contributions  for  your  employees. 
And  the  contributions  are  fully 
deductible. 

5.  You  don’t  need  to  work  around 
your  attorney,  C.P.A.  or  bank  trust 
officer  to  install  a corporate  retire- 
ment plan.  Maurice  M.  Glazer  and 
Associates  works  with  your  profes- 
sional advisors  to  design  and  re- 
view your  corporate  retirement  plan 


Watch  for  TMA-sponsored  seminars  on  financial  planning — 
“Increasing  Your  Net  Worth” 

May  1 9 Houston  September  29  San  Antonio 


CONSULTING  SERVICES: 

• Plan  design 

• Plan  critiques 

• I.R.S.  Submissions 

ADMINISTRATIVE  SERVICES: 

• Determination  of  Benefits 

• Preparation  & submission  of  government  forms 

• Plan  evaluation  & implementation 

• Data  auditing 

• Annual  plan  valuation 

• Disclosure  requirements 

• Actuarial  certification 

• Financial  & participant  statements 

• Annual  report  filing 

• TEFRA  update 


WE  LL  GIVE  YOU  AN  HOUR  CONSULTATION 

Just  Fill  In  This  Coupon  And  Send  It  In 

Name  

Address  

City State Zip 

Telephone  No.  (Day) 

Name  of  Pension  or  Profit-Sharing  Plan 


Name  of  Retirement  Plan  Trustee 
Date  of  Financial  Year-End  


Mail  To: 

Maurice  M.  Glazer  & Associates  Inc. 
10300  N.  Central  Expwy.,  Suite  180-11 
Dallas,  Texas  75231 
Or  Give  Us  A Call  At:  (214)  696-4400 
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MECA 


MEDICAL  ELECTRONICS 
CORPORATION  OF  AMERICA 


INVEST  TODAY 
IN  MEDICAL  HI-TECH! 


For  the  Hospital  Purchaser:  M.E.C.A.  designs,  produces  and  sells  equipment  for  RF  Cautery,  Diathermy, 
Digital  Imaging  Processors  for  Radiological  and  ultrasound  enhancement,  Subtractive  Angiography,  Electrophore- 
tic DNA  Sequencing  (4000  bands  readout  per  second)  and  Non-lnvasive  Subdermal  Temperature  Monitoring  (Bio- 
THINK).  More  significantly,  MECA  is  an  industry  leader  in  the  new  modality  of  cancer  treatment,  RF  HYPERTHER- 
MIA. The  434  Hyperthermia  system  produced  by  MECA  is  the  most  cost  effective  system  available  today. 

For  the  Medical  Investor:  MECA’s  sales  are  rapidly  increasing  in  the  high  growth  medical  technology  field. 
Fiscal  1983  revenues  (unaudited)  were  up  more  than  125%.  First  quarter  sales  are  anticipated  to  be  up  more 
than  433%  per  share.  MECA  is  currently  working  on  a record  backlog  of  orders  of  over  $1 ,000,000,  with  substan- 
tial new  orders  pending.  Upon  approval  of  the  Hyperthermia  System  by  the  FDA,  MECA  expects  $3,000,000  in 
immediate  sales  of  this  equipment.  The  company’s  product  lines  and  potential  sales  offer  investors  an  opportunity 
to  participate  in  the  growth  of  the  stock  at  a price  less  than  the  original  offering  price. 

Please  Forward  Information: 

□ regarding  MECA  Medical  Equipment  Product  Lines  and  RF  Hyperthermia  Systems 

□ regarding  the  investment  potential  of  MECA  common  stock,  a Corporate  Profile  and  current  financial  data. 

Attn:  Dr.  Robert  T.  Kirk 
1-800-432-2161  FI.  800-327-9798  NAT. 
We  make  a market  in  this  security. 

First  Interwest  Sec.  Corp. 

201  E.  Pine  St.  Orlando,  FI  32801 
Member  NASD/SIPC 

Business  Phone 


Name 

Address 

City/State/Zip 


reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg-,  hydrochlorothiazide  15  mg 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members— through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  "Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster's  Third  New  International  Dictionary,  Unabridged." 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1 981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity:  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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. TIRR 

is  Caring 


Southwest’s  center  for  comprehensive 
rehabilitative  care. 

At  TIRR  we  help  people  with  severe  disabilities 
return  to  useful  and  satisfying  lives.  An  early  referral  to 
TIRR  can  improve  the  patient’s  outcome,  and  our 
specialized  treatment  facility  in  the  heart  of  the  Texas 
Medical  Center  provides  services  and  programs  that  are 
unique  in  rehabilitative  care.  But  more  importantly, 
TIRR’s  physicians  and  professional  staff  really  care. 
Comprehensive  programs  of  the  hospital  include: 

• Texas  Regional  Spinal  Cord  Injury  Center 

• Houston  Center  for  Amputee  Services 

• Respiratory  Center 

• Head  Injury  Program 

• Stroke  Program 

• Programs  for  neuromuscular  illness  or  injury,  birth 
defects  and  other  mobility  limiting  conditions. 

• Community  Living  Skills  Services 

• Outpatient  Services 


TIRR 


The  Institute  for  Rehabilitation  and  Research 

1333  Moursund  • Houston,  Texas  77030  • (713)  797-1440 


Are  you  treating 
alcoholism  as  a 
primary  disease? 


We  are: 

We  provide  a comprehensive  program  to  treat 
alcoholism  and  chemical  dependency  as  pri- 
mary illnesses. 

• MEDICAL — Physician  monitors  course 
of  treatment 

• PSYCHOLOGICAL— Daily  individual 
and  group  counseling 

• PHYSICAL — Support  by  licensed 
dietician  and  physical  therapist 

• AA/AL-ANON  Involvement  and 
aftercare  program 


Accredited  by  J.C.A.H.  • Call  for  more  information: 
24-Hour  Line  • Toll  Free  in  Texas  1-800-292-6159 


Call  Collect  512-238-4222 

La  Hacienda 
Treatment  Center 


P.O.  Box  1 Hunt,  Texas  78024 
(near  Kerrville) 


DALLAS-F0RT  WORTH  OPPORTUNITIES 

FAMILY 

PRACTITIONERS 

We  have  exceptional  opportunities  for  you  in  our 
dynamic  group  of  fee-for-service  primary  care  providers 
serving  Dallas,  the  Mid-Cities  and  Fort  Worth.  You  may 
elect  either  a salaried  position  with  extensive  fringe 
benefits  or  independent  contractor  status.  We  provide  a 
guaranteed  income  and  malpractice  insurance  at  a 
minimum  in  all  of  our  eight  attractive  office  settings. 

An  extensive  management  team  supports  your 
practice  allowing  you  to  enjoy  the  practice  of  medicine  in 
sunny,  growing  Dallas-Fort  Worth. 

For  more  information,  send  your  C.V. 
to  Director  of  Physician  Relations,  Primacare,  Inc., 

9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220, 
or  call  (214)352-1991. 

rimacare 


Primacare,  Inc.  Primacare  Physicians,  P.A. 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Trans-Texas  Leasing  • 9330  LBJ  Freeway,  Suite  635  • Dallas,  Texas  75243 
1-800/442-6158  214/699-9494  (Tarrant  County  and  District  13) 

North  Park  Lincoln  Mercury  • 9207  San  Pedro  • San  Antonio,  Texas  78216  • 512/341-8841 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/981-3591 
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DEATHS 


L. B.  Crain 

Lovell  Brown  Crain,  MD,  a retired  Houston  neurologist  who 
lived  in  Waco,  died  Nov  10, 1983.  He  was  73. 

Born  in  Stanton,  Dr  Crain  received  his  bachelor's  and  mas- 
ter’s degrees  from  Baylor  University  in  Waco.  In  1 941 , Dr 
Crain  was  graduated  with  a medical  degree  from  The  Univer- 
sity of  Texas  Medical  School  at  Galveston.  He  interned  at  St 
Joseph’s  Hospital  in  Denver  and  completed  a residency  at 
Galveston  State  Hospital.  He  was  a physician  in  the  US  Army 
Medical  Corps  serving  in  the  South  Pacific  during  1 942-1945. 
From  1 948  to  1 975,  he  practiced  psychiatry  and  neurology  in 
Houston.  Until  his  retirement  in  1 981 , he  was  chief  medical 
admissions  officer  for  the  Veterans  Administration  Medical 
Center. 

Survivors  include  his  wife,  Lucille  Shudde,  Waco;  daugh- 
ter, Kathleen  Tol,  Copperas  Cove;  son,  Lee  Shudde  Crain, 
Houston;  and  brother,  Rev  Hubert  W.  Crain,  Stephenville. 

M. L.  Grover 

Morris  Lee  Grover,  MD,  a retired  San  Antonio  gerontologist, 
died  Nov  9, 1 983.  Dr  Grover  was  79. 

Dr  Grover  was  born  in  Dorchester,  Mass,  and  received  his 
bachelor's  degree  from  Tufts  University  in  Boston  in  1924 
and  his  medical  degree  from  Tufts  College  Medical  School  in 
Boston  in  1 928.  Dr  Grover  served  an  internship  at  Beth  Israel 
Hospital  in  Boston  and  completed  postgraduate  work  at  Har- 
vard University  School  of  Public  Health  from  1 930  to  1 931 . 

He  was  a member  of  the  US  Army  Medical  Corps  from  1 932 
to  1957  and  was  a health  officer  in  Pasadena,  Calif,  during 
1957-1965. 

Dr  Grover  is  survived  by  his  wife,  Ruth  Grover,  San  An- 
tonio; daughter,  Ann  Friedlander,  Moultrie,  Ga;  and  son 
Robert  Grover,  Miami  Beach,  Fla. 

O.H.  Heins 

Otto  Henry  Heins,  MD,  a Raymondville  general  practitioner, 
died  Nov  23,  1 983,  at  the  age  of  81 . 

Dr  Heins  received  his  premedical  education  at  Crane 
Junior  College  in  Chicago  and  his  medical  degree  from 
Loyola  Medical  School  in  Chicago.  He  served  as  a lieutenant 
in  the  US  Army  Medical  Corps  from  1 936  to  1 938  and  prac- 
ticed for  five  years  in  Stronghurst,  III.  He  moved  to  Raymond- 
ville in  1943  where  he  practiced  medicine  until  his  death. 

Survivors  of  Dr  Heins  include  his  wife,  Elsie  Heins,  Lyford; 
daughter,  Dixie  Buchanan,  Dallas;  and  son,  William  Howard 
Heins,  MD,  San  Benito,  Tex. 

F.J.  Jarsen 

Frank  Joseph  Jarsen,  MD,  a retired  College  Station  oncolo- 
gist, died  Oct  25,  1 983.  Dr  Jarsen  was  78. 

Born  in  Detroit,  Dr  Jarsen  received  a bachelor’s  degree  in 
1 928  and  a medical  degree  in  1 932  from  Johns  Hopkins  Uni- 


versity in  Baltimore.  He  interned  at  Providence  Hospital  in 
Detroit  and  completed  a residency  at  Herman  Kiefer  Hospital 
in  Detroit. 

From  1935  to  1962,  he  practiced  internal  medicine  in  Dear- 
born, Mich.  From  1 964  until  his  retirement,  he  was  on  the 
staff  of  The  Veterans  Hospital  in  Martinsburg,  WVA.  He  lived 
in  College  Station  for  six  years. 

Dr  Jarsen  is  survived  by  his  wife,  Mary  E.  Jarsen,  College 
Station;  sisters,  Anna  Stevens,  Flint,  Mich,  and  Stella  Fergu- 
son, Rockwood,  Mich;  and  a grandchild. 

A.L.  Lane 

Alfred  Leeds  Lane,  MD,  a past  president  of  the  Nueces 
County  Medical  Society  and  an  honorary  member  of  the 
Texas  Medical  Association,  died  Nov  28, 1983,  at  the  age  of 
68.  Dr  Lane  practiced  internal  medicine  in  Corpus  Christi  for 
34  years  until  his  retirement  in  1978. 

Born  in  Fitchburg,  Mass,  he  was  educated  at  Drake  Univer- 
sity in  Des  Moines,  Iowa  State  University  in  Ames,  Iowa,  and 
the  University  of  Iowa  at  Iowa  City.  He  received  his  medical 
education  at  the  University  of  Pennsylvania  Medical  School 
and  The  University  of  Texas  Medical  School  at  Galveston.  He 
completed  an  internship  at  Michael  Reese  Hospital  in  Chi- 
cago and  a residency  at  The  University  of  Texas  Medical 
School  at  Galveston.  He  did  postgraduate  work  at  the  Univer- 
sity of  Southern  California  in  human  embryology  and  at  the 
University  of  Iowa  in  neurology  and  human  psychology. 

Dr  Lane  served  as  a captain  in  the  US  Army  Medical  Corps 
from  1943  to  1946. 

He  was  a past  president  of  the  Nueces  County  Heart 
Association,  co-founder  of  the  Corpus  Christi  Drug  Abuse 
Council,  and  former  chief  of  staff  at  Spohn  and  Memorial  hos- 
pitals. In  1973,  he  received  the  Lawyer’s  Liberty  Bell  Award 
given  annually  to  the  lay  person  who  has  made  a selfless 
contribution  to  his  or  her  community  which  strengthens  the 
effectiveness  of  the  American  system  of  justice. 

Dr  Lane  is  survived  by  his  wife,  Gwen  Binkley  Lane,  Cor- 
pus Christi;  daughters,  Sharee  Lane  Huntsman,  MD,  Salt 
Lake  City,  and  Shelley  Lane  Wiater,  Witts  Springs,  Ark;  sons, 
William  Leeds  Lane,  Auckland,  New  Zealand,  and  Barry  Bin- 
kley Lane,  Camarillo,  Calif;  sister,  Bertha  Rapschutz,  Kansas 
City,  Mo;  and  four  grandchildren. 

I.S.  McReynolds 

Isaac  Stephens  McReynolds,  MD,  a Houston  orthopedic  sur- 
geon since  1 938,  died  Nov  29,  1 983.  He  was  77. 

A native  of  Pikeville,  Tenn,  Dr  McReynolds  received  his 
preliminary  education  at  the  University  of  Tennessee  in 
Knoxville  and  his  medical  education  at  the  University  of  Ten- 
nessee College  of  Medicine  in  Memphis.  He  interned  at  the 
US  Naval  Hospital  in  New  York  City  and  served  as  a medical 
officer  in  the  US  Navy  Medical  Corps.  He  completed  a resi- 
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dency  at  the  Carrell-Driver-Girard  Clinic  and  Scottish  Rite 
Hospital  in  Dallas  before  serving  for  a year  as  an  assistant  to 
Sir  Harry  Platt  at  the  Manchester  Royal  Infirmary  in  Man- 
chester, England;  he  then  completed  a residency  at  the  Willis 

C.  Campbell  Clinic  in  Memphis.  His  postgraduate  work  was 
done  in  clinical  pathology  at  Johns  Hopkins  University  in 
Baltimore.  During  World  War  II,  he  served  as  chief  of  the 
orthopedic  section  of  the  30th  Evacuation  Hospital  in  the 
Southwest  Pacific.  Upon  his  return  to  the  United  States, 

Dr  McReynolds  was  chief  of  the  orthopedic  section  at  Ash- 
burn  General  Hospital  in  McKinney. 

He  has  held  the  posts  of  chief  of  orthopedic  sections  at 
Memorial,  Methodist,  St  Joseph,  Medical  Arts,  and  Twelve 
Oaks  hospitals,  consultant  to  NASA  Manned  Spacecraft 
Center,  and  clinical  associate  professor  of  orthopedic  sur- 
gery at  Baylor  College  of  Medicine  in  Houston. 

Dr  McReynolds  is  survived  by  his  wife,  Eleanor  Bruce 
McReynolds,  Houston;  daughter,  Heather  Graham  Mc- 
Reynolds, Birmingham,  Ala;  sons,  John  Stephens  McRey- 
nolds, MD,  Ann  Arbor,  Mich;  James  Bruce  McReynolds, 
Pikesville,  Tenn;  and  Angus  Samuel  McReynolds,  Houston; 
and  two  granddaughters. 

D. E.  Packard 

Duan  Earl  Packard,  MD,  69,  died  Nov  7, 1983.  Dr  Packard 
was  a Kerrville  family  practitioner  and  the  chief  of  staff  of  Sid 
Peterson  Memorial  Hospital. 

Dr  Packard,  born  in  Belmond,  Iowa,  received  his  premedi- 
cal education  at  the  University  of  Iowa  in  Iowa  City.  He  was 
graduated  from  the  University  of  Iowa  Medical  School  with  a 
medical  degree  and  then  served  an  internship  and  a resi- 
dency at  Robert  B.  Green  Hospital  in  San  Antonio.  During 
1 941  -1946,  he  served  as  a major  in  the  US  Army  Medical 
Corps. 

Surviving  Dr  Packard  are  his  wife,  Eleanor  S.  Packard, 
Kerrville;  daughter,  Barbara  P.  Matthews,  Austin;  sons,  Duan 

E.  Packard,  Jr,  Houston,  and  Dighton  C.  Packard,  MD, 

Dallas;  brother,  John  P.  Packard,  MD,  Harlingen;  sister, 
Uyntah  Belle  Mahaney,  Fonda,  Iowa;  and  five  grandchildren. 

P.C.  Pedigo 

Paul  Cruse  Pedigo,  MD,  a retired  Strawn  general  practitioner, 
died  Oct  7, 1 983.  He  was  81 . 

Born  in  Walnut  Springs,  Dr  Pedigo  attended  Baylor  Univer- 
sity, and  received  a medical  degree  from  The  University  of 
Texas  Medical  Branch,  Galveston,  in  1925.  After  an  intern- 
ship at  John  Sealy  Hospital  in  Galveston,  he  practiced 
medicine  with  his  father  in  Strawn  from  1 926  to  1 956.  During 
World  War  II,  he  served  as  a captain  in  the  US  Army  Medical 
Corps. 

Surviving  Dr  Pedigo  are  his  wife,  Agnes  Truby  Pedigo, 
Strawn;  daughter,  Billie  Lavera  Odessa;  sister,  Leone 
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Tunnell,  Strawn;  three  grandchildren;  and  three  great- 
grandchildren. 

E.S.  Reynolds,  Jr 

Edward  Storrs  Reynolds,  Jr,  MD,  chairman  of  the  department 
of  pathology  at  The  University  of  Texas  Medical  Branch  at 
Galveston  and  a Galveston  pathologist,  died  Nov  12, 1983. 
He  was  54. 

Born  in  East  Orange,  NJ,  Dr  Reynolds  received  his  pre- 
medical education  at  Williams  College  in  Williamstown, 

Mass.  In  1954,  he  was  graduated  with  a medical  degree  from 
Washington  University  in  St  Louis,  Mo;  he  served  an  intern- 
ship and  a residency  at  Peter  Bent  Brigham  Hospital  in 
Boston. 

After  serving  for  two  years  as  a captain  at  the  Armed 
Forces  Institute  of  Pathology  in  Washington,  DC,  Dr  Rey- 
nolds returned  to  Boston  and  became  a staff  member  of  the 
pathology  department  at  Peter  Bent  Brigham  Hospital  and  a 
professor  of  pathology  at  Harvard  Medical  School.  In  1976, 

Dr  Reynolds  became  professor  and  chairman  of  the  pathol- 
ogy department  at  The  University  of  Texas  Medical  Branch  at 
Galveston. 

Surviving  family  members  include  his  wife,  Elizabeth  Rey- 
nolds, Galveston;  sons,  Peter  Reynolds,  Dallas,  and  William 
Reynolds,  Galveston;  daughters,  Jean  Reynolds  Dunham, 
Melrose,  Mass,  and  Margaret  Reynolds,  Minneapolis,  Minn; 
father,  Edward  Reynolds,  Sturgeon  Bay,  Wis;  sister,  Helen 
Williams,  Rochester,  NY;  and  two  granddaughters. 

M.S.  Thorne 

Milner  Speer  Thorne,  MD,  an  Austin  anesthesiologist,  died 
Oct  1 0,  1 983,  at  the  age  of  58. 

Born  in  El  Paso,  Dr  Thorne  attended  Texas  Technological 
College  in  Lubbock  and  was  graduated  with  a bachelor’s  de- 
gree from  The  University  of  Texas  at  Austin.  He  received  his 
medical  degree  from  Baylor  University  College  of  Medicine 
in  Houston.  After  completing  an  internship  at  Shreveport 
Charity  Hospital  in  Shreveport,  La,  and  a residency  at  John 
Sealy  Hospital  in  Galveston,  he  began  practicing  medicine  in 
Austin  in  1 952.  Dr  Thorne  is  a past  president  of  the  Texas 
Anesthesiology  Association. 

Survivors  include  his  wife,  Polly  Perry  Thorne,  Austin; 
daughters,  Sally  Shields,  San  Antonio;  Peggy  Hewel,  Corpus 
Christi;  and  Deborah  Teten,  Austin;  son,  Zachary  Speer 
Thorne,  Austin;  brothers,  G.  Clifford  Thorne  and  Lansing  S. 
Thorne,  both  of  Austin;  and  five  grandchildren. 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 
ordered.” 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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Texas  Medical  Association  February  4 9 am  to  4:30  pm 

1984  Leadership  Conference  Hyatt  Regency  Austin 


Order  Cassette  Tapes  Today! 


Tape  1 

TMA  Priorities  for  1984 — 

Milton  V.  Davis,  MD 

The  Many  Faces  of  Health  Care  Costs: 
Awareness,  Containment  and  Effec- 
tiveness— Frank  J.  Jirka,  Jr.,  MD 

Tape  2 

Physician  Survival  in  Time  of  Revolu- 
tion— Harry  Schwartz,  PhD 
Trends  in  the  Delivery  of  Health  Care 
and  An  Update  on  Recent  JCAH  Ac- 
tion— William  S.  Hotchkiss,  MD 

Tape  3 

Political  Action:  Your  Role  in  the  1984 
Elections — Lee  Ann  Elliott 
Approaching  the  Millenium:  Decade  of 
Change  and  Challenge — 

Gerald  L.  McManis 

Tape  4 

Professional  Liability:  Reducing  the 
Risk — James  W.  Walker,  MD 
Breakout  Session  III/ Professional  Lia- 
bility— How  It  Impacts  You 
Professional  Liability — An  Overview  of 
Texas — Presley  H.  Chalmers,  MD 
Legal  Trends  and  Their  Impact — 
Kenneth  G.  Mathis,  MD,  JD 


The  Important  Role  of  the  Physician’s 
Employees — E.  Don  Webb,  MD 
Loss  Prevention — 

James  W.  Walker,  MD 

Tape  5 

Breakout  Session  I/New  Marketing 
Strategy:  Consumer  Advocacy 

Practical  Aspects  of  Conducting  Peri- 
odic Case  Analysis  as  Part  of  the  Cost 
Effectiveness  Evaluation  Network — 
Daniel  J.  O’Hearn,  MD 
TMA’s  Consumer  Cost  Awareness  Pro- 
gram— Taking  Charge — 

Jim  Bob  Brame,  MD 
Critique  and  Comments — 

Frank  J.  Jirka,  Jr.,  MD 

Tape  6 

Breakout  Session  11/ Update  1984 — 
Issues  and  Answers  for  New  Officers 
of  County  Societies 

Peer  Review  and  the  County  Society — 
Joe  A.  Lewis,  MD 
Your  Responsibilities  as  a County 
Medical  Society  Officer — 

Milton  V.  Davis,  MD 
TMA  Resources  Available  to  County 
Society  Officers — 

Donald  M.  Anderson 
Developing  an  Orientation  Program  for 
New  Members — Ben  O.  White 


Tape  7 

Breakout  Session  11/Update  1984 — 
Issues  and  Answers  for  New  Officers 
of  County  Societies 

The  Changing  Alphabet  for  Physicians 
DRGs,  PPOs,  HMOs,  JCAH  and 
TEFRA  (Panel) 

Grover  L.  Bynum,  Jr.,  MD 
Van  Q.  Telford,  MD 
Harold  Whittington 
William  S.  Hotchkiss,  MD 

Tape  8 

Breakout  Session  IV/The  Medical  Con 
stituency:  A Political  Force  in  the  1984 
Elections 

The  Changing  Focus  of  Political 
Action — Volunteers  and  Campaign 
Success — Hugh  Lamensdorf,  MD 
How  You  Can  Provide  Valuable  Candi- 
date Support — Lee  Ann  Elliott 

Tape  9 

Breakout  Session  IV/The  Medical  Con 
stituency:  A Political  Force  in  the  1984 
Elections 

Activities  for  County  Societies  and 
Auxiliaries:  The  Legal  Perspective — 
Donald  P.  Wilcox 

How  to  Identify  and  Mobilize  the  Medi- 
cal Constituency — June  Bratcher 


Tape  Order  Form  The  Transformation  of 
Medicine 

Individual  cassette  tapes  are  $7.95  each,  plus  5% 
sales  tax. 

□ Tape  1 □ Tape  2 □ Tape  3 □ Tape  4 

□ Tape  5 □ Tape  6 □ Tape  7 □ Tape  8 

□ Tape  9 


Cost 

Sales  Tax 
Total 


For  additional  information,  contact  TMA 
Communication  Department,  1801  North  Lamar  Blvc 
Austin,  Texas  78701 ; 512/477-6704. 

□ Paid  □ Bill  me 
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TEXAS  MEDICINE 


A Computer  System  That  Speaks 

Your  Language. 


What  better  way  to  run  your  practice  than  with  a computer  system 
designed  by  a M.D.  and  programmed  in  a medical  language. 
MOSTAR  is  written  in  Standard  MUMPS,  the  most  widely  used 
language  for  medical  programming.  It  is  an  economical,  highly 
integrated  system  combining  state-of-the-art  hardware  and  soft- 
ware to  meet  your  specific  office  administration  needs.  MOSTAR 
is  an  expandable  single  or  multi-user  medical  system,  and  will 
accommodate  multiple  doctors  with  integrated  or  separate  practi- 
ces. 

Choose  the  system  that  meets  your  needs. 

MOSTAR  B is  a computerized  Billing  system  that  includes 
Arrival  Ticket  • HIC  Claim  Form  • Patient  Information  and  Advice 
Sheet  • Clinical  Record  Summary  • Daily  Transaction  Register  • 
Statements  • Aged  Receivables  Report  • Flexible  Delinquent 
Ledger  • Age/ Sex  Register  • Flexible  Diagnostic  Indexing  and 
Reporting  • Financial  Summaries  • Letter  Writing  • On-line  Drug 
and  Diagnostic  Dictionaries  • Worldwide  Access  to  Medical  infor- 
mation Databases. 

MOSTAR  C offers  a complete  Billing  and  Clinical  record 
system  combining  all  the  features  of  MOSTAR  B plus:  Nurse 
Instructions  • Prescriptions  • Chart  Notes  • School  or  Work 
Excuses  • Workers  Comp  Reports. 


A computer  system  you  can  live  with. 

Entering  the  computer  age  doesn't  have  to  be  a traumatic  expe- 
rience. With  practical  screen  prompts,  easy  to  read  manuals  and 
on-line  documentation,  your  staff  will  be  up  and  running  with 
minimum  training. 

You  are  not  alone. 

With  15  years  of  experience  behind  us,  we  at  Eclectic  Systems 
Corporation  know  that  an  on-going  support  is  the  key  ingredient  to 
successfully  integrating  the  computer  in  your  office.  That's  why 
we're  with  you  through  the  introduction  stage  and  throughout  the 
life  of  the  system.  We  even  have  a radio  dispatched  service  fleet  to 
respond  to  your  needs  quickly. 

MOSTAR.  It  speaks  your  language,  It  has  our  support.  It 
belongs  in  your  practice.  For  more  information,  write  or  call  us. 

16260  Midway 
Dallas,  TX  75234 
(214)  661-1370 

System  prices  range  from  $13,000  - $27,000 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


L.  B.  CRAIN 
Waco,  1910-1984 

M.  L.  GROVER 

San  Antonio,  1904-1983 

O.  H.  HEINS 

Raymondville,  1902-1983 
E.  J.  JARSEN 

College  Station,  1905-1983 
A.  L.  LANE 

Corpus  Christi,  1915-1983 


I.  S.  MCREYNOLDS 
Houston,  1906-1983 

D.  E.  PACKARD 
Kerrville,  1914-1983 

P.  C.  PEDIGO 
Strawn,  1902-1983 

E.  S.  REYNOLDS,  JR 
Galveston,  1928-1983 

M.  S.  THORNE 
Austin,  1924-1983 


IN  MEMOR1AM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ , Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME 

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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TEXAS  MEDICINE 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Stuart  L.  Solomon,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
Eileen  C.  Stade,  MD 
William  A.  Lent,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Allan  I.  Goldberg,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 


Joan  R.  McClung, 
Associate  Administrator 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1 984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  (512)477-6704. 


In  the  TMA  Library 

Basmajian  JV  (ed):  Biofeedback:  Principles  and  Practice  for 
Clinicians.  Baitimore,  Williams  & Wilkins,  1983. 

Berezin  N:  After  a Loss  in  Pregnancy.  New  York,  Simon  and 
Schuster,  1982. 

Brenner  BM:  Acute  Renal  Failure.  Philadelphia,  W.B.  Saun- 
ders Company,  1983. 

Carpenter  MB,  Sutin  J:  Human  Neuroanatomy.  Baltimore, 
Williams  & Wilkins,  1983. 

Cavill  I (ed):  Quality  Control.  New  York,  Churchill  Livingstone, 
1982. 

Childress  JF:  Who  Should  Decide?  Paternalism  in  Health 
Care.  New  York,  Oxford  University  Press,  1982. 

Ellenberg  M,  Rifkin  H (eds):  Diabetes  Mellitus:  Theory  and 
Practice,  ed  3.  New  York,  Medical  Examination  Publishing 
Co,  Inc,  1983. 

Ficarra  BJ:  Medicolegal  Handbook:  A Guide  to  Winning  Ver- 
dicts. New  York,  Marcel  Dekker,  Inc,  1983. 

Fiscina  SF:  Medical  Law  For  the  Attending  Physician.  Ed- 
wardsville,  III,  Southern  Illinois  University  Press,  1982. 

Froelicher  VF:  Exercise  Testing  & Training.  New  York,  Le 
Jacq  Publishing,  Inc,  1983. 

Georgiade  NG  (ed):  Aesthetic  Breast  Surgery.  Baltimore, 
Williams  & Wilkins,  1983. 

Germain  BF  (ed):  Osteoarthritis  and  Musculoskeletal  Pain 
Syndromes.  New  Hyde  Park,  NY,  Medical  Examination  Pub- 
lishing Co,  Inc,  1983. 


Gueriguian  JL,  Bransome  ED,  Outschoorn  AS  (eds):  Hor- 
mone Drugs.  Rockville,  MD,  United  States  Pharmacopeial 
Convention,  Inc,  1982. 

Hallpike  JF,  Adams  CWM,  Tourtellotte  WW  (eds):  Multiple 
Sclerosis.  Baltimore,  Williams  & Wilkins,  1983. 

Harrington  DO:  The  Visual  Fields:  A Textbook  and  Atlas  of 
Clinical  Perimetry.  St  Louis,  The  C.V.  Mosby  Company,  1981 . 

King  DW,  Fenoglio  CM,  Lefkowitch  JH:  General  Pathology: 
Principles  and  Dynamics.  Philadelphia,  Lea  & Febiger,  1983. 

Lepore  MJ:  Death  of  the  Clinician.  Springfield,  III,  Charles  C 
Thomas,  1982. 

Jacobson  S (ed):  Resuscitation.  New  York,  Churchill 
Livingstone,  1983. 

McDermott  WV:  Atlas  of  Standard  Surgical  Procedures. 
Philadelphia,  Lea  & Febiger,  1983. 

Myerowitz  RL:  The  Pathology  of  Opportunistic  Infections 
With  Pathogenetic,  Diagnostic,  and  Clinical  Correlations. 
New  York,  Raven  Press,  1983. 

Ostrow  DG,  SandholzerTA,  Felman  YM  (eds):  Sexually 
Transmitted  Diseases  in  Homosexual  Men.  New  York, 
Plenum  Medical  Book  Company,  1983. 

Reichel  W (ed):  Clinical  Aspects  of  Aging,  ed  2.  Baltimore, 
Williams  and  Wilkins,  1983. 

Remington  JS,  Klein  JO  (eds):  Infectious  Diseases  of  the 
Fetus  and  Newborn  Infant,  ed  2.  Philadelphia,  W.B.  Saun- 
ders Company,  1 983. 

Richards  EP,  Rathbun  KC:  Medical  Risk  Management. 
Rockville,  Md,  An  Aspen  Publication,  1983. 

Ropper  AH,  Kennedy  SK,  Zervas  NT  (eds):  Neurological  and 
Neurosurgical  Intensive  Care.  Baltimore,  University  Park 
Press,  1983. 

Schafer  MF,  Dias  LS  (eds):  Myelomeningocele:  Orthopaedic 
Treatment.  Baltimore,  Williams  & Wilkins,  1983. 

Scheiber  SC,  Doyle  BB  (eds):  The  Impaired  Physician.  New 
York,  London,  1983. 
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TEXAS  MEDICINE 


Texas  Medical  Association 


HealthWise  Series 

Educational  brochures  for  your  patients 
including  four  new  titles 


The  HealthWise  Series  is  a collection  of  eight 
brochures  on  a variety  of  health  topics.  Each 
brochure  is  designed  to  provide  your  patient  with 
valuable  information  and  to  positively  influence 
his  or  her  personal  health  care  habits. 

Samples  of  each  brochure  may  be  ordered  by 
using  the  attached  form.  Simply  indicate  the 
number  of  brochures  needed  and  fill  in  your 
name  and  address.  Brochures  are  free  of  charge 
as  a service  of  the  Texas  Medical  Association. 


We  hope  you  find  these  new  brochures  a wel- 
comed addition  to  an  already  useful  series  of 
educational  materials.  Use  them  as  an  adjunct 
to  other  patient  education  tools  used  in  your 
office. 

Place  your  order  today! 


Texas  Medical  Association  HealthWise  Series  Order  Form 

Mail  to:  Texas  Medical  Association  Communication  Department  1801  North  Lamar  Blvd.  Austin,  Texas  78701 

Please  indicate  the  number  of  brochures  you  would  like  on  the  line  beside  each. 


Quantity 

copies  Good  Health — Does  it  Have  to  Cost  A Lot? 

copies  Feeling  Good  Means  Being  Health-Wise 

copies  Click — The  Sound  of  Saving  a Life 

copies  Aging  in  Good  Health 


Quantity 

copies  Your  Health  is  in  Your  Hands 

copies  You  and  Your  Doctor  Partners  in  Health  Care 

copies  Drunken  Driving  Everyone's  Problem 

copies  Love  Sick  Sexually  Transmitted  Diseases 


Please  print  or  type. 


name 


address 


city 
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state 


zip 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


WILLIAM  R.  McKENNA,  MD 

Diplomate.  American  Board  oi  Allergy  and  Immunology 
2121  Pease  St..  Suite  2-E,  Harlingen.  TX  78550;  512  425-9240 
Branch  Oliices: 

222  E.  Ridge.  Suite  117,  McAllen.  TX  78503;  512  886-3705 

844  Central  Blvd.,  Suite  200,  Brownsville,  TX  78520;  512  541-1561 


Anesthesiology 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR.  MD 

Diplomate/American  Board  of  Allergy  4 Immunology 
Fellow.  AAA.  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA.  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs.  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 

1107  Doctors  Drive.  Tyler,  Texas  75701 
214  593-9447 


DRS.  TALMAGE  <S  HAY.  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Clinics 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building.  1213  Hermann  Drive,  Suite  855, 
Houston.  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew.  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits.  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas.  Texas  75230 
214  661-7770 

CARDIOLOGY 

I.  Edward  Rosenthal.  MD.  FACC 
jack  Schwade.  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp.  MD 
Lannie  R.  Hugnes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley.  MD 
Charles  S.  Wnite  III.  MD 


Diplomates  American  Boards  oi  Internal  Medicine, 
Cardiology,  Gastroenterology.  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco.  MD,  Medical  Director 

Karin  Zieleck.  Clinic  Coordinator 

2045  Space  Park  Drive.  Houston,  Texas  77058 
Telephone  713  333-9323 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez.  MD 
Ellen  Louise  Gurian.  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg.  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn.  MS 
Glenna  M.  Kyle.  PhD 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  & Psychological 
Testing 

Behavioral  Analysis 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton.  MD 
David  A.  Haymes.  MD 
Joe  H.  Sample.  Jr..  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  ol  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St..  Suite  438,  Fort  Worth  78109 
817  731-7222 


SLEEP  DISORDERS  CENTER 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350.  Houston.  Texas  77055 

713  973-NITE 


Todd  J.  Swick.  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

lack  D.  Van  Campen,  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan.  MD 

Cardiology 

Irvin  J.  Saron.  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  240,  Houston,  Texas  77055 

713  973-3400 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 


meaicat  oity  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 
arrows  )°  Tendlck  on  lef,‘  °ffice  “iddle  of  block.  Note  signs  and 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2-309. 

Dallas.  Texas  75230;  telephone  214-788-0088 


Jelfrey  Brown,  MD,  Director-Endocrinologist 

Ilene  Kreuser,  RN,  CPNP,  Program  Coordinator/Educator 


Diagnostic  Radiology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson.  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas.  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomate.  American  Board  of  Internal  Medicine 
and  Endocrinology /Metabolism 

3500  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 

TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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eric  a.  orzeck,  md.  facp  Hand  Surgery 


Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD.  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208,  Dallas,  Texas  75208; 

214  948-8664 

JAIME  H.  CASTRO.  MD 

Diplomate.  American  Board  of  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue,  Fort  Worth,  Texas  76106;  817  625-6253 
7505  Glenview  Drive,  Fort  Worth,  Texas  76118;  817  625-6254 

Gastroenterology 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA.  MD.  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK.  MD 

Surgery  of  the  Hand 

801-803  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE.  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas.  Texas  75231;  214  368-3776 


CECIL  O.  PATTERSON,  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 
214  358-2545 


KENNETH  D.  GLASS.  MD.  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 


5959  Harry  Hines  Blvd..  Suite  812.  Dallas  75235 
Telephone  214  631-7488 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303,  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney.  MD 


ADRIAN  E.  FLATT,  MD.  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


General  Surgery  Nephrology 


DRS.  VANDERPOOL.  LANE  & WINTER 

David  Vanderpool.  MD,  FACS 
B.  Ward  Lane.  MD,  FACS 
John  W.  Winter.  MD,  FACS 
Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas.  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


Neurological  Surgery 


JACK  STERN,  MD.  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

CLICK— the  Sound  of  Saving  a Life.  Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805.  Dallas.  Texas  75231;  363-8524 

See  seatbelt  poster  order  form  in  this  issue. 

DOCTORS  SMITH.  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 

. . . Another  service  oi  your  association  Leishton  B.  Parker.  MD 


920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


TMA  Physician  Placement  Service 

. . . Another  service  oi  your  association 
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DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morns  Sanders,  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blyd..  St.  Paul  Professional  Bldg.  Suite  620 
Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Blda  Suite  90S 
Dallas.  Texas  75231;  214  369-7596  9 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120.  Houston.  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211.  Houston.  TX  77074;  713  270-1188 


Ophthalmology 


DRS.  CHERRY,  LONG  & SCOTT 

NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD.  DABNS.  FACS 
R.  Gordon  Long,  MD.  DABNS.  FACS 
Bennie  B.  Scott.  MD.  DABNS.  FACS 
John  V.  Coon.  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza— 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas.  Texas  75246;  Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider.  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD.  Neurology  and  Electroencephalography 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg..  Houston. 
Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD.  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart.  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia.  MD 
Jack  T.  Holladay.  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis.  MD 
R.  Wayne  Bowman,  MD 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 


Murchison  Medical  Bldg..  Suite  307 
1810  Murchison  Drive.  El  Paso,  Texas  79902 
Telephone  915  532-8901 


Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas.  Texas  75204 
214  521-1153 


JACK  E.  McCALLUM,  MD,  PA 

PHILIP  C.  BECHTEL,  MD,  PA 

WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD 

R.  Edwin  Pitts,  MD 

William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

Nuclear  Medicine 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M<SS  Tower,  Suite  401.  730  N.  Main. 

San  Antonio.  Texas  78205;  512  226-5191 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  lor  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroidology.  Endocrinology. 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-lnvasive 

Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD,  FACNM 

Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 

LOUIS  M.  ALPERN.  MD.  MPH,  FACS,  PA 

Diplomats  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C,  AUGUSTAT.  MD 

HERBERT  C.  ALLEN.  JR,  MD.  FACNM 

Practice  Limited  to  Nuclear  Medicine 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

100  Hermann  Professional  Bldg..  Houston.  Texas  77030;  713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason.  MD 

7777  Southwest  Freeway.  St.  934,  Houston.  Texas  77074; 

Telephone  713  988-2020 

TMA  HealthWise  Series 

. . . Another  service  oi  your  association 
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RAND  SPENCER,  MD  f -Carlton  Hodaes.  MD 

J.  Price  Brock,  Jr,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  j^hn'ld1  fuJd°Tr°’  md 


555  Wadley  Tower.  Baylor  Medical  Plaza, 
3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St..  Abilene.  Texas  79601 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett.  MD 
lohn  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building.  Suite  202. 

150  West  Parker  Road.  Houston,  Texas  77076;  713  691-3905 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge.  Bellaire,  Texas  77401 
Telephone  713  666-4224 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD,  PA 
John  Paul  Theo.  MD,  PA 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220.  1550  West  Rosedale. 

Fort  Worth.  Texas  76104;  817  332-6200 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising.  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd.  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 


SOUTHWEST  RETINA  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Sierra  Towers,  Suite  3800.  1700  Curie 
El  Paso.  Texas  79902;  915  532-3912 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <£  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane,  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220,  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr.  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD.  PA 


ANGELO  L.  OTERO,  MD,  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy. 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale,  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL.  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


TMA  Medical  Student  Loan  Programs  3702  20th  street,  suite  b,  Lubbock.  Texas  79410 

. . . Another  service  of  your  association  Telephone  806  797-9666 
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Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue-  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRESBYTERIAN  HOSPITAL  OF  DALLAS 
Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy, 
Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison,  MD.  Director,  Physical  Medicine 
8200  Walnut  Hill  Lane,  Dallas.  Texas  75231;  214  696-7454 


Plastic  Surgery 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne,  Texas  76031;  817  641-2245 


Thomas  D.  Cronin.  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer.  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs.  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


BROWN  <S  ASSOCIATES  MEDICAL  LABORATORIES 
Complete  Anatomical  & Clinical 
Laboratory  Pathology 


Wilson  G.  Brown,  MD 
S.  Joseph  Skinner.  MD 
Robert  H.  McNeely,  MD 
Elaine  V.  Shalek,  MD 
Edward  T.  Kott,  MD 
Jack  S.  Garland,  MD 
John  R.  Thomas,  MD 


Enrique  vanSanten,  MD 
R.  Dudley  Kov.  MD 
Humberto  A.  Lara,  MD 
Gerard  W.  del  Junco,  Jr.,  MD 
William  M.  Olson,  MD 
Gary  L.  Hollingsworth,  MD 
Joe  G.  Ford,  MD 


220  Park  Plaza  Professional  Building 

1213  Hermann  Dr.,  Houston,  Texas  77004  (713)  527-5230 

165  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77030  (713)  527-5234 

102  Plaza  Del  Oro  Professional  Building 

7800  Fannin,  Houston,  Texas  77054  (713)  527-5384 

Mailing  containers  and  pickups  in  Houston  area  provided  on  request 


I.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomats  oi  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 


Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 


A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll.  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  4865,  Austin,  Texas  78765 
Telephone:  512  452-2529 


Office  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper.  Administrator 

Larry  E.  Browne.  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <£  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Terepnone  226-2424 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD 
James  B.  Stafford.  IV.  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  <S  Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 


1001  W.  Rosedale,  P.O.  Box  2476.  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 
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STEPHEN  C.  LESAUVAGE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722.  1550  W.  Rosedale.  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645.  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomato  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420. 

Houston.  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  <£  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Ir.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4.  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
Joel  A.  Holiner,  MD 


William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road,  Suite  35 

Dallas.  Texas  75211;  214  296  6241  Psychiatry  6c  Neurology 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni  MD 
Mark  P.  Unterberg,  MD 


John  G.  Looney.  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 
William  W.  Estabrook,  III.  MD 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


Pulmonary  Diseases 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas.  Texas 
Telephone  381-7181 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <&  Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <S  Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-0964 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

800  Fifth  Avenue,  Suite  504,  Fort  Worth,  Texas  76104;  817  332-7273 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Medical  Films,  Video  Tapes  and  Slides 

. . . Another  service  of  your  association 
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Radiology 


Urology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston.  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Howard  C.  Coggeshall,  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill.  Suite  608.  Dallas.  Texas  75231 
Telephone  214  363-3545 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD.  FACS 
KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams.  Fort  Worth,  Texas  76104:  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404.  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK.  MD,  PA.  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  <S  Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


SUSHIL  M.  SETHI,  MD.  FRCS  (C) 

Diplomats  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery 

1400  South  Main,  Suite  409,  Fort  Worth,  Texas  76104 
Phone:  817  334-0623;  Answered  24  hours. 


Representing  the  Profession 

. . . Another  service  oi  your  association 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT.  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST.  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD.  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Suraeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas.  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY.  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


FAMILY  PRACTICE/OB-GYN/GEN.  SURG. 

Seeking  a third  physician  to  join  a well  established  and 
rapidly  expanding  general  practice  in  San  Antonio,  Texas. 
Our  facility  is  a total  health  care  center  with  laboratory, 
x-ray,  stress  testing,  and  Hotter  monitoring  services 
already  established.  I will  offer  unlimited  opportunity  and 
will  encourage  development  of  individual  talents  and  in- 
terests. Texas  license  in  specialty  area  preferred.  Please 
send  curriculum  vitae,  references,  and  current  photo- 
graph. Direct  inquiries  to: 

M.  Sewell 

7115  Blanco  Rd.,  Suite  114-80 
San  Antonio,  Texas  78216 
512-342-7442 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time,  tor  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 

Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  oi  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a Iriendly  city  of  100,000  people  m 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


GENERAL  SURGEON  AND  OB/GYN  for  eight  member  multi-specialty 
group.  Located  in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island 
beach,  several  colleges  and  a major  medical  center.  Salary  negotiable 
first  year.  Partnership  second  year  if  mutually  desirable.  Excellent 
benefits.  Contact  San  Benito  Medical  Association,  P.O.  Drawer  642,  San 
Benito,  Texas  78586;  512  399-2443. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid. 
Call  713  861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77248. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


URGENTLY  REQUIRE  FAMILY  PHYSICIAN  to  take  over  busy  practice 
from  retiring  physician  in  a group  setting.  Located  in  prosperous  small 
town  30  miles  from  central  Dallas.  Physician  good-will  available.  Con- 
tact: David  Ellis,  MD,  101  N.  Houston  Street,  Kaufman,  Texas  75142; 
214  932-2141. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


PEDIATRICIAN — URGENTLY  NEEDED  for  20  year  plus  practice  in  Dallas- 
Fort  Worth  metroplex.  intact  office  records,  equipment.  Reasonable 
lease.  Population  75,000.  Full  or  part-time.  Near  medical  school,  hospi- 
tals. Will  establish.  Terms.  James  R.  Phillips,  MD,  308  N.  W.  2nd,  Grand 
Prairie,  Texas  75050;  214  641-1286  or  264-1861. 


INTERNISTS,  PEDIATRICIANS,  GENERAL  SURGERY,  FAMILY  PRAC- 
TICE. Group  or  solo.  New  medical  office  building  to  be  constructed 
adjacent  to  the  hospital.  Practice  opportunities  in  a multispecialty 
group  with  salary  guarantee  and  excellent  fringe  benefits  or  will 
assist  in  starting  solo  practice.  Contact  Bruce  Dyer,  Administrator, 
Haltom  General  Hospial,  2919  Markum  Drive,  Fort  Worth,  Texas  76117; 
817  831-0311. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE.  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


FAMILY  PRACTICE:  Established,  successful  family  practice  opportunity 
for  a family  practitioner  or  internist  in  Garland,  Texas.  Excellent  pro- 
fessional and  economic  growth  potential  with  partnership  opportunity. 
Texas  license  required.  Respond  with  CV  to:  Harriet  Schwartz,  EMSA, 
8200  West  Sunrise  Blvd.,  Building  C,  Plantation,  Florida  33322;  or  call 
305  472-6922. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians.  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine Excellent  workinq  conditions,  f ee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED— Progressive  community  in 
Central  Texas,  30  bed  hospital,  easy  access  to  metro  areas,  seeking 
family  physician.  Guaranteed  income  and  free  clinic  space  for  one 
year,  nurse  and  office  receptionist  for  6 months.  Great  potential  for 
expanding  practice.  Total  community  support.  Excellent  schools, 
churches  and  recreational  areas,  lower  cost  of  living,  no  state  income 
tax,  quality  of  life — easy  and  simple.  Contact:  Administrator,  Hubbard 
Hospital,  P.O  Box  308,  Hubbard,  Texas  76648;  817  576-2551. 

WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TIRED  OF  BIG  CITY  PRACTICE?  Move  to  Ranger,  Texas  where  oppor- 
tunities are  good  for  a family  practice  physicians.  Call  collect:  1-817- 
647-1182. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


DALLAS — GENERAL  PHYSICIAN  to  be  the  Director  of  Admissions  and 
coordinate  medical  evaluations  for  all  admissions  to  800-bed  mental 
hospital  located  approximately  30  minutes  east  of  Dallas.  Many  com- 
mute while  others  live  in  or  around  Terrell,  Texas  (pop.  14,000)  and 
enjoy  the  best  of  both  worlds.  Contact  the  Personnel  Office,  Terrell 
State  Hospital,  P.O.  Box  70,  Terrell,  Texas  75160,  214  563-6452.  An 
EEO/AAP  employer. 


DALLAS— PSYCHIATRIST  POSITION  ($55,700  annual  salary)  at  800-bed 
mental  hospital  located  approximately  30  minutes  east  of  Dallas.  Many 
commute  while  others  live  in  or  around  Terrell,  Texas  (pop.  14,000)  and 
enjoy  the  best  of  both  worlds.  Contact  the  Personnel  Office,  Terrell 
State  Hospital,  P.O.  Box  70,  Terrell,  Texas  75160,  214  563-6452.  An 
EEO/AAP  employer. 

PEDIATRICS— REAL  OPPORTUNITY  AVAILABLE  in  Abilene  starting  July 
1984.  Good  family  and  recreational  environment.  Very  busy  practice  in 
group  with  two  other  pediatricians.  Call  915  695-1080. 


UROLOGIST  NEEDED — WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


TEXAS,  VICTORIA,  emergency  department  director  and  staff  positions 
for  new  hospital  medical  center  to  open  April  1.  This  progressive  city 
of  75,000,  25  miles  from  the  Gulf  Coast  offers  opportunities  that  include 
hunting,  fresh  and  salt  water  fishing,  boating,  water  skiing,  etc.  Must 
have  two  years  experience  in  ER  work  or  be  board  eligible  or  certified 
in  family  practice,  surgery  or  internal  medicine.  Excellent  pay.  For 
details  contact:  Chuck  Arnecke,  Emergency  Physicians  Associates,  604 
Richmond  Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


PHYSICIAN  WITH  TEXAS  LICENSE  NEEDED  to  practice  general  medi- 
cine at  Student  Health  Center.  Forty  hour  week,  Monday-Friday . 
Minimal  call  duty.  Fringe  benefits.  Contact  Sheila  Meyer,  Admini- 
strator, North  Texas  State  University  Health  Center,  P.O.  Box  5158, 
Denton,  Texas  76203.  817  565-2331.  Equal  opportunity/affirmative  action 
employer. 


PEDIATRICIAN,  board  eligible  or  certified,  Texas  license,  for  multi- 
specialty, out-patient  clinic  and  satellites.  Excellent  benefits,  salary 
negotiable.  Needed  immediately.  Contact  Robert  A.  Payne,  Executive 
Director,  Kelsey-Seybold  Clinic,  PA,  6624  Fannin,  Houston,  Texas  77030. 
713  797-1551.  EOE. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


FAMILY  PRACTITIONER  WANTED— Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 
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HEMATOLOGIST-ONCOLOGIST  sought  to  join  two  other  Heme-One 
specialists  in  busy  practice  in  Texas  Gull  Coast  area.  Excellent  reim- 
bursement, enjoyable  lifestyle.  Send  CV  to  Ad-437,  TEXAS  MEDICINE 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


TEXAS:  We  are  looking  for  both  an  emergency  medicine  physician 
from  an  approved  emergency  resident  program  and  a general  surgeon 
that  is  board  certified  or  eligible.  You  will  have  the  opportunity  to 
combine  emergency  department  work  with  participation  in  trauma 
management  and  ICU  supervision.  We  have  a new  300-bed  university- 
atfiliated  hospital  that  is  the  designated  regional  trauma  center  ser- 
ing  a 660,000  population  catchment  area.  Excellent  compensation  in- 
cluding malpractice  insurance.  For  more  information  contact  W Gill 
MD,  P.O.  Box  1110,  Amarillo,  Texas  79175;  806  378-4652. 


RADIOLOGIST  NEEDED:  Position  open  immediately.  Board  certified. 
General  radiology  to  include  CAT  Scan,  ultrasound,  nuclear  medicine, 
arteriography,  and  interventional  radiology  required.  Texas  license! 
Acute  care  hospital  and  private  office  practice.  Houston,  Texas.  Please 
reply  to  Ad-438,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd  Austin 
Texas  78701. 

MEDICAL  DIRECTOR  for  community  ambulatory  care  clinic  in  south 
Texas.  Board  certified  in  primary  care  area  preferred,  with  experience 
in  clinic  management  and  public  health  issue.  Would  prefer  individual 
with  thoughts  of  settling  into  area  near  Gulf  of  Mexico  with  lovely 
winters  and  sincere  people.  Send  inquiries  and/or  CV  to:  John  P. 
Schaaf,  Executive  Director,  Brownsville  Community  Health  Clinic 
2137  E.  22nd  Street,  Brownsville,  Texas  78520;  512  542-4331. 

FAMILY  PRACTITIONER  AND  GENERAL  INTERNIST  for  a newly  built 
clinic  to  join  two  other  physicians.  Terms  negotiable.  Please  write 
or  call:  Southpark  Diagnostic  Center.  2020  Lindbergh  Tyler  Texas 
75703;  214  581-5115. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX 
5805  Richmond,  Houston,  Texas,  77057.  For  outside  Texas  call  800 
231-7578. 

FAMILY  PHYSICIAN  TO  JOIN  THREE  OTHERS  in  modern  well-equipped 
building  in  community  of  150,000.  Top  income;  progressive  medical 
community;  partnership  available  after  first  year.  Contact  James  S 
Spurlock,  MD,  5912  Amarillo  Blvd.,  West,  Amarillo,  Texas  79106,  806 
359-4701. 

ALLERGIST — Recently  well-trained  with  boards  or  eligible;  to  join 
active  well-established  practice  in  D/FW  metroplex.  Send  CV  refer- 
ences and  financial  expectations  to:  Ad-442,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

AUSTIN-  Full  and  part-time  physicians  for  urgent  care  centers.  In  the 
most  desirable  city  in  the  Southwest.  Guaranteed  income  with  flexible 
scheduling,  malpractice,  plus  incentives  and  no  night  call.  Send  CV 
to  Medical  Director,  1015  East  32nd  Street,  Suite  #3,  Austin,  Texas 
78705. 

FIRST  TEXAS  MEDICAL,  INC.  is  presently  recruiting  board  eligible/ 
certified  Ob/Gyn  physicians  to  join  our  board  certified  Ob/Gyn  staff 
in  Lewisville,  Texas.  We  are  a diverse,  growth  oriented  group  operat- 
ing hospitals  and  three  centers  located  in  Denton,  Carrollton  and  Lew- 
isville, Texas  (Dallas-Fort  Worth  area).  Physicians  are  paid  a guar- 
anteed income  with  liberal  benefits.  We  have  no  junior/senior  part- 
ners and  strive  to  provide  an  atmosphere  that  ensures  the  practice  of 
good  medicine.  If  interested,  send  CV  to:  Margaret  Bacon,  First  Texas 
Medical,  Inc.,  560  West  Main  Street,  Lewisville,  Texas  75067  214 

221-2322. 

FAMILY  PRACTICE  PHYSICIANS  NEEDED— Modern  42  bed  progressive 
hospital  district.  Rural  community  in  South  Central  Texas  with  easy 
access  to  metro  areas,  excellent  hunting  and  fishing.  Office  space 
available.  Contact  Harold  Boening,  Administrator,  Otto  Kaiser  Memorial 
Hospital,  Rt.  1,  Box  450,  Kenedy,  Texas  78119,  512  583-3401. 

INTERNIST  (intensive  care  subspeciality  beneficial).  Board  certified  or 
recently  board  eligible.  Texas  license.  Energetic  Good  public  relations 
Well  equipped  hospital.  Excellent  professional  and  economic  oppor- 
tunity. Send  CV  with  references,  current  photograph  and  statement  of 
professional  goals.  Contact  Ad-446,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

DALLAS  AND  NORTHEAST  TEXAS— EMERGENCY  PHYSICIANS.  Imme- 
diate openings  available  in  established  ACEP  oriented  group.  Posi- 
tions available  in  emergency  departments  and  free-standing  ambula- 
tory care  clinics.  Flexible  scheduling,  fee-for-service  with  guarantee, 
malpractice  insurance.  Contact  Brenda  Lancaster  EmCare,  3600  Gas- 
ton Avenue,  Dallas,  Texas  75246,  or  call  214  823-6850. 

SURGEON  (vascular  experience  beneficial).  Board  certified  or  eligi- 
ble. Texas  license.  Energetic  and  amiable.  Central  Texas.  Excellent 
professional  and  economic  opportunity.  Send  CV  with  references,  cur- 
rent photograph  and  statement  of  professional  goals.  Please  reply  to 
Ad-447,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd  , Austin,  Texas  78701. 

ORTHOPEDIC  SURGEON  TO  IOIN  well  established  medical  group  in 
Central  Texas  community  of  68,000.  Excellent  practice  setting.  Send 
curriculum  vitae  to  Medical  Advisory  Group,  Inc.,  P.O.  Box  5229, 
Longview,  Texas  75608.  Or  call  214  758-9939. 

PEDIATRICIAN — Board  certified/eligible  to  join  seven  physician  de- 
partment within  multispecialty  group.  Kaiser-Permanente  Medical  Care 
Program.  Competitive  salary,  extensive  benefits.  Reply  with  CV  to 
Medical  Director,  12720  Hillcrest,  Suite  600;  Dallas,  Texas  75230. 

MEDICAL  DIRECTOR  WANTED  Need  full  time  board  certified  or  eli- 
gible FP  for  freestanding  clinic  in  Dallas  area.  Salary  plus  percentage 
of  gross.  Call  512  379-4292  or  write  Texas  Medical  Clinics,  16910  Dal- 
las Parkway,  Suite  200,  Dallas,  Texas  75248. 

HOUSTON — Several  excellent  community  hospitals  seek  US-trained 
emergency  physicians.  Successful  applicants  must  have  good  clinical 
skills,  amiable  personalities,  and  an  understanding  of  the  need  for 
public  relations  in  the  ED  setting.  Low  patient  volumes.  Compensation 
negotiable  in  70's.  One  year  ED  experience  preferred.  Call  Physician 
Resources,  Medical  Networks,  toll  free  1-800-231-0223  or  call  collect 
inside  Texas  713  999-4353;  or  write  P.O.  Box  4448,  Houston,  Texas 
77210. 


PEDIATRICIAN — BC/BE  to  join  pediatric  group  in  Texas  City-Galves- 
ton  area  Spacious  offices,  excellent  salary  and  benefits.  Tertiary  re- 
terral  centers  in  Galveston  and  Houston.  Cultural  and  recreational 
opportunities  abound.  Send  resume  to:  Galveston  County  Pediatric 
Associates,  6400  Memorial  Drive,  Texas  City,  Texas  77591. 

FAMILY  PRACTITIONER  AND/OR  GENERAL  SURGEON  NEEDED  to 
work  tor  another  physician  in  Jewett,  Texas  to  provide  medical  ser- 
vices to  patients  including  pediatrics,  obstetrics/gynecology,  geriat- 
rics, ana  general  surgery.  Comprehensive  medical  services  for  mem- 
bers oi  family  on  continuing  basis.  Examine  patients;  elicit  and  record 
mlormation  about  patients'  health;  order  or  execute  various  tests  and 
x-rays  on  pauents  condition.  Analyze,  report  and  diagnose  condition; 
administer  treatments  and  medications.  Vaccinate  patients  to  immunize 
them  trom  communicative  disease.  Refer  patients  to  specialists  when 
necessary.  Must  have  completed  internship  and  residency  in  general 
practice  or  general  surgery  and  have  one  year's  experience  in  general 
practice  or  general  surgery.  Salary  $40,000  per  year,  40  hours  per 
week.  Apply  at  the  Texas  Employment  Commission,  Bryan,  Texas  or 
send  resume  to  Texas  Employment  Commission,  TEC  Building,  Austin, 
Texas  787/8.  J O.  #3223014.  Ad  paid  for  by  an  equal  employment  op- 
portunity employer. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group  !2651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 


ORTHOPEDIC  SURGEON.  Recently  board  eligible  or  certified.  Texas 
i l^ust  be  hardworking;  understand  need  for  good  interpersonal 

skills.  Extremely  well-equipped  Central  Texas  hospital.  Excellent  pro- 
fessional and  economic  opportunity.  Send  CV  with  references,  current 
photograph  and  statement  of  professional  goals.  Please  reply  to  Ad- 
448,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON  NEEDED  to  work  for  group  of  orthopedic  sur- 
geons in  spinal  and  reconstructive  surgery  in  Plano,  Texas  to  perform 
orthopedic  surgery  to  correct  deformities,  repair  injuries,  prevent  dis- 
eases and  improve  functions  in  patients:  examines  patients  to  verify 
necessity  of  operation,  estimates  possible  risk  to  patients  and  deter- 
mines the  best  operational  procedure  Reviews  reports  of  patients'  gen- 
eral physical  condition,  reactions  to  medications,  and  medical  history. 
Examines  instruments,  equipment  and  surgical  setup  to  insure  that 
antiseptic  and  aseptic  methods  have  been  followed.  Performs  opera- 
tions, using  variety  of  orthopedic  surgical  instruments  and  employing 
established  surgical  techniques  appropriate  for  specific  procedures 
with  a special  emphasis  tor  surgery  of  patients  with  spine  and/or 
back  problems.  Must  be  board  certified  in  orthopedic  surgery.  Salary 
$55,000  per  year,  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  Richardson,  Texas  or  send  resume  to  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3474818.  Ad 
paid  for  by  an  equal  employment  opportunity  employer. 


PLASTIC  SURGEON  NEEDED  to  work  for  another  physician  in  Grand 
Prairie.  Texas  to  perform  surgery  correcting  deformities,  repair  injuries, 
prevent  diseases,  perform  skin  grafts  and  bone  and  tissue  transplants 
to  restore  or  repair  damaged,  lost  or  deformed  parts  of  the  face  and 
body.  Examine  patient  to  verify  necessity  of  operation,  estimate  pos- 
sible risk  to  patient,  and  determine  best  operational  procedure.  Re- 
view reports  of  patient's  general  physical  condition,  reactions  to 
medication  and  medical  history;  recognize,  avoid  and  manage  poten- 
tial medical  complications.  Perform  operations,  using  variety  of  surgi- 
cal instruments  and  employing  established  surgical  techniques  appro- 
priate for  specific  restorative  and  cosmetic  procedures.  Must  be  board 
eligible  in  plastic  surgery.  Salary  $55,000  per  year,  40  ‘hours  per  week. 
Apply  at  the  Texas  Employment  Commission  in  Grand  Prairie,  Texas 
or  send  resume  to  Texas  Employment  Commission,  TEC  Building,  Aus- 
tin, Texas  78778,  J.O.  #3474817.  Ad  paid  by  an  equal  employment  op- 
portunitv  employer. 


FAMILY  PRACTITIONER  NEEDED  to  work  for  another  physician  in 
Richardson,  Texas  to  provide  medical  services  to  patients  including 
pediatrics,  geriatrics,  surgery,  obstetrics/gvnecology , psychiatry,  and 
family  counseling.  Comprehensive  medical  services  for  members  of 
families  on  continuing  basis.  Examine  patients,  elicit  and  record  in- 
formation about  patients'  health;  order  or  execute  various  tests  and 
x-rays  on  patients'  condition.  Analyze,  report  and  diagnose  condition; 
administer  treatments  and  medications.  Vaccinate  patients  to  immu- 
nize them  from  communicative  disease.  Refer  patients  to  specialists 
when  necessary.  Must  have  one  year  experience.  Salary  $50,000  per 
year;  40  hours  per  wek.  Apply  at  the  Texas  Employment  Commission, 
Richardson,  Texas  or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin,  Texas  78778,  J.O.  #3474819  Ad  paid  for  by  an 
equal  employment  opportunity  employer. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisor''  Group,  Inc.;  214  758-9939. 


RETIRING  UROLOGIST — Board  certified,  Texas  license.  Baylor  gradu- 
ate. Seeks  employment.  Not  at  all  adverse  to  general  medical  work. 
Institutions  or  otherwise.  Health  excellent.  Very  capable.  Presently 
in  daily  urological  practice.  Anything  ethical  appreciated.  Please 
reply  to  James  L.  Shelton,  MD,  934  Palo  Verde  Avenue,  Long  Beach, 
California  90815. 


PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham, 
lexas  77833,  409  830-0400. 


ANESTHESIOLOGIST — Board  eligible  with  15  years  anesthesia  exper- 
ience, Texas  license,  desires  to  relocate.  Experience  with  all  types 
anesthesia.  Available  within  reasonable  period  of  time.  Good  recom- 
mendations. Reply  to  Ad-426,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST  BOARD  ELIGIBLE,  has  Texas  license  and  desires  to  relo- 
cate. Looking  to  join  single  or  multispecialtv  group  practice  in  Texas 
area.  Any  other  practice  options  also  considered  Available  from  July 
1984  Please  reply  to  Ad-445,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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GENERAL  SURGEON  wants  to  relocate  in  small  town  with  extensive 
surgical  experience.  Willing  to  do  general  practice.  Want  to  be  busy. 
All  ofters  considered.  Please  reply  to  AD-429,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701 


GENERAL  SURGEON,  wants  to  relocate  in  Houston  area  or  vicinity. 
Willing  to  do  some  general  medicine.  Please  reply  to  Ad-431,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  AND/OR  EMERGENCY  MEDICINE  (permanent/ 
locum).  Certilied  ABFP,  eligible  ABEM.  Certified  ACLS,  ATLS.  Age  49. 
Exceptional  productivity,  administrative  and  some  teaching  experience. 
Good  rapport  with  patients.  Can  join  existing  opportunity  or  set  up 
turnkey  operation  with  my  own  equipment.  Write  Ad-436,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  or  call  Dr. 
Kris  612  424-5494,  evenings,  weekends. 


REGISTERED  MEDICAL  TECHNOLOGIST  with  eight  (8)  years  experi- 
ence in  outpatient  laboratory  wishes  to  establish  or  take  over  labora- 
tory for  group  practice.  Experienced  in  all  areas  of  laboratory  work, 
i.e.,  chemistry,  hematology,  serology,  microbiology,  urinalysis,  etc. 
Willing  to  relocate.  For  more  information,  please  write:  P.O.  Box  5233, 
Arlington,  Texas  76011. 


BOARD  CERTIFIED  GENERAL  SURGEON,  43,  desires  relocation  in 
Texas.  Availability  and  geographical  location  flexible.  Hold  OH,  PA, 
TX,  MI  licenses.  Please  reply  to  Ad-443,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd,  Austin,  Texas  78701. 


BOARD  CERTIFIED  RADIOLOGIST  looking  for  part-time  work  in  or 
around  San  Antonio.  Willing  to  cover  weekends,  small  hospitals  or 
do  locum  coverage.  Has  experience  in  all  modalities  of  radiology. 
Call  512  695-9404  after  3 p.m. 


SEEKING  OPPORTUNITY — 42  year  old  physician  interested  in  entering 
general  practice  in  Texas.  Primarily  interested  in  routine  ambulatory 
and  emergency  care.  Prefer  smaller  town.  Current  Texas  license.  Con- 
tact Ad-449,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


ANESTHESIOLOGIST — Board  eligible.  Completed  written  part.  Ap- 
pearing orals,  April  84.  I1/?  years  private  practice.  Graduate  of  top 
residency  program.  Pediatric  and  obstetric  anesthesia  fellowship.  Ex- 
perienced and  competent  in  all  types  of  anesthesia.  Pleasant  person- 
ality. Available  May  84.  All  locations  considered-  Please  reply  to  Ad- 
450,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


HOUSTON — Walk  in  medium  size  general  practice.  Good  location,  low 
overhead.  Lucrative  even  at  present  pace  of  work  practice  is  kept,  far 
below  semiretirement  level.  Gross  of  six  figures  within  easy  reach 
with  regular  office  hours  and  right  person.  Financial  arrangements 
negotiable.  For  information  contact:  Mr.  M.  Martin,  c/o  201  West  Rosa- 
mond, #20,  Houston,  Texas  77076. 


LUFKIN— MEDICAL  OFFICE  CONDOS  for  sale  or  lease  with  option 
to  buy.  Located  between  this  growing  city's  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901. 


WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  fast  growth  south 
Austin  area.  Must  have  excellent  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
station.  The  latest  in  equipment.  Contact  Katherine  D.  Perkins,  MD, 
512-441-5678. 


RECONDITIONED  EQUIPMENT  FOR  SALE:  Inventory  normally  includes 
examination  tables,  treatment  cabinets,  examination  lights,  EKG's 
stimulators,  diathermies,  ultrasounds,  cardiac  monitors,  physician's 
scales,  hyfrecators,  sterilizers,  microscopes,  viewboxes,  centrifuges, 
waterbaths,  spectrophotometers,  and  much  more.  Equipment  is  guaran- 
teed. Mediquip-Scientific,  Dallas.  214  630-1660. 


MEDICAL  EQUIPMENT  FOR  SALE:  Lab,  x-ray,  EKG,  office  equipment, 
Visirecord  file  system,  Pitney  Bowes  copier,  2 power  tables,  250  MA 
x-ray,  2 EKGs  (3  channel,  1 channel),  treadmill,  monitor,  defibrillator, 
centrifuges,  microscope,  incubator,  fibrometer,  spectrophotometer,  flame 
photometer,  audiometer,  tympanometer,  cardioescort  Holter.  Excep- 
tional value.  Please  reply  to  Ad-435,  TEXAS  MEDICINE,  1801  North 
North  Lamar  Blvd.,  Austin,  Texas  78701,  or  call  Dr.  Kris  at  612  424-5494 
evenings,  weekends. 


FOR  LEASE  1,000  square  feet  of  new  office  space  in  south  Arlington, 
Texas  directly  across  from  Arlington  Community  Hospital.  $1, 000/mo. 
for  a three  year  lease.  Call  817  261-7605  after  6 pm. 


MEDICAL  OFFICE  FOR  LEASE,  AUSTIN,  TEXAS:  Approximately  1,200 
square  feet,  Lamar  Blvd.,  two  blocks  from  Seton.  Will  remodel  to  suit. 
Contact  512  454-4849. 


TEXAS — LIVINGSTON — We  need  an  Ob/Gyn  and  orthopedist  to  com- 
plete our  new  ultramodern  20,000  ft.  medical  plaza;  scheduled  opening 
July  84.  Already  involved  are  three  FPs,  surgeon,  dentist  and  phar- 
macy. Beautiful  lakeside,  rapidly  growing  town  70  miles  north  of 
Houston.  Incentive  discounts  for  early  signings.  Reply  to  Michael  Shu- 
kan,  MD,  409  327-3845. 


PRACTICE  AND  BUILDING  FOR  SALE  IN  AUSTIN— rapidly  growing 
area  of  city  of  over  400,000.  Included  3,500  square  foot  building,  five 
years  old:  1,500  square  feet  leased,  other  2,000  square  feet  shared  with 
second  internist.  I am  retiring  and  now  working  25-30  hours/week 
and  grossing  over  $200,000.  Can  do  as  much  as  you  like.  For  additional 
information  write  Ad-440,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


FOR  SALE:  Over  200  "Stille"  (Sweden)  stainless  steel  operating  in- 
struments in  excellent  condition.  Write  to  P.O.  Box  2182,  Waco,  Texas 
76703  or  call  morning  hours  817  752-6595. 


FOR  SALE:  Long  established  medical  clinic  building,  one  story,  ap- 
proximately 2800  square  feet,  on  Fannin  in  mid-town  area  of  Houston. 
Parking,  convenient  to  St.  Joseph,  Park  Plaza,  and  Medical  Arts  Hos- 
pitals. Excellent  investment  property,  or  facilities  for  other  enterprises. 
Phone  713  659-2429  (day  or  night). 


INTERNIST  RETIRING — Active  six  figure  medical  practice  for  sale. 
Also  leasing  medical  building  completely  furnished,  including  well 
equipped  x-ray  unit.  Located  on  busy  corner  convenient  to  all  major 
expressways  and  three  minutes  from  four  major  hospitals,  excellent 
parking,  in  progressive  city  of  San  Antonio,  Texas.  Owner  financing. 
512  225-5425. 


HOUSTON  AREA:  Well  established  family  practice.  Gross  over  250,000. 
Excellent  net.  Will  introduce.  Growing  practice.  Well  equipped  office, 
lab,  and  x-ray.  Reply  to  Ad-441,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OFFICE  SPACE  AVAILABLE  FOR  RENT  OR  LEASE  in  modern  clinic 
adjacent  to  largest  hospital  in  area.  This  space  ideal  for  internist  or 
family  physician  who  desires  to  establish  a large  practice.  Physicians 
presently  in  the  clinic  will  help  newcomer  establish  himself.  This  mod- 
ern clinic  is  located  on  the  upper  Texas  Gulf  Coast  in  large  thriving 
industrial  community.  Good  schools,  good  churches,  unlimited  oppor- 
tunity for  aggressive  person.  For  details  write  Ad-444,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


HOUSTON  AREA  FAMILY  PRACTICE  FOR  SALE:  Well  established, 
busy  practice  with  family/industry  mix.  No  OB,  no  surgery.  Also 
enjoys  excellent  new  patient  flow.  Has  fine  equipment  ana  facilities. 
Contact  B&PA  for  more  information  at  713  771-5011  or  9888  Bissonnet 
#530,  Houston,  Texas  77036.  TMH386. 


ORTHOPEDIC  SURGERY:  Well  established  practice  for  sale  with  qual- 
ity reputation.  Enjoys  extra  fine  income.  3'/2  days/week.  Near  hospital 
facilities.  Comfortable  city  of  30,000.  Contact  B&PA  for  more  informa- 
tion at  713  771-5011  or  9888  Bissonnet  #530,  Houston,  Texas  77036. 
TMH395. 


PEDIATRIC  PRACTICE  FOR  SALE:  Private  practice  in  Houston  satellite 
community.  Large  nice  facilities  shared  with  three  other  pediatricians. 
Good  net  income.  Very  well  established.  Doctor  is  ill.  Financing  very 
favorable  to  buyer.  Contact  B&PA  at  713  771-5011  or  9888  Bissonnet 
#530,  Houston,  Texas  77036.  (TMH400) 


HILL  COUNTRY  clinic??  Consider  Wimberley,  Hays  County.  Near  Aus- 
tin, San  Marcos  and  San  Antonio.  Old  elegantly  restored  stone  build- 
ing, 3 separate  entrances,  2 fireplaces,  panelled,  conference  room  and 
private  parking.  Just  off  the  square!  Owner  will  consider  long  lease. 
Joy  M.  Richards,  Owner/Agent,  Forestwood  Realtors,  713  358-3132  or 
713  358-7733. 


Business  and  Financial  Services 


PROFESSIONAL  MONEY  MANAGEMENT — Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  75%  have  been  achieved  from  the 
disciplined  application  ol  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
recoras  available.  Over  $15  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay.  No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


MGMT  COMPANIES,  a physician  owned  firm  specializing  in  a broad 
range  of  business  and  financial  services  for  physicians.  MGMT  Com- 
panies, 4140  Southwest  Freeway,  Suite  209,  Houston,  Texas  77027;  713 
961-0854  collect. 


WRITING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  & Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  oilers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  QUALITY  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained  and  supervised.  $35  for 
cassette  reports,  $45  for  reel-to-reel  reports.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCC  Interpretation  313  879-8860. 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES. 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
winter,  spring,  summer.  Approved  for  18-24  CME  Cat.  1 credits  (AMA/ 
PRA).  Distinguished  professors.  Fly  roundtrip  free  on  Caribbean, 
Mexican,  and  Alaskan  Cruises,  Excellent  group  fares  on  finest  ships. 
Registration  limited.  Pre-scheduled  in  compliance  with  present  IRS 
requirements.  Information:  International  Conferences,  189  Lodge  Ave- 
nue, Huntington  Station,  New  York  11746;  516  549-0869. 


CLINIC  ADMINISTRATOR  to  manage  and  coordinate  overall  activities 
of  clinic,  to  include  all  fiancial  and  personal  matters.  Must  super- 
vise nursing,  administrative  and  medical  staffs.  Responsible  for  the 
purchase  of  medical  equipment  and  supplies.  BS  degree  or  equiva- 
lent in  business  administration  or  the  science  field  with  premedical 
curriculum,  plus  two  years  experience  required.  40  hours  per  week, 
$2400  per  month  salary.  Apply  at  Texas  Employment  Commission, 
Houston,  Texas  or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin  78778,  J.O.  #3223021.  Ad  paid  by  equal  employ- 
ment opportunity  employer. 

PHYSICIANS:  Professional  writer  can  relieve  your  publication  deadline 
pressures  with  prompt,  detailed  editing  and  revisions.  Medical  writing 
my  specialty.  B.  Hebert,  713  665-3471. 
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At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We’re  a non-profit 
organization  with  only  one  product . . . 
liability  insurance  for  Texas  physicians. 

Call  us;  we’re  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 


PO.  BOX  14746,  AUSTIN,  TEXAS  78761 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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Community 
Alimentation 
Services  Inc. 

Serving  the  Community  Since  1978 


Community  Alimentation 
Services  Inc.  is  a professional, 
clinical-intravenous  and 
nutritional  support  service. 

Our  primary  purpose  is  to  serve 
outpatients  receiving  home 
fluid  therapy  — parenteral 
nutrition,  enteral  nutrition, 
and  intravenous  fluids  or 
medication. 


Home  Care  Products 
Community  Alimentation  Services 
will  provide  any  selected  products 
directly  to  the  home  fluid  therapy 
and  / or  oncology  patient. 

Patient  Services 
All  services  are  provided  as 
indicated  for  each  individual 
patient’s  safest  and  most  effective 
home  fluid  therapy.  Professional 
services  are  free  of  charge. 


Now  Serving  the  San  Antonio  Area 

7529  Reindeer  Trail  • San  Antonio.  Texas,  78238  • (512)  680-3636 


DOCTOR.  MAY  I HAVE  I MOMENT? 

Since  July,  1980,  more  than  600  physicians,  nationwide,  have  chosen  to  serve  their 
country  part-time  as  physicians  and  commissioned  officers  in  the  Army  Reserve  Medical 
Corps,  Each  understands  that  time  investment  is  flexible  and  is  dependent  on  how 
active  he/she  wants  to  be.  Many  benefits,  including  a non-contributory  retirement  annu- 
ity, $35,000  life  insurance  policy  and  funded  continuing  medical  education  programs, 
like  professional  shortcourses,  conventions,  seminars,  symposia,  (whether  civilian  or 
military  sponsored)  are  available.  The  Army  will  pay  for  your  transportation,  quarters, 
subsistence,  registration  fee,  plus  salary.  If  you  have  prior  military  service,  you  have  a 
sizable  retirement  investment  already  started,  and  by  accepting  a commission  you  incur 
no  further  obligation.  It  doesn’t  cost  anything  to  inquire,  and  there  are  no  obligations. 

Call  now:  Captain  Allen  (512)  221-5829  San  Antonio,  TX 
Major  Franklin  (713)  229-2744  Houston,  TX 
Major  Whitwell  (214)  669-9285  Dallas,  TX 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


APRIL 

Anesthesiology 

April  7-8,  1984 

OBSTETRICAL  ANESTHESIA  FOR  NURSE  ANESTHETISTS  UP- 
DATE-1984. Inter-Continental  Hotel,  Houston.  Fee  $100.  Category  1, 
AMA  Physician's  Recognition  Award;  AANA;  13  hours.  Contact 
Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston,  TX  77030  (713)799-  6020 

Arthritis  and  Rheumatism 

April  20,  1984 

RHEUMATOLOGY  FOR  THE  PRACTICING  PHYSICIAN.  Hendrick 
Medical  Center,  Abilene.  Fee  $45.  Credit  TBA.  Contact  Gary  El- 
dridge,  Director,  Continuing  Education,  N 19th  and  Hickory  Streets, 
Abilene,  TX  79601  (915)677-3551 

April  20.  1984 

THE  FIFTH  ST  PAUL  TEACHING  DAY  IN  RHEUMATIC  DISEASES. 
Registry  Hotel,  Dallas.  Fee  $75.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  AAFP;  7 hours.  Contact  Diane  Averna,  Continuing 
Medical  Education,  St  Paul  Hospital,  5909  Harry  Hines,  Dallas,  TX 
75235  (214)689-4588 

Family  Medicine 

April  12-15,  1984 

FAMILY  PRACTICE  RECERTIFICATION  REVIEW  UT  Health  Science 
Center  at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn 
Rennels,  Conference  Coordinator,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)  691-6295 

April  12-15,  1984 

9TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  UT 
Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , AMA 
Physician's  Recognition  Award;  Prescribed  AAFP;  Category  2D, 
AOA;  24  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

April  30-May  4,  1984 

8TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel,  Astrodome,  Houston.  Fee  $425.  Category  1 , AMA  Physician’s 
Recognition  Award;  51  hours.  Contact  Lila  Lerner,  Office  of  Continu- 
ing Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  Texas  77030  (713)799-  6020 

Gastroenterology 

April  4-7,  1984 

PROBLEM  SOLVING  IN  GASTROENTEROLOGY-UPDATE  1984 
Hyatt  Regency  Hotel,  Austin.  Fee  $265,  ACP  member,  FACP  resi- 
dent or  research  fellow;  $350,  nonmember;  $200,  ACP  associate. 
Category  1 , AMA  Physician's  Recognition  Award;  23  hours.  Contact 
Maurine  Topping,  American  College  of  Physicians,  4200  Pine  St, 
Philadelphia,  PA  19104  (215)243-1200 

General  Medicine 

April  24-26,  1984 

PLASTINATION  OF  TISSUE  SPECIMENS.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 


vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  28,  1984 

FIESTA  ARTHRITIS  CONFERENCE.  Four  Seasons  Hotel,  San  An- 
tonio. Fee  $50.  Category  1 , AMA  Physician's  Recognition  Award; 
AAFP;  AOA  Category  2D;  6 hours.  Contact  Marilyn  Rennels,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
UT  Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Nutrition 

April  27-29,  1984 

MODERN  NUTRITIONAL  SUPPORT.  UT  Health  Science  Center  at 
San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Obstetrics  and  Gynecology 

April  26-28,  1984 

MAJOR  PROBLEMS  IN  PERINATAL  MEDICINE:  THE  TEAM  AP- 
PROACH Stauffer's  Greenway  Plaza  Hotel,  Houston.  Fee  $200. 
Category  1,  AMA  Physician's  Recognition  Award;  16  hours.  Contact 
Caci  Kochwelp,  Conference  Coordinator,  Office  of  Continuing  Edu- 
cation, UTMSH,  6431  Fannin  St  #3234,  Houston,  TX  77030 
(713)792-5346 

Oncology 

April  5-7,  1984 

MANAGEMENT  AND  THEORY  OF  PAIN  IN  CANCER  PATIENTS. 
Four  Seasons  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Office 
of  Conference  Services,  Box  131,  M.D.  Anderson  Hospital  and  Tu- 
mor Institute,  6723  Bertner  Ave,  Houston,  TX  77030  (713)792-2222 

April  6-7,  1984 

CERVICAL  NEOPLASIA.  Stauffers  Hotel,  Houston.  Fee  TBA.  Credit 
TBA  Contact  Office  of  Conference  Services,  Box  1 31 , M.D.  Ander- 
son Hospital  and  Tumor  Institute,  6723  Bertner  Ave,  Houston,  TX 
77030  (713)792-2222 

Ophthalmology 

April  6-7,  1984 

OPHTHALMOLOGY  RESIDENTS  CONFERENCE.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $50,  $25,  Residents  with  Letter, 
Category  1 , AMA  Physician's  Recognition  Award;  1 1 hours.  Contact 
Marilyn  Rennels.  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Orthopedics 

April  6-8,  1984 

19TH  ANNUAL  ORTHOPEDIC  SYMPOSIUM  Westin  Galleria  Hotel, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Gottfried  R.  Kaestner,  MD, 
6560  Fannin  #1130,  Houston,  TX  77030  (713)795-4433 

April  6-8,  1984 

20TH  ANNUAL  ORTHOPAEDIC  SYMPOSIUM  ON  THE  CERVICAL 
SPINE.  Houstonian  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Gottfried  R Kaestner,  MD,  6560  Fannin  #1130,  Houston,  TX  77030 
(713)795-4433 

Pathology 

April  24-26,  1984 

ASPIRATION  BIOPSY  CYTOLOGY  WORKSHOP  Baylor  University 
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Medical  Center,  Dallas.  Fee  $420.  Category  1 , AMA  Physician's 
Recognition  Award;  20  hours.  Contact  LaNelle  Chancellor,  A.  Webb 
Roberts  Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (21 4)820-231 7 

April  28,  1984 

SYMPOSIUM  ON  FINE  NEEDLE  ASPIRATION  CYTOLOGY.  Sham- 
rock Hilton  Hotel,  Houston.  Fee  $1 00.  Category  1 , AMA  Physician's 
Recognition  Award;  Category  A-1 . CME  Certificate  of  American  So- 
ciety of  Clinical  Pathologists;  8 hours.  Contact  John  Lukeman,  MD, 
Seminar  Chairman  and  Chief  of  Cytology,  M.D.  Anderson  Hospital, 
Houston,  TX  77030 

April  24-26,  1984 

PLASTINATION  OF  TISSUE  SPECIMENS.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA.  Contact  Marilyn  Rennels, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Pediatrics 

April  18,  1984 

VESICO-URETERAL  REFLUX:  EMBRYO  GENESIS,  PATHO- 
GENESIS, MANAGEMENT.  UT  Medical  Branch,  Galveston.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  PREP; 
AAFP;  1 hour.  Contact  Warren  F Dodge,  MD,  Dept  of  Pediatrics,  UT 
Medical  Branch,  Galveston,  TX  77550 

Physical  Medicine  and  Rehabilitation 

April  9-19,  1984 

1 8TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION.  Jaworski  Classroom,  Baylor  College 
of  Medicine,  Houston.  Fee  $375.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  77  hours.  Contact  Vicki  Forgac  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  (713)799-6020 

Plastic  Surgery 

April  18-21,  1984 

7TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
TAPTIO  Springs  Resort,  Boerne,  Tex.  Fee  $200-$250.  Category  1 , 
Physician's  Recognition  Award;  16  hours.  Contact  Lynn  Calvert,  Co- 
ordinator, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 

Radiology 

April  2-6,  1984 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING 
FOURIER  ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  36  hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  16-20,  1984 

COMPUTER  RECONSTRUCTION  TOMOGRAPHY.  UT  Health  Sci- 
ence Center  at  San  Antonio  Fee  $600.  Category  1 , AMA  Physician's 
Recognition  Award;  36  hours.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  23-24,  1984 

JCAH-STATE  & FEDERAL  REGULATIONS-RADIATION  SAFETY.  UT 
Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , AMA 
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Physician's  Recognition  Award;  16  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  23-27,  1984 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $600.  Cagetory  1 , AMA  Physi- 
cian's Recognition  Award;  36  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  26-27,  1984 

BIOLOGICAL  EFFECTS  AND  DOSIMETRY  IN  DIAGNOSTIC  X-RAY 
AND  NUCLEAR  MEDICINE.  UT  Health  Science  Center  at  San  An- 
tonio. Fee  $250.  Category  1 , AMA  Physician's  Recognition  Award; 

16  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Urology 

April  12-14,  1984 

TEXAS  UROLOGICAL  SOCIETY  ANNUAL  MEETING.  Sandy  Shores, 
Corpus  Christi.  Fee  TBA.  Credit  TBA.  Contact  James  McCutcheon, 
MD,  241  Chandler  Lane,  Corpus  Christi,  TX  78404  (512)888-5313 

MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAM 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA's  1 17th  Annual  Session,  May  9-13,  1984,  in  Fort  Worth. 
Most  courses  are  scheduled  in  the  Tarrant  County  Convention  Cen- 
ter; others  will  be  held  in  adjacent  hotels.  For  further  information, 
contact  Mrs  Dale  Willimack,  Director,  Department  of  Annual  Session 
and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701,  (512)477-6704 

As  an  organization  accredited  for  continuing  medical  education,  the 
Texas  Medical  Association  designates  these  continuing  medical  ac- 
tivities as  meeting  the  criteria  for  hour-for-hour  credit  in  Category  1 
of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association 

Adolescent  Medicine 

Friday,  May  11,9  am-1 2 pm 

CHRONIC  ILLNESSES  OF  CHILDHOOD:  AMBULATORY  CARE. 
Room  A-295,  Convention  Center.  Fee  none.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  3 hours 

Thursday,  May  10,  8 am-4:15  pm 

SYMPOSIUM  ON  SCHOOL  HEALTH.  Room  A-1 28,  Convention  Cen- 
ter. Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 
hours 

Aerospace  Medicine 

Thursday,  May  10,  9 am-4:45  pm 

TEXAS  AIR-MEDICS  ASSOCIATION  AND  FLYING  PHYSICIANS 
ASSOCIATION,  TEXAS-SOUTHWEST  REGION  SCIENTIFIC  PRO- 
GRAM. Room  A-295,  Convention  Center.  Fee  none.  Category  1 , 
AMA  Physician’s  Recognition  Award;  5 hours 

Allergy 

Saturday,  May  12,  9:30  am-5  pm 

SECTION  ON  ALLERGY.  Room  A-262,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  4 hours 

Arthritis  and  Rheumatism 

Friday,  May  11,2-5  pm 
Saturday,  May  1 2,  9 am-5: 1 5 pm 

TEXAS  RHEUMATISM  ASSOCIATION.  Friday,  A-1 41 , Convention 
Center;  Saturday,  A-1 29,  Convention  Center.  Fee  none.  Category  1, 
AMA  Physician's  Recognition  Award,  10  hours 


TEXAS  MEDICINE 


Anesthesiology 


Saturday,  May  12,  8 am-5  pm 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS.  Room  A-277,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  7 hours 

Cardiovascular  Diseases 

Thursday,  May  10,  8:30  am-5  pm 

SYMPOSIUM  ON  CARDIOVASCULAR  DISEASES.  Room  A-141 , 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  7 hours 

Chest  Disease 

Saturday,  May  12,  9:30  am-5  pm 

SECTION  ON  DISEASES  OF  THE  CHEST.  Room  A-242,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award; 

5 hours 

Colon  and  Rectal  Surgery 

Saturday,  May  12,  9:30  am-4:30  pm 

SECTION  ON  COLON  AND  RECTAL  SURGERY.  Room  A-295,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  5 hours 

Dermatology 

Saturday,  May  12,  9 am-1  pm 

TEXAS  DERMATOLOGICAL  SOCIETY.  South  Bay  Room,  Convention 
Center.  Fee  none.  Category  1 , Physician’s  Recognition  Award;  4 
hours 

Digestive  Diseases 

Thursday,  May  10,8:15  am-4:30  pm 

SECTION  ON  DIGESTIVE  DISEASES.  Room  A-262,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award; 

6 hours 

Emergency  Care 

Thursday,  May  10,  1-5  pm 
Friday,  May  11,8  am-5  pm 
Saturday,  May  12,  8 am-1 2 pm 

ADVANCED  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE  Trinity 
Ballroom  East  I,  II,  III,  Americana  Hotel.  Fee:  $160.  Category  1 , AMA 
Physician’s  Recognition  Award;  16  hours 

Wednesday,  May  9,  1 -5  pm 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Citizens 
Room,  Hyatt  Regency  Hotel.  Fee:  $40.  Category  1 , AMA  Physician's 
Recognition  Award;  4 hours 

Thursday,  May  10,  8 am-1 2 pm 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Trinity  Ball- 
room East,  Americana  Hotel.  Fee:  $40.  Category  1 , AMA  Physician’s 
Recognition  Award;  4 hours 

Thursday,  May  10,  8 am-5: 15  pm 

SYMPOSIUM  ON  INITIAL  TRAUMA  CARE  South  Bay  Room,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  8 hours 

Endocrinology 

Friday,  May  1 1 , 8:15  am-5  pm 

SECTION  ON  ENDOCRINOLOGY.  Room  A-262,  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  6 hours 

Family  Practice 

Thursday,  May  10,8:15  am-4:30  pm 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Room  A-277,  Conven- 
tion Center.  Fee  $50,  TAFP/AAFP  member;  $60,  physician 
nonmember;  $20,  resident  TAFP/AAFP  member;  $30,  resident  non- 
member, RN/PA’s.  Category  1 , AMA  Physician’s  Recognition  Award; 
AAFP  Prescribed;  5 hours 


Friday,  May  11,8:15  am-5  pm 

SECTION  ON  FAMILY  PRACTICE.  Room  A-277,  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  6 hours 

Geriatrics 

Thursday,  May  10,  9 am-1 2 pm 

TEXAS  MEDICAL  DIRECTORS  ASSOCIATION.  Room  A-243,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician’s  Recogntion 
Award;  3 hours 

Thursday,  May  10,  2-5  pm 

SYMPOSIUM  ON  AGING.  Room  A-243,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  3 hours 

Hematology 

Friday,  May  11,1 :30-5  pm 

SYMPOSIUM  ON  BLOOD  BANKING.  Columbus  and  Barclay 
Rooms,  Hilton  Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  3 hours 

Internal  Medicine 

Friday,  May  11,8:15  am-5  pm 

SECTION  ON  INTERNAL  MEDICINE.  Room  A-141 , Convention  Cen- 
ter. Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  6 
hours 

Legal  Medicine 

Thursday,  May  10,  2-5:30  pm 

SYMPOSIUM  ON  MEDICINE  AND  THE  LAW  Room  A-129,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  3 hours 

Saturday,  May  12,9  am-1 2 pm 

SYMPOSIUM  ON  PROFESSIONAL  LIABILITY.  Columbus,  Barclay, 
and  Astor  Rooms,  Hilton  Hotel.  Fee  none.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  3 hours 

Neurological  Surgery 

Friday,  May  11,8  am-1 2:30  pm 
Saturday,  May  12,  8 am-1 2:30  pm 

SECTION  ON  NEUROLOGICAL  SURGERY.  Texas  Ballroom  A and 
B,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  8 hours 

Neurology 

Friday,  May  1 1 , 8:15  am-4:30  pm 
Saturday,  May  12,  8:15  am-1 2 pm 

SECTION  ON  NEURLOGY.  Texas  Ballroom  C and  D,  Hyatt  Regency 
Dallas.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 1 hours 

Obstetrics  and  Gynecology 

Friday,  May  1 1 , 9:30  am-5  pm 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY.  Room  A-297. 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  5 hours 

Occupational  Medicine 

Friday,  May  1 1 , 2:30-5: 1 5 pm 
Saturday,  May  12,  8:15  am-1 2 pm 

SECTION  ON  OCCUPATIONAL  MEDICINE.  Room  A-243,  Conven- 
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tion  Center  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours 

Oncology 

Saturday,  May  12,8:15  am-5  pm 

SECTION  ON  ONCOLOGY.  Room  A-141  (morning);  Room  A-298 
(afternoon),  Convention  Center.  Fee  none.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  5 hours 

Ophthalmology 

Friday,  May  11,8  am-5  pm 
Saturday,  May  12,  7:45  am- 12  pm 

SECTION  ON  OPHTHALMOLOGY.  Times  Square  Ballroom  West, 
Hilton  Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  10  hours 

Orthopedic  Surgery 

Saturday,  May  12,  8 am-5  pm 

TEXAS  ORTHOPAEDIC  ASSOCIATION.  Room  A-120,  Convention 
Center.  Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award; 
7 hours 

Otolaryngology 

Friday,  May  1 1 , 9:30  am-5  pm 
Saturday,  May  1 2,  9:30  am-1 2 pm 

SECTION  ON  OTOLARYNGOLOGY.  Room  A-141 , Section  A,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  10  hours 

Pathology 

Saturday,  May  12,8:15  am-4:45  pm 

SECTION  ON  PATHOLOGY  Room  A-141,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Pediatrics 

Saturday,  May  12,  7:30  am-4  30  pm 

SECTION  ON  PEDIATRICS.  Room  A-128,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  5 hours 

Physical  Medicine  and  Rehabilitation 

Friday,  May  11,8:15  am-5  pm 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION.  Room 
A-242,  Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s 
Recognition  Award;  5 hours 

Physician  Impairment 

Thursday,  May  10,  2-5  pm 

SYMPOSIUM  ON  THE  IMPAIRED  PHYSICIAN.  Room  A-197,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  3 hours 

Plastic  Surgery 

Friday,  May  11,8  am-5  pm 
Saturday,  May  1 2,  9 am-1 2 pm 

SECTION  ON  PLASTIC,  RECONSTRUCTIVE,  AND  MAXILLOFA- 
CIAL SURGERY  Trinity  Ballroom  West  I,  II,  III,  Americana  Hotel  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  8 hours 


Saturday,  May  12,8:15  am-1 2:30  pm 

SECTION  ON  PSYCHIATRY.  Room  A-297,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  4 hours 

Public  Health 

Friday,  May  1 1 , 8:30  am-5  pm 

SECTION  ON  PUBLIC  HEALTH.  Room  A-128,  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  6 hours 

Radiology 

Friday,  May  1 1 , 8: 1 5 am-5  pm 

SECTION  ON  RADIOLOGY.  Room  A-1 29,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours 

Saturday,  May  12,8:15  am-5  pm 

SECTION  ON  NUCLEAR  MEDICINE.  Citizens  Room  A and  B,  Hyatt 
Regency  Hotel.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours 

Sports  Medicine 

Friday,  May  1 1 , 8: 1 5 am-5  pm 

SYMPOSIUM  ON  SPORTS  MEDICINE.  South  Bay  Room,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  5 hours 

Surgery 

Thursday  May  10,  2-5  pm 

INTERNATIONAL  COLLEGE  OF  SURGEONS.  Room  A-1 21 , Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours 

Friday,  May  1 1 , 9:30  am-5  pm 

SECTION  ON  SURGERY.  Room  A-1 21 , Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  3 hours 

Urology 

Friday,  May  1 1 , 9:30  am-1 2 pm 

SECTION  ON  UROLOGY.  Room  A-294,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  3 hours 

Other 

Wednesday  May  9,  1 -5  pm 

SYMPOSIUM  ON  COMPUTERS  IN  TEXAS  MEDICINE  TODAY 
Grand  Crystal  Ballroom,  Hyatt  Regency  Hotel.  Fee  none.  Category 
1 , AMA  Physician's  Recognition  Award;  4 hours 

Wednesday,  May  9,  1 -5  pm 

SYMPOSIUM  ON  PHYSICIAN  COST  AWARENESS.  Astor  Place,  Hil- 
ton Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  4 hours 

Thursday  May  10,  1-5  pm 

SYMPOSIUM  ON  MEDICAL  WRITING.  Room  A-242,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award; 
4 hours 

COURSES 


MAY 

Critical  Care 

May  26,  1984 

ACUTE  CARE  UPDATE.  UT  Health  Science  Center,  San  Antonio.  Fee 
$1 25.  Credit  TBA.  Contact  Marilyn  Rennels,  Conference  Coordina- 
tor, Medical  School  Continuing  Education  Services,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 
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TEXAS  MEDICINE 


General  Medicine 


May  10-11,  1984 

AGING  IN  AMERICA.  UT  Medical  Branch,  Galveston  Fee  TBA 
Credit  TBA.  Contact  Pat  Biesecker,  Coordinator,  Office  of  Continuing 
Education,  UT  Medical  Branch,  Galveston,  TX  77550  (409)761  -2934 

Internal  Medicine 

May  29-June  1 , 1984 

UPDATE  IN  INTERNAL  MEDICINE:  1984  UT  Health  Science  Center 
at  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Kerry  Sheets,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Obstetrics  and  Gynecology 

May  12,  1984 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOL- 
OGY. Registry  Hotel,  Dallas.  Fee  $75.  Category  1 , AMA  Physician’s 
Recognition  Award;  6 hours.  Contact  Diane  Averna,  Continuing 
Medical  Education,  St  Paul  Hospital,  5909  Harry  Hines,  Dallas,  TX 
75235  (214)689-4588 

Pathology 

May  17-19,  1984 

SURGICAL  PATHOLOGY  III.  UT  Health  Science  Center  at  Dallas. 

Fee  $400,  complete  course;  $300,  basic  course.  Category  1 , AMA 
Physician's  Recognition  Award;  Category  1 , ACCME;  20  hours. 
Contact  Kerry  Sheets,  Coordinator,  Division  of  Continuing  Educa- 
tion, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Psychiatry 

May  16,  1984 

AUSTIN  PSYCHIATRIC  SOCIETY  LECTURE  SERIES.  Austin  Hyatt 
Regency.  Fee  None.  Category  1 , AMA  Physician's  Recognition 
Award;  1 hour.  Contact  Paul  Whitelock,  MD,  3724  Jefferson,  Austin, 
TX  78731  (512)452-9463 

May  25,  1984 

THE  FAMILY  AS  A GROUP.  Learning  Center,  UT  Medical  Branch, 
Galveston.  Fee  TBA.  Credit  TBA.  Contact  Pat  Biesecker,  Course 
Coodinator,  Office  of  Continuing  Education,  UT  Medical  Branch, 
Galveston,  TX  77550  (409)761-2934 

Radiology 

May  14-18,  1984 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
Award;  36  hours.  Contact  Marilyn  Rennels,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

May  18-20,  1984 

CLINICAL  NUCLEAR  MEDICINE  SEMINAR  AND  NMR  IMAGING 
Anatole  Hotel,  Dallas.  Fee  $300.  Category  1 , AMA  Physician’s 
Recognition  Award;  1 7 hours.  Contact  Dolly  Christensen,  Dept  of 
Radiology,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2502 

May  21-25,  1984 

RADIATION  SAFETY  OFFICERS'  COURSE.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  36  hours.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

May  2-5,  1984 

ADVANCED  SURGICAL  TECHNIQUES  OF  THE  ANTERIOR  SEG- 
MENT. La  Mansion  del  Norte  Hotel,  San  Antonio.  Fee  $600;  $250, 
residents  didactic  portion;  $150,  nurses  and  technicians.  Credit 
TBA.  Contact  Kathleen  L,  Paul,  Corneal  Research  Foundation,  4499 
Medical  Dr,  Suite  150,  San  Antonio,  TX  78229  (512)692-0218 


JUNE 

Allergy 

June  15-17,  1984 

ALLERGY  AND  IMMUNOLOGY  APPLIED  TO  PRACTICE.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $225.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  16  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Family  Practice 

June  8-9,  1984 

FAMILY  PRACTICE  SEMINAR.  Baylor  University  Medical  Center, 
Dallas.  Fee  TBA,  Credit  TBA.  Contact  Barbara  Grayson,  A.  Webb 
Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (21 4)820-231 7 

Orthopedics 

June  8-10,  1984 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  UT  Health 
Science  Center  at  Dallas.  Fee  $300.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  June  Bovill,  Coordinator,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

June  17-21,  1984 

ARTHROSCOPIC  SURGERY.  Hyatt,  Lake  Tahoe,  Calif.  Fee  TBA. 
Credit  TBA.  Contact  Jo  Ingram,  Coordinator,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166. 

Otolaryngology 

June  21 -23,  1984 

FACIAL  PLASTIC  SURGERY.  Learning  Center,  UT  Medical  Branch  at 
Galveston.  Fee  $200.  Category  1 , AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Shirley  Arledge,  Course  Coordinator, 
Office  of  Continuing  Education,  UTMB,  Galveston,  TX  77550 
(409)761-2934 

Pediatrics 

June  14-15,  1984 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESS.  UT  Health  Science  Center  at  Dallas  Fee  TBA 
Credit  TBA.  Contact  Kerry  Sheets,  Coordinator,  Division  of  Continu- 
ing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

June  14-16,  1984 

1984  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  Child  Health 
Center,  UT  Medical  Branch,  Galveston.  Fee  $1 50.  Category  1 , AMA 
Physician's  Recognition  Award;  16  hours.  Contact  Gayle  McKay, 
Course  Coordinator,  Office  of  Continuing  Education,  UTMB,  Gal- 
veston, TX  77550  (409)761-2934 

Sports  Medicine 

June  29-30,  1984 

SECOND  ANNUAL  CONFERENCE  ON  INNOVATION  IN  SPORTS 
MEDICINE.  UT  Medical  Branch,  Galveston.  Fee  TBA.  Credit  TBA. 
Contact  Pat  Biesecker,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550  (409)761-2934 
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Center,  Houston,  TX  77030  (713)799-6020 


JULY 

Pathology 

July  6-7,  1984 

6TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP.  St 
Luke's  Episcopal  Hospital,  Texas  Medical  Center,  Houston.  Fee 
$1 00;  $50,  registrants  from  outside  this  area.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  approx  14  hours.  Contact  Alexander  E. 
Brodsky,  MD,  Director,  Orthopedic  Pathology  Laboratory,  St  Luke's 
Episcopal  Hospital,  Box  20269,  Houston,  TX  77025 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  (713)799-6020 

Tuesday,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesdays  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1,  AMA  Physician’s  Recognition  Award; 

1 hour  session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  Street,  Austin,  TX 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  & White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  & White  Me- 
morial Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  & White  Memorial  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  & White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Avenue,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston  Fee  $350.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
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Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
& White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  & White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician’s  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  IN  VIVO  NMR  IMAGING.  NMR 
Lab,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Category  1 , 
AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki  Sayre, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  (713)799-6020 

TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  Fee  $35-program.  Contact  Phyllis 
Wood,  Coordinator,  Teleconference  Network  of  Texas,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 

CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Boston,  April  8-14,  1984. 
Jan  W.  Kolehmainen,  2221  University  Ave,  SE,  Suite  335,  Min- 
neapolis, MN  55414 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  Wash- 
ington, DC,  April  5-6,  1 984.  Sherry  Milligan,  1 720  Regal  Row,  Suite 
112,  Dallas,  TX  75235 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Seattle,  April  9- 12, 
1984.  William  P.  Jollie,  MD,  Box  101 , MCV  Station,  Richmond,  VA 
23298 

AMERICAN  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  San 
Francisco,  April  8-12,  1984.  Carl  H.  Hauber,  625  N Michigan,  Suite 
1519,  Chicago,  IL  60611 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS,  St  Louis,  April  1-5, 
1984.  Dana  M.  Raitt,  9650  Rockville  Pike,  Bethesda,  MD  20814 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Atlanta,  April  25-28, 
1984.  James  W.  Dilley,  152  Rollins  Ave,  Suite  208,  Rockville,  MD 
20852 

AMERICAN  COLLEGE  OF  ALLERGISTS,  San  Francisco,  April  7-11, 
1984.  James  R.  Slawny,  800  E Northwest  Hwy,  Suite  101 , Mt  Pros- 
pect, IL  60056 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Atlanta,  April  26-29,  1984. 
Jane  Ayers,  4200  Pine  St,  Philadelphia,  PA  1 91 04 


TEXAS  MEDICINE 


AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Los  An- 
geles, April  29-May  4,  1984  Elizabeth  Cameron.  2340  S Arlington 
Heights  Rd,  Arlington  Heights,  IL  60005 

AMERICAN  PEDIATRIC  SOCIETY,  San  Francisco,  April  30-May  4, 

1 984.  Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn,  NY  1 1 203 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Las  Vegas,  April  9-13, 

1984.  George  A.  Kling,  MD,  Harper  Grace  Hospitals,  3990  John  Rd, 
Detroit,  Ml  49201 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Boston,  April  2-  4, 
1984.  Carolyn  Grimaldi,  765  Commonwealth  Ave,  Boston,  MA 
02215 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  IN- 
STRUMENTATION, Washington,  DC,  April  14-18,  1984  Marguerite 
Leishman,  1901  N Ft  Meyer  Dr,  Suite  602,  Arlington,  VA  22209 

ASSOCIATION  OF  AMERICAN  PHYSICIANS,  Washington,  DC,  April 
4-7,  1984.  J.D.  Wilson,  UT  Health  Science  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 

FLYING  PHYSICIANS  ASSOCIATION,  TEXAS  CHAPTER,  Ruidoso, 
NM,  April  13-15,  1984.  Dennis  F.  Coffman,  MD,  4800  NE  Stallings  Dr, 
Suite  109,  Nacogdoches,  TX  75961 

■TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  EMERGENCY  PHY- 
SICIANS, Grapevine,  Tex,  April  27-29,  1984.  Ruth  H Dean,  Box 
610717,  Dallas,  TX  75261 

■TEXAS  COUNCIL  ON  FAMILY  RELATIONS,  Abilene,  Tex,  April  5-6, 

1 984.  Connie  Steele,  Dept  of  Home  & Fam  Life,  College  of  Home 
Economics,  Texas  Tech  University,  Lubbock,  TX  79409 

■TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Austin,  Tex,  April  5-8, 
1984.  Robert  S.  Demski,  MD,  Box  512,  Helotes,  TX  78023 

■TEXAS  UROLOGICAL  SOCIETY,  Corpus  Christi,  Tex,  April  12-14, 
1984.  F.  James  McCutchon,  MD,  613  Elizabeth  #608,  Corpus 
Christi,  TX  78404 

MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Diego,  May  7-10,  1984. 
R.R.  Hessberg,  MD,  Washington  National  Airport,  Washington,  DC 
20001 

AMERICAN  ACADEMY  OF  FACIAL  & PLASTIC  RECONSTRUCTIVE 
SURGERY,  Palm  Beach,  Fla,  May  11-12,  1984.  Lee  VanBremen, 

1101  Vermont  Ave,  NW,  Suite  304,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Palm  Beach, 
Fla,  May  5,  1984.  Barbara  L Buchman,  1 101  Vermont  Ave,  NW, 

Suite  302,  Washington,  DC  20005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS  CHAPTER,  Fort 
Worth,  Tex,  May  12,  1984.  Mary  Greene,  1801  N Lamar  Blvd,  Austin, 
TX  78701 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  SCI- 
ENCE, New  York,  May  24-29,  1984.  Catherine  Borras,  1776 
Massachusetts  Ave,  NW,  Washington,  DC  20036 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  New  York, 
May  7-9, 1 984.  William  T.  Maloney,  1 3 Elm  St,  Box  1 565,  Manchester, 
MA  01 944 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS,  Chicago, 

May  6-9, 1 984.  William  C.  Trier,  MD,  Univ  of  N Carolina  Medical 
School,  Wing  D 208H,  Chapel  Hill,  NC  27514 

AMERICAN  CLEFT  PALATE  ASSOCIATION,  Seattle,  May  1 8-24, 
1984.  Jane  Angelone  Graminski,  University  of  Pittsburgh,  331  Salk 
Hall,  Pittsburgh,  PA  15261 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  Scottsdale,  May 
9-12,  1984  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chicago,  IL 
60610 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, San  Francisco,  May  7-10,  1984.  W.H  McDannel,  600 
Maryland  Ave,  SW,  Washington,  DC  20024 

■AMERICAN  COLLEGE  OF  SURGEONS,  NORTH  TEXAS  CHAPTER, 
Dallas,  February  24-25,  1984.  Thomas  W.  Newsome,  MD,  3600 
Gaston  #904  , Dallas,  TX  75246 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION,  New 
Orleans,  May  19-25,  1984.  Charles  B.  Slack,  6900  Grove  Rd,  Thoro- 
fare,  NJ  08086 

AMERICAN  GERIATRICS  SOCIETY,  INC,  Denver,  May  17-18,  1984 
Marcia  Roye,  10  Columbus  Circle,  Suite  1470,  New  York,  NY  10019 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND  OTOLOGI- 
CAL  SOCIETY,  Palm  Beach,  Calif,  May  8-10,  1984.  Ann  Holm,  2954 
Dorman  Rd,  Broomall,  PA  19008 

AMERICAN  LUNG  ASSOCIATION/AMERICAN  THORACIC  SO- 
CIETY, Miami  Beach,  May  20-23,  1984  S.R.  lanotta,  1740 
Broadway,  New  York,  NY  10019 

AMERICAN  SOCIETY  FOR  HEAD  & NECK  SURGERY,  Palm  Beach, 
Fla,  May  5-12,  1984.  W.  E.  Fee,  Jr,  MD,  Div  of  Oto/Head  & Neck 
Surgery,  Stanford  University  Med  Ctr,  Stanford,  CA  94305 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS,  New 
Orleans,  May  6-1 1 , 1984.  H.  Gibson,  615  Griswod  #516,  Detroit,  Ml 
48226 

AMERICAN  SOCIETY  OF  GASTROINTESTINAL  ENDOSCOPY,  New 
Orleans,  May  19-25,  1984.  W.T.  Maloney,  13th  Elm  St,  Manchester, 
MA  01944 

AMERICAN  UROLOGICAL  ASSOCIATION,  New  Orleans,  May  6- 
10,  1984  Louisa  Shaw,  AUA  Office  of  Education,  Box  25147, 
Houston,  TX  77265 

■INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  STATE  SUR- 
GICAL DIVISION,  Fort  Worth,  Tex,  May  10,  1984.  Henry  V.  Birdwell, 
Jr,  MD,  1 200  Summit,  Fort  Worth,  TX  76102 

■TEXAS  AIR-MEDICS  ASSOCIATION,  Fort  Worth,  Tex,  May  10, 

1984  Dennis  F.  Coffman,  MD,  4800  NE  Stallings  Dr,  Suite  109, 
Nacogdoches,  TX  75961 

■TEXAS  ASSOCIATION  OF  OTOLARYNGOLOGY  HEAD  AND  NECK 
SURGERY,  Fort  Worth,  Tex,  May  1 1 , 1984.  Paul  J.  Marmesh,  MD, 

816  Nix  Professional  Bldg,  San  Antonio,  TX  78205 

■TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE, 
Fort  Worth,  Tex,  May  12,  1984  Herbert  L.  Steinbach,  Jr,  MD,  3500 
Gaston  Ave,  Baylor  Medical  Center,  Dallas,  TX  75246 

■TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  Tex,  May  3-6,  1984. 
Michelle  Zavala,  1946  S IH  35,  Austin,  TX  78704 

■TEXAS  DERMATOLOGICAL  SOCIETY,  Fort  Worth,  Tex,  May  12, 
1984.  Philip  W.  Giles,  MD,  1410  Pruett,  Fort  Worth,  TX  76104 

■TEXAS  DIABETES  & ENDOCRINE  ASSOCIATION,  Fort  Worth,  Tex, 
May  12,  1984  David  M.  Feinstein,  MD,  122  Colorado  #403,  Dallas, 
TX  75208 

■TEXAS  MEDICAL  ASSOCIATION,  Fort  Worth,  Tex,  May  9-13,1 984 
C.  Lincoln  Williston,  CAE,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  NEUROLOGICAL  SOCIETY,  Fort  Worth,  Tex,  May  1 1 - 12, 
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1984.  Alan  G.  Nogen,  MD,  800  5th  Ave,  Suite  419,  Fort  Worth,  TX 
76104 

■TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Fort  Worth, 

Tex,  May  11,1 984.  Joseph  R.  Davis,  MD,  1 6030  Vista  Del  Mar, 
Houston,  TX  77083 

■TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Fort  Worth,  Tex, 
May  11-12,  1984  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  ORTHOPAEDIC  ASSOCIATION,  Fort  Worth,  Tex,  May  12, 
1984.  Thomas  O.  Moore,  Jr,  MD,  1213  Hermann  Dr  #770,  Houston, 
TX  77004 

■TEXAS  PHYSICAL  MEDICINE  AND  REHABILITATION  SOCIETY, 
Fort  Worth,  Tex,  May  11,1 984  Norman  G.  Gall,  MD,  7703  Floyd  Curl 
Dr,  UT  Health  Science  Center,  San  Antonio,  TX  78284 

■TEXAS  RHEUMATISM  ASSOCIATION,  Fort  Worth,  Tex,  May  1 2, 
1984.  Roy  M.  Fleischmann,  MD,  5959  Harry  Hines  Blvd  #708, 

Dallas,  TX  75235 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Fort  Worth,  Tex,  May 
1 1 , 1984  Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■TEXAS  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS,  Fort 
Worth,  Tex,  May  11,1 984.  Lawrence  Petta,  MD,  1 556  Magnolia,  Fort 
Worth,  TX  76104 

■TEXAS  SOCIETY  OF  PATHOLOGISTS,  Fort  Worth,  Tex,  May  13, 
1984.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Fort  Worth,  Tex,  May 
11,1 984.  Frank  J.  Geroue,  MD,  6560  Fannin  #1034,  Houston,  TX 
77030 

■TEXAS  SOCIETY  OF  SPORTS  MEDICINE,  Fort  Worth,  Tex,  May  1 1 , 
1984.  Howard  A.  Moore,  MD,  9262  Forest  Lane  #102,  Dallas,  TX 
75235 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE, 
Louisville,  May  23-26,  1 984  Judith  E.  Tintinalli,  MD,  900  W Ottawa, 
Lansing,  Ml  48915 

JUNE 

AMERICAN  ASSOCIATION  OF  IMMUNOLOGISTS,  St  Louis,  June 
3-7,  1984.  Blanche  Reines,  9650  Rockville  Pike,  Bethesda,  MD 
20817 

AMERICAN  DIABETES  ASSOCIATION,  Las  Vegas,  June  7-12,1 984. 
Andrea  Simon,  2 Park  Ave,  New  York,  NY  1 001 6 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  Chicago,  June 
17-20,  1984.  H.H.  Lewis,  535  N Dearborn  St,  Chicago,  IL  60610 

■AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION,  Houston,  June 
27-July  1 , 1984  Karen  Bader,  465  Grand  St,  New  York,  NY  10002 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  Las  Vegas,  June 
1 7-21 , 1 984.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria,  VA 
22303 

FLYING  PHYSICIANS  ASSOCIATION,  Montreal,  July  22-27,  1 984. 
Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

■TEXAS  HEARING  AID  ASSOCIATION,  Fort  Worth,  Tex,  June  1 984 
Mike  Marks,  4302  Airport  Blvd,  Austin,  TX  78722 

■TEXAS  HOSPITAL  ASSOCIATION,  San  Antonio,  Tex,  June  4-6, 
1984.  Patty  Roberts,  Box  15587,  Austin,  TX  78761 
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WE  OFFER  CHROMOSOME  ANALYSIS  FOR: 

A Prenatal  diagnostic  studies 
A Diagnostic  problems  in  neonatology 
A Recurrent  abortion 
A Infertility 
A Mental  retardation 
A Tumor  monitoring 
A Primary  amenorrhea 
A Leukemic  bloods  and  bone  marrows 

TURN-AROUND  TIME: 

A Amniotic  fluid  cells:  1-21/2  weeks  routine 

A Blood:  2-4  days  STAT 

7-10  days  routine 

A Bone  Marrow:  1 day  STAT 

7 days  routine 

A Tissue  biopsies:  2-6  weeks 

TO  ORDER  A PROCEDURE: 

call  1-800-52 1-3249 

I am  interested  in  further  information  on  VIVIGEN, INC. 
Please: 

□ Send  fee  schedule  and  detailed  information. 

□ Have  the  regional  representative  contact  me. 

□ Have  the  laboratory  director  contact  me. 
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Radiobiology  and  clinical  radiotherapy 
Occupational  hearing  loss 
Neuromuscular  disease  due  to  tobacco  use 
The  emergency  transfusion 
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322  COLEMAN  STREET  4®fetrltn,  ®exas  76661  TELEPHONE: 

POST  OFFICE  BOX  60  (817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W.  Hughes,  M.D 
ALLERGY 

S.  W Hughes,  M.D 
TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W F.  McKinley,  Jr.,  M.D 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 

* DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 
♦NEUROSURGERY 
Harry  W Slade,  M.D.,  F.A.C.S. 
♦DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
♦ Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M.D.,  D.A.B  I M. 

Channing  Woods,  M.D 

Richard  C.  Stone,  M D , Gastroenterology  & Endoscopy 
Landon  W Stewart,  M D , DAB  I M 
Cloyce  L.  Stetson,  Jr,  M.D,  DABIM 
David  S.  Sowell,  III,  M.D,  DABIM,  Cardiology 
Don  E.  Cheatum,  M D , DABIM,  and  D A B Rhu, 
F.A.C.P  Rheumatology 
W.  Mark  Armstrong,  M.D,  D A B I.M. 

Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D,  DABIM 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D.,  D A B O G.,  F.A  COG 
Verme  D.  Bodden,  M D , D A B O G , F.A. C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P , F.A.A.P 
P E.  Luecke,  Jr,  M.D,  D.A.B.P,  FA.A  P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M D,  DABS.,  F.A.C.S. 

Charles  W Coleman,  M.D..,  D A B S. 

UROLOGY 

Harry  M.  Spence.  M.D.,  D.A.B.U.,  F.A.C.S 
William  H.  Hoffman,  M.D  , D.A.B.U.,  F.A.C.S. 

Richard  B Dulany,  M.D  , D A B U.,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D  , D A B R. 

James  B Evans,  M.D,  D.A.B.R. 

DERMATOLOGY 

William  N New,  M.D.,  F.A.A.D.,  F.A.C.P. 

Constance  Shadwick,  M.D  , D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D  . D A B O. 

OPHTHALMOLOGY 
James  M.  Copps,  M.D.,  D A B O 
R.  Roy  Whitaker,  M.D.,  D A B.O 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R N.  B.S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D Green,  M.D,  Surgery 

B.  Celia  Slaughter,  M.D,  D.A.B.P.,  F.A.A.P. 

John  B Bourland,  M.D  , D A. B O G. 

John  B Allen,  M.D.,  D A B I M 


COMPLETE 

LABORATORY 

DOCUMENTATION  ...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE  « 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  4 

• Patients  usually  awake  rested  and  refreshed  9 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 1012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
12  691-697,  Jul-Aug  1971  2.  Kales  A et  al  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A et  at: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatl  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27.  1982  12.  Kales  A 
etal:  Pharmacology  26  121-137,  1983 


DALMANE*  <S 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g , operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  admmis- 
tenng  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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FOR  A COMPLETE  NIGHTS  SLEEP 

DALM  ANE  € 
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See  preceding  page  for  references  and  summary  of  product  information. 
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This  month's  issue  of  Texas  Medicine  fea- 
tures the  Association’s  annual  session  in 
Fort  Worth.  One  article  by  Margie  Peschel, 
MD,  and  A.R.  Daniell,  MD,  both  of  Fort 
Worth,  focuses  on  what  to  see,  where  to 
go,  and  how  to  get  there.  It's  a great  excur- 
sion guide!  The  Fort  Worth  coverage  begins 
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rologic problems  associated  with  acute 
lymphocytic  leukemia  in  childhood.  Also 
included  is  a case  report  and  review  of  tho- 
racic and  abdominal  enteric  duplications 
and  a case  report  of  acrylonitrile  poisoning. 


EDITORIAL 


Noise-induced  hearing  loss  can  be  prevented 

Occupational  hearing  loss  is  a matter  of  importance  to  any- 
one exposed  to  hazardous  noise  whether  one  is  operating  a 
lawnmower  or  working  in  heavy  industry.  As  Robert  T.  Sat- 
aloff,  MD,  and  Joseph  Sataloff,  MD,  have  commented  in  this 
issue  of  Texas  Medicine  (Occupational  hearing  loss,  p 62), 
hearing  loss  resulting  from  hazardous  noise  is  a preventable 
disorder.  Injury  from  hazardous  noise  can  be  prevented  in 
several  ways:  reduction  of  the  noise  intensity  at  its  source, 
attenuation  of  the  noise  by  enclosure,  decrease  of  exposure 
time  to  the  noise,  and  use  of  personal  protection  to  lessen 
the  amount  of  noise  reaching  the  ear.  A combination  of  these 
procedures  is  often  employed. 

The  determination  that  a hazardous  noise  situation  exists 
is  not  always  easy.  It  may  be  obvious  in  some  circumstances, 
such  as  exposure  to  jet  engine  noise  at  close  range.  In  many 
industrial  situations  in  which  the  noise  level  and  exposure 
vary,  the  determination  may  be  difficult.  The  Occupational 
Safety  and  Health  Administration  (OSHA)  has  published  its 
definition  of  hazardous  noise  exposure.  In  all  instances 
where  hazardous  noise  exposure  exists,  OSHA  requires  that 
a hearing  conservation  program  be  established  to  monitor 
employees'  hearing.  The  OSHA  rule  is  published  in  the 
Federal  Register  (1 ).  For  a general  outline  of  hearing  conser- 
vation procedures  and  state  requirements,  the  “Guide  for 
Conservation  of  Hearing  in  Noise”  published  by  the  Ameri- 
can Academy  of  Otolaryngology — Head  and  Neck  Surgery, 
Inc,  is  recommended  reading  (2).  This  guide  may  be  pur- 
chased from  the  American  Academy  of  Otolaryngology,  1 5 
Second  St,  SW,  Rochester,  MN  55901. 

A hearing  conservation  program  consists  of  three  parts: 
the  assessment  of  noise  exposure,  the  control  of  noise  ex- 
posure, and  the  measurement  of  hearing.  In  Texas,  the 
Department  of  Health,  through  its  Occupational  Health  Pro- 
gram, provides  expertise  for  the  assessment  of  noise 
exposure  and  development  of  procedures  for  noise  control. 
The  Occupational  Health  Program  employs  seven  industrial 
hygienists  who  are  distributed  throughout  the  state  for  this 
activity.  Information  regarding  this  program  may  be  obtained 
from  the  Texas  Department  of  Health  in  Austin  by  calling 
(512)458-7254. 

While  noise  evaluation  is  a major  activity  of  the  Occupa- 
tional Health  Program,  the  Texas  Department  of  Health  does 
not  provide  pre-employment  or  periodic  follow-up  hearing 
measurement.  Hearing  testing  programs  are  available  in  a 
variety  of  facilities  in  Texas.  In  general,  these  services  may 
be  found  through  hospital  hearing  centers,  hearing  and 
speech  clinics,  local  physicians,  audiologists,  and  industrial 
hygiene  personnel.  Some  hearing  conservation  services  are 
listed  in  the  classified  telephone  directory;  others  by  contact- 
ing local  health  departments  or  medical  societies. 

In  the  past,  hazardous  noise  and  its  effects  upon  hearing 


have  been  largely  ignored  by  many  industries  and  by  the 
workers  themselves.  Passage  of  the  Hearing  Conservation 
Amendment  this  year  should  assist  materially  in  heightened 
awareness  by  worker  and  industry  alike  about  the  risks  and 
control  of  hazardous  noise. 

Francis  I.  Catlin,  MD 

Department  of  Otorhinolaryngology  and  Communicative  Sciences,  Baylor 

College  of  Medicine,  6621  Fannin,  Houston,  TX  77030. 
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Courts,  solvent  defendants,  and  you 

The  need  for  a responsible  Texas  Supreme  Court  for  the  citi- 
zens of  this  state  is  without  question.  Of  course,  the  Texas 
Supreme  Court  justices  are  elected.  However,  these  state- 
wide races  have  low  visibility,  and  for  that  reason  the  candi- 
dates and  their  qualifications  may  not  be  well  known  to  the 
voters.  This  is  very  unfortunate  since  the  Texas  Supreme 
Court  heads  one  of  our  three  branches  of  government  and 
makes  the  final  decision  on  litigated  questions  as  to  what  the 
Texas  Constitution  and  laws  mean. 

Some  prominent  lawyers  and  former  Supreme  Court  jus- 
tices have  expressed  the  view  that,  in  some  recent  opinions, 
the  Supreme  Court  has  not  adhered  to  the  meaning  of  the 
provisions  of  the  Texas  Constitution,  long  settled  interpreta- 
tions of  state  laws,  and  previous  court  decisions.  Some  court 
decisions  have  been  “result  oriented”  rather  than  based  on 
what  the  statute  provides  or  prior  courts  long  have  recognized. 

Shelby  Sharpe,  a Fort  Worth  attorney,  said  the  current 
voting  pattern  of  the  majority  of  the  court  illustrates  the  un- 
predictability of  which  way  the  high  court  will  go  on  a given 
issue.  As  a result,  judges  of  lower  courts  can  only  guess  how 
the  court  will  rule  and  lawyers  are  at  a loss  to  know  how  to 
advise  their  clients  with  respect  to  “the  law”  applicable  to  a 
particular  fact  situation. 

As  Supreme  Court  Justice  Sears  McGee  stated  in  his  dis- 
senting opinion  in  a case  wherein  an  employer  was  held 
liable  for  off-duty,  off-premises  negligence  of  its  employee 
(see  Medicine  and  the  Law,  p 71 ):  “The  result  the  majority 
reaches  in  this  case  will  no  doubt  reinforce  cynical  public  atti- 
tudes that  tort  liability  is  not  based  upon  fault,  but  upon  ability 
to  satisfy  a judgment.” 

If  we  expect  our  Supreme  Court  to  interpret  the  laws  as  our 
elected  Legislature  passes  them  rather  than  base  its  deci- 
sion upon  the  defendant’s  ability  to  satisfy  a judgment,  we 
had  better  get  busy  about  identifying  the  result-oriented 
judges  and  those  who  bother  to  interpret  the  statutes  as  they 
were  passed  and  signed  into  law.  This  state  can  no  more 
afford  a “result  oriented”  Supreme  Court  than  the  Cotton 
Bowl  Committee  can  afford  to  have  the  rules  of  play  inter- 
preted away  by  the  field  judge  and  officials  to  assure  that  the 
Southwest  Conference  representative  always  wins  because 
it  deems  such  a result  to  be  “just."  Field  judges  and  officials 
interpret  the  rules;  they  do  not  make  them  up  as  the  game 
is  being  played.  If  they  did,  there  would  be  no  orderly  game, 
nor  any  reason  to  participate  in  it,  either  as  a player  or  as  a 
spectator. 
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Our  complex  society  has  developed  laws  and  rules  for  a 
purpose.  The  creation  of  three  branches  of  government  was 
no  accident.  It  is  time  to  restore  balance  in  the  system  by 
electing  justices  who  understand  that  they  are  there  to  inter- 
pret the  statutes  and  the  Constitution,  not  to  substitute  their 
judgment  of  what  they  think  the  law  should  be  for  that  of  the 
language  and  intent  of  the  Legislature. 

It  is  time  to  examine  the  contested  Texas  Supreme  Court 
races  closely.  Carefully  review  the  records  of  the  judicial  can- 
didates who  seek  your  votes  and  financial  support  as  you 
prepare  for  the  primary  election.  Actively  support  the  candi- 
dates of  your  choice. 

Hugh  Lamensdorf,  MD 

TEXPAC  Chairman;  PO  Box  11340,  Fort  Worth,  TX  76109 

Writing  symposium  scheduled  for  May  10 

If  one  axiom  could  be  used  to  help  the  would-be  medical 
writer,  it  might  be  this:  Keep  the  message  clear  and  simple. 
Most  writers,  however,  may  not  find  the  task  quite  so  easy. 
Inexperienced  writers  may  find  it  even  more  painful,  and  to 
tell  the  beginner  only  to  write  clearly  and  to  the  point  is  not 
especially  helpful.  Many  potential  authors  who  are  prepared 
to  write  are  intimidated  by  writing  and  publishing  procedures. 
They  might  begin  a writing  project,  however,  if  they  knew  how 
to  finish  it. 

How  does  the  author  prepare  a proper  abstract?  Avoid 
confusing  language  or  misleading  explanations?  Select  an 
appropriate  format?  Prepare  suitable  illustrations  or  tables? 
How  can  the  author  make  life  easy  for  his  ally,  the  editor,  and 
a pure  joy  for  his  readers?  These  are  just  a few  of  the  ques- 
tions that  may  bother  the  potential  author  unsure  of  the  best 
route  to  the  journal  page. 

On  May  10,  the  Texas  Medical  Association's  Editorial 
Committee  and  the  American  Medical  Writers  Association, 
Southwest  Chapter,  will  cosponsor  a Symposium  on  Medical 
Writing  in  conjunction  with  TMA’s  Annual  Session  in  Fort 
Worth.  The  program  participants  are  specialists  in  the  sev- 
eral aspects  of  medical  publishing:  research,  writing,  and 
editing. 

Edward  J.  Huth,  MD,  editor  of  Annals  of  Internal  Medicine, 
and  other  symposium  leaders  will  guide  medical  writers  and 
prospective  writers  through  the  editorial  process,  from  con- 
cept to  creation,  and  through  the  peer-review  system.  Sym- 
posium participants  will  learn  how  to  organize  medical  infor- 
mation and  report  it,  how  to  use  illustrations  and  graphics, 
how  to  get  help  with  the  literature  search,  how  to  put  the 
finishing  touches  on  the  final  draft,  and  how  to  deal  with  the 
journal  editor.  They  also  will  glimpse  the  future  of  medical 
journals  in  an  electronic  age.  The  symposium  is  designed  for 
writers  of  all  levels  of  experience — those  who  have  not  writ- 
ten since  college  or  those  who  simply  want  to  understand 
some  facet  of  publishing. 

No  one  with  information  to  convey  should  be  inhibited  by  a 
lack  of  experience.  By  following  the  guidelines  offered  at  the 
symposium  and  by  working  with  journal  reviewers  and  edi- 
tors, any  author  with  useful  information  should  find  medical 
journals  quite  accessible  and  the  publishing  process  less 
mysterious. 

Richard  D.  Cunningham,  MD 

Chairman,  Editorial  Committee,  Texas  Medicine ; Scott  and  White  Clinic, 

Temple,  TX  76508 


LETTERS 


Support  fee  freeze 

I agree  wholeheartedly  with  Dr  Milton  Davis’  suggestion  of  a 
two-year  fee  freeze.  I feel  that  it's  high  time  that  we  physi- 
cians took  active  part  in  determining  our  destiny  rather  than 
leaving  vital  decisions  to  the  economists  and  politicians. 

As  a Canadian-trained  physician,  I am  very  familiar  with 
what  happens  when  nonmedical  personnel  play  too  active  a 
part  in  making  medical  decisions.  Not  only  is  the  patient  care 
standard  lessened,  but  costs  seem  to  skyrocket.  We  are  all 
familiar  with  the  shambles  that  the  Canadian  medical  system 
is  in,  and  I am  personally  aware  of  the  poor  morale  of  my 
fellow  Canadian  doctors  who  feel  that  they  are  little  more 
than  civil  servants  without  the  benefits  that  "real”  civil  ser- 
vants enjoy. 

We  are  to  blame  for  this  unfortunate  circumstance  as  we 
have  allowed  nonphysicians  to  steadily  control  more  and 
more  of  our  noble  profession.  Before  it’s  too  late  we  physi- 
cians must  show  the  public  that  we  indeed  do  have  their 
medical  and  financial  interests  at  heart. 

It  is  ridiculous  to  expect  that  we  Americans  can  achieve 
any  different  type  of  health  care  system  than  the  one  the 
British  and  Canadians  have  built  so  miserably — especially 
when  we  are  blindly  following  the  same  path. 

Scott  K.  Ross,  MD 

2313  Ridge  Rd,  Suite  104A,  Rockwall,  TX  75087. 

Correction 

A correction  should  be  made  in  my  article,  "What’s  new — 
ambulatory  surgery,"  published  in  the  January  1984  issue 
of  Texas  Medicine.  The  article  stated  that  a Medicare  pa- 
tient must  pay  20%  copayment  in  an  outpatient  surgical 
center,  and  that  Medicare  will  pay  100%  in  a hospital.  That 
was  true  prior  to  Sept  7,  1982,  when  the  article  was  first 
written. 

However,  according  to  the  most  recent  Medicare  Part  B 
Handbook  for  Physicians  and  Suppliers,  published  in  Janu- 
ary 1983,  effective  with  services  performed  on  or  after  Sept 
7,  1982,  certain  surgical  procedures  will  be  reimbursed  at 
100%  by  Medicare.  These  procedures  must  be  performed  in 
the  outpatient  department  of  a hospital,  a certified  indepen- 
dent ambulatory  surgical  center,  or  a hospital-affiliated  am- 
bulatory surgical  center.  This  handbook  states  that  as  of 
January  1983,  there  were  no  certified  centers  in  Texas: 
however,  a number  of  these  centers  have  been  certified 
since  then. 

James  Tang,  MD 

1 1302  Fallbrook  Dr,  Suite  304,  Houston,  TX  77065. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
Information 

Indications  and  Usage:  Ceclor®  (cefaclor.  Lilly)  is  indicated  in  the 
•reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
mlluenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrohdes.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  eg.  pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clmitest®  tablets  but 
not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mother s— Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  18,  0 20,  0 21,  and  0 16  mcg/mlat  two,  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulvules®,  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic— Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061 782R) 


•Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  ' 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
32  other  states. 

I.C.  System 


Why  these  votes  of  confidence? 


l.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical  and 
professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  l.C.  System.  Write  or  phone  for  information.  The  system  is 
endorsed  by  this  medical  Association.  The  System  Works! 


The  System 
Works-Q 


l.C.  SYSTEM,  INC. 

6301  Heron  Drive 
Austin,  Texas  78759 
1-800-328-9595 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 
ordered.” 


TmIT 

TEXAS  MEDICAL 
LIABILITY  TRUST 


Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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NEWS 


TMA  IN  ACTION 

Physicians  speak  out  on  TMA 
indigent  health  care  stance 

Four  physicians  offered  perspectives 
on  health  care  needs  of  the  poor  across 
the  state  before  members  of  the  Task 
Force  on  Indigent  Health  Care.  The  75- 
member  state-appointed  task  force  has 
been  gathering  information  for  a legis- 
lative package  it  will  present  to  the  69th 
Texas  Legislature  in  January  1985. 
Milton  V.  Davis,  MD;  Grover  Bynum, 

MD;  Charles  E.  Gibbs,  MD;  and 
Leonard  Riggs,  MD,  presented  their 
views  as  representatives  of  the  Texas 
Medical  Association  before  a press 
conference  and  public  hearing. 

Their  testimony  reflected  the  consid- 
eration of  the  TMA  Council  on 
Socioeconomics,  which  in  January  had 
drafted  a series  of  recommendations 
aimed  at  providing  indigent  health  care 
drawn  from  suggestions  from  special- 
ists throughout  the  state.  The  council’s 
recommendations  had  been  adopted 
by  the  Executive  Board. 

Central  points  of  the  approved  rec- 
ommendations highlight  what  TMA 
would  like  to  see  considered  for  indi- 
gent health  care  in  Texas.  Points 
include: 

1 . Scope  of  quality  medical  care 
should  be  the  same  for  everyone.  Pro- 
grams of  indigent  health  care  should 
offer  eligible  individuals  access  to  main- 
stream medical  and  health  care 
services. 

2.  Ambulatory,  office-based  care 
should  be  supported  in  the  interest  of 
cost  containment  and  supplant  institu- 
tional-based care  whenever 
appropriate. 

3.  Access  to  emergency  care  for  the 
indigent  is  a problem.  A medically  ap- 
propriate transfer  and  transportation 
system  should  be  considered. 

4.  Greater  emphasis  should  be 
placed  on  the  cost  effectiveness  of 
medical  screening  and  preventive  ser- 
vices in  treating  the  indigent, 
particularly  before  incurring  the  finan- 


cial burden  of  “high-tech”  therapy  and 
long-term  institutional  care.  We  recom- 
mend that  priority  be  given  maternity 
care  and  the  medical  needs  of  women, 
infants,  and  adolescents. 

5.  The  Texas-Mexico  border  has 
special  problems  in  the  delivery  of 
medical  services.  Cooperation  should 
be  encouraged  between  Texas  and  bor- 
dering Mexican  states  in  caring  for 
Mexican  nationals.  We  ask  the  gover- 
nor and  the  Texas  Legislature  and  their 
counterparts  in  Mexico  to  consider  es- 
tablishing a Texas-Mexico  joint  task 
force  to  consider  solutions  to  these 
problems. 

6.  The  Texas  Legislature  should  de- 
termine ways  to  finance  state-funded 
care  and  eligibility  criteria.  We  recom- 
mend a graduated  scale  of  co-payment 
for  the  medically  needy. 

7.  An  administrative  structure  of  a 
system  to  expand  medical  and  health 
services  to  the  indigent  is  vital.  The 
medical  profession  offers  its  assistance 
in  developing  such  a system.  We  urge 
that  the  proposed  pilot  programs  em- 
ploy the  concept  of  indemnity  insurance 
coverage.  We  strongly  recommend  that 
the  insurance  industry’s  experience 
and  involvement  be  invited  to  assess 
the  underwriting  and  administration  of  a 
program  for  the  indigent. 

8.  A program  of  indigent  health  care 
should  be  decentralized  to  allow 
county-city  governments  to  manage  the 
program. 

9.  TMA  is  prepared  to  recommend 
safeguards  to  assure  the  quality,  medi- 
cal necessity,  and  appropriate 
utilization,  patient  education,  and  fraud 
and  abuse  surveillance  for  such  a 
program. 

At  the  press  conference  before  the 
public  hearing,  Dr  Bynum,  chairman  of 
the  Council  on  Socioeconomics,  ex- 
plained how  the  council  had  studied  the 
issue  of  indigent  health  care  carefully 
before  drawing  up  recommendations 
aimed  at  resolving  gaps  in  medical  care 
to  the  indigent.  Physician  members  of 
the  task  force  spoke  before  the  council 


in  late  January,  providing  their  col- 
leagues with  background  about  the 
charge  of  the  legislative  task  force.  One 
outcome  of  this  meeting  was  the  list  of 
recommendations  which  later  were 
placed  before  the  TMA  Executive 
Board  for  approval. 

TMA  President  Milton  V.  Davis,  MD, 
spoke  highly  of  the  recommendations 
at  the  public  hearing  and  suggested  to 
the  task  force  that  emphasis  be  placed 
on  medical  screening  and  preventive 
care  for  indigents.  He  highlighted  one 
recommendation  which  encourages 
Texas  and  the  border  states  of  Mexico 
to  work  together  to  care  for  citizens  of 
both  countries. 

Mindful  of  the  expenses  involved  in 
indigent  health  care,  Dr  Davis  asked 
the  task  force  to  consider  an  adminis- 
trative system  that  would  contribute  to 
the  payment  of  medical  costs,  but 
would  not  purport  to  pay  all  of  them. 

“We  urge  you  to  prepare  a system 
which  will  not  determine  charges,  not 
set  fees,  or  set  maximum  allowable 
fees,”  he  said.  Instead,  “develop  a 
schedule  of  up  to’  allowances,  leaving 
the  fee  or  charge  determinations  to  the 

Grover  Bynum,  MD,  chairman  of  TMA's  Council 
on  Socioeconomics,  presented  the  council's  rec- 
ommendations on  indigent  health  care  in  Texas  at 
a Capitol  press  conference  in  February. 
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recipients  and  the  providers.”  Such  an 
insurance  type  program,  he  said,  would 
indemnify  the  recipients  against  losses 
up  to  specified  dollar  amounts,  would 
provide  access  to  care,  would  not 
threaten  quality,  would  allow  recipients 
to  be  treated  in  the  same  offices, 
clinics,  and  hospitals,  and  would  aug- 
ment a healthy  patient-doctor 
relationship. 

Dr  Gibbs,  chairman  of  the  TMA  Com- 
mittee on  Maternal  and  Child  Health, 
urged  the  task  force  to  consider  the 
medical  needs  of  women,  infants,  and 
adolescents.  “Maternal  and  newborn 
care  is  less  expensive  than  later  thera- 
peutic rehabilitation  and  custodial 
care,”  he  noted.  He  added,  “The  bio- 
logic and  social  risks  of  adolescent 
pregnancy,  as  well  as  the  recurrence  of 
such  pregnancies,  can  be  reduced 
effectively  by  proper  maternity  and 
newborn  care.” 

Dr  Riggs,  chairman  of  the  TMA  Com- 
mittee on  Emergency  Medical  Services 
and  Trauma,  spoke  of  the  need  for 
good  transportation  and  urged  the  task 
force  to  consider  medically-appropriate 
transfers  of  patients  between  facilities. 

The  public  hearing  was  held  Feb  23 
at  Huston-Tillotson  College  in  Austin. 


C.  E.  Gibbs,  MD,  chairman  of  the  TMA  Commit- 
tee on  Maternal  and  Child  Health,  spoke  in  favor 
of  providing  special  care  to  women,  adolescents, 
and  infants  at  the  press  conference.  Milton  V. 
Davis,  MD,  TMA  president,  is  seated  in 
foreground. 


Record  amount  of  money 
loaned  to  medical  students 

The  TMA  student  loan  program  was  in 
high  demand  last  year,  loaning  a record 
amount  of  money  to  approximately  425 
Texas  medical  school  students.  The 
$438,950  awarded  was  almost  triple 
the  amount  awarded  to  medical  stu- 
dents during  each  of  the  past  two  years. 

According  to  Tom  Board,  TMA  busi- 
ness manager,  the  increasing  demand 
for  medical  student  loan  money  is  due 
to  many  factors,  including  the  high  cost 
of  medical  school,  the  decreasing  avail- 
ability of  national  loan  fund  money,  high 
interest  rates,  and  inflation.  “Although 
the  availability  of  these  funds  has  al- 
ways been  well  known  throughout  the 
medical  community  in  Texas,  the 
money  is  needed  more  today  than  ever 
before,”  he  said. 

The  TMA  Board  of  Trustees  man- 
ages the  funds  by  investing  the 
principal.  As  dividends  and  interest 
amount  to  $1 ,000,  a medical  student 
who  is  recommended  by  his  or  her 
medical  school  is  eligible  to  receive  a 
loan  from  the  fund.  Most  loans  are 
stipends  of  $1,000. 

The  TMA  student  loan  program  is 
part  of  a growing  commitment  by  the 
association  and  many  generous  bene- 
factors and  association  members  to 
provide  Texas  medical  school  students 
with  financial  aid  to  cope  with  the  rising 
cost  of  a medical  education.  Contribu- 
tions or  questions  regarding  the  TMA 
student  loan  program  may  be  sent  to 
the  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701 . 

Doctors,  Auxiliary  members 
interested  in  political  action 

Texas  physician  and  Auxiliary  member 
interest  in  political  action  is  on  the  rise, 
evidenced  by  steady  growth  in  mem- 
bership of  the  Texas  Medical  Political 
Action  Committee  (TEXPAC).  Member- 
ship topped  6,000  for  the  first  time  in 
early  1 983.  At  year  end,  membership 
included  5,398  physicians  and  682 
Auxiliary  members. 


Gary  Anderson,  TEXPAC  director, 
credited  the  active  interest  and  par- 
ticipation of  Auxiliary  members  for  part 
of  the  steady  growth.  Auxiliary  member- 
ship climbed  28%  in  1983.  In  addition, 
membership  in  TEXPAC’s  “300  Club,”  a 
designation  given  members  who  con- 
tributed $300  to  the  political  action 
committee,  reached  496  in  1983. 

Key  activities  for  TEXPAC  in  1 984 
include  reviewing  and  assessing  candi- 
dates running  in  next  month’s  state 
judicial  elections.  (See  Medicine  and 
the  Law.) 

The  committee  also  is  supporting  the 
American  Medical  Association  political 
action  committee  program,  “Par- 
ticipation ’84.”  This  program  seeks 
physicians  and  spouses  to  run  as 
delegates  to  the  Democratic  and  Re- 
publican national  conventions. 

Members  of  TMA  are  invited  to 
participate  in  TEXPAC.  Suggested 
voluntary  contribution  for  medical  stu- 
dents and  residents  is  $20;  physicians 
in  their  first  year  of  practice  and  retired 
physicians,  $45;  regular  members,  $75; 
and  $300  to  belong  to  the  “300  Club.” 
Auxiliary  members  may  contribute  $35 
as  active  members;  $100  as  sustaining 
members;  or  $300  to  belong  to  the  “300 
Club.” 

Questions  regarding  TEXPAC  may 
be  directed  to  Gary  Anderson,  1905  N 
Lamar  Blvd,  Austin,  TX  78705; 
(512)477-6704. 

Scientific  article  wins 
award  of  excellence 

A scientific  article  authored  by  a Dallas 
neurosurgeon  received  the  1983  Award 
of  Excellence  for  meritorious  scientific 
writing  in  Texas  Medicine.  “Surgical 
Treatment  of  Intracranial  Arteriovenous 
Malformations,”  by  Duke  Samson,  MD, 
published  in  the  February  1983  issue, 
was  ranked  best  of  the  1 983  citation 
winners  by  the  Editorial  Committee. 

The  first  “Harriet  Cunningham  Cita- 
tion for  Meritorious  Scientific  Writing” 
was  published  in  March  1981.  Citations 
are  given  for  review  articles  which  are 
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PLAZA 

MEDICAL 


CENTER 


PLAZA  MEDICAL  CENTER  REDEFINES  what  a mod 


ern  medical  office  building  can  be.  In  beauty.  In  efficiency.  In 
a totally  planned  environment  that  contributes  to  the  lives  of 
people  who  richly  deserve  it.  Occupancy  begins  soon.  And 
prime  spaces  are  still  available  at  competitive  prices.  See  Plaza 
Medical  Center,  1200  Binz,  north  of  Park  Plaza  Hospital  and 
the  Texas  Medical  Center.  For  information  please  call  John 
Hansen  Investment  Builder,  961-7700. 
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Effective  - r ~ 

Treatment  with  Navane  can  produce  improvement  in 
psychotic  symptoms  such  as  hallucinatory  behavior  and 
unusual  thought  content  as  well  as  hostility,  disorientation 
and  depressive  mood,1 2 leaving  the  elderly  patient  more 
alert2  and  better  able  to  participate  in  the  activities  of 
family  life. 

Well  tolerated 

Navane  is  generally  well  tolerated  by  elderly  patients. 
Excessive  sedation  or  drowsiness  has  been  reported,  but 
is  uncommon.1  Anticholinergic  effects3  and  hypotension4  5 
are  reported,  but  rarely.  Should  they  occur,  extrapyramidal 
symptoms  can  usually  be  readily  controlled. 


Capsules  1 mg,  2 mg,  5 mg,  10  mg,  20  mg 
Concentrate  5 mg/ml  Intramuscular  2 mg/ml,  5 rrig/ml 


'ScefpftcMtn'g  page  fora  -brief  summary  of 
prescribing  information  - ~w<Aall 


A division  of  Pfizer  Pharmaceuticals. 

at  the  forefront  of  psychopharmacology 


Navane 

(thiothixene)  (thiothixene  HCI) 

References:  1 Util  TM,  Unverdi  C.  Wohlrade  J.  et  al:  Drug  therapy  of  psychosis  associated  with 
organic  brain  syndrome.  Presented  as  a Scientific  Exhibit  at  the  American  Public  Health  Associa- 
tion Centennial,  Atlantic  City,  New  Jersey  November  12-16,  1972.  2.  Katz  MM,  Util  TM  Video 
methodology  for  research  in  psychopathology  and  psychopharmacology.  Arch  Gen  Psychiatry 
31:204-210, 1974.  3,  Ketai  R Psychotropic  drugs  in  the  management  of  psychiatric  emergencies 
Postgraduate  Medicine  58:87-93, 1975.  4 Birkett  DR  Hirschfield  W,  Simpson  GM:  Thiothixene  in 
the  treatment  of  diseases  of  the  senium,  CurrTher  Res  14:775-779, 1972.  5 Data  on  file  at  Roerig 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
Navane*  (thiothixene)  Capsules:  1 mg,  2 mg,  5 mg,  10  mg,  20  mg 
(thiothixene  hydrochloride)  Concentrate:  5 mg/ml,  Intramuscular:  2 mg/ml,  5 mg/ml 
Contraindications:  Navane  (thiothixene)  is  contraindicated  in  patients  with  circulatory  collapse, 
comatose  states,  central  nervous  system  depression  due  to  any  cause,  and  blood  dyscrasias. 
Navane  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  It  is  not 
known  whether  there  is  a cross-sensitivity  between  the  thioxanthenes  and  the  phenothiazine 
derivatives,  but  the  possibility  should  be  considered 

Warnings:  Usage  in  Pregnancy- Safe  use  of  Navane  during  pregnancy  has  not  been  established . 
Therefore,  this  drug  should  be  given  to  pregnant  patients  only  when,  in  the  judgment  of  the 
physician,  the  expected  benefits  from  the  treatment  exceed  the  possible  risks  to  mother  and  fetus 
Animal  reproduction  studies  and  clinical  experience  to  date  have  not  demonstrated  any 
teratogenic  effects. 

In  the  animal  reproduction  studies  with  Navane,  there  was  some  decrease  in  conception  rate 
and  litter  size,  and  an  increase  in  resorption  rate  in  rats  and  rabbits,  changes  which  have  been 
similarly  reported  with  other  psychotropic  agents  After  repeated  oral  administration  of  Navane  to 
rats  (5  to  15  mg/kg/day),  rabbits  (3to50mg/kg/day).  and  monkeys  (1  to  3 mg/kg/day)  before  and 
during  gestation,  no  teratogenic  effects  were  seen  (See  Precautions.) 

Usage  in  Children  — The  use  of  Navane  in  children  under  12  years  of  age  is  not  recommended 
because  safety  and  efficacy  in  the  pediatric  age  group  have  not  been  established 
As  is  true  with  many  CNS  drugs  Navane  may  impair  the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery, 
especially  during  the  first  few  days  of  therapy  Therefore,  the  patient  should  be  cautioned  accord- 
ingly 

As  in  the  case  of  other  CNS-acting  drugs,  patients  receiving  Navane  should  be  cautioned  about 
the  possible  additive  effects  (which  may  include  hypotension)  with  CNS  depressants  and  with 
alcohol. 

Precautions:  An  antiemetic  effect  was  observed  in  animal  studies  with  Navane,  since  this  effect 
may  also  occur  in  man.  it  is  possible  that  Navane  may  mask  signs  of  overdosage  of  toxic  drugs  and 
may  obscure  conditions  such  as  intestinal  obstruction  and  brain  tumor. 

In  consideration  of  the  known  capability  of  Navane  and  certain  other  psychotropic  drugs  to 
precipitate  convulsions,  extreme  caution  should  be  used  in  patients  with  a history  of  convulsive 
disorders  or  those  in  a state  of  alcohol  withdrawal  since  it  may  lower  the  convulsive  threshold 
Although  Navane  potentiates  the  actions  of  the  barbiturates,  the  dosage  of  the  anticonvulsant 
therapy  should  not  be  reduced  when  Navane  is  administered  concurrently. 

Caution  as  well  as  careful  adiustment  of  the  dosage  is  indicated  when  Navane  is  used  in 
conjunction  with  other  CNS  depressants  other  than  anticonvulsant  drugs. 

Though  exhibiting  rather  weak  anticholinergic  properties,  Navane  should  be  used  with  caution 
in  patients  who  are  known  or  suspected  to  have  glaucoma,  or  who  might  be  exposed  to  extreme 
heat,  or  who  are  receiving  atropine  or  related  drugs. 

Use  with  caution  in  patients  with  cardiovascular  disease 

Also,  careful  observation  should  be  made  for  pigmentary  retinopathy  and  lenticular  pigmenta- 
tion (fine  lenticular  pigmentation  has  been  noted  in  a small  number  of  patients  treated  with  Navane 
for  prolonged  periods).  Blood  dyscrasias  (agranulocytosis,  pancytopenia,  thrombocytopenic 
purpura),  and  liver  damage  (jaundice,  biliary  stasis)  have  been  reported  with  related  drugs 
Undue  exposure  to  sunlight  should  be  avoided  Photosensitive  reactions  have  been  reported  in 
patients  on  Navane 

Neuroleptic  drugs  elevate  prolactin  levels:  the  elevation  persists  during  chronic  administration. 
Tissue  culture  experiments  indicate  that  approximately  one-third  of  human  breast  cancers  are 
prolactin  dependent  in  vitro,  a factor  of  potential  importance' if  the  prescription  of  these  drugs  is 
contemplated  in  a patient  with  a previously  detected  breast  cancer  Although  disturbances  such 
as  galactorrhea,  amenorrhea,  gynecomastia,  and  impotence  have  been  reported,  the  clinical 
significance  of  elevated  serum  prolactin  levels  is  unknown  for  most  patients  An  increase  in 
mammary  neoplasms  has  been  found  in  rodents  after  chronic  administration  of  neuroleptic  drugs 
Neither  clinical  studies  nor  epidemiologic  studies  conducted  to  date,  however,  have  shown  an 
association  between  chronic  administration  of  these  drugs  and  mammary  tumorigenesis,  the 
available  evidence  is  considered  too  limited  to  be  conclusive  at  this  time 
Intramuscular  Administration— As  with  all  intramuscular  preparations,  Navane  Intramuscular 
should  be  injected  well  within  the  body  of  a relatively  large  muscle.  The  preferred  sites  are  the 
upper  outer  quadrant  of  the  buttock  (i.e.  gluteus  maximus)  and  the  mid-lateral  thigh 
The  deltoid  area  should  be  used  only  if  well  developed,  such  as  in  certain  adults  and  older 
children,  and  then  only  with  caution  to  avoid  radial  nerve  injury.  Intramuscular  injections  should  not 
be  made  into  the  lower  and  mid-thirds  of  the  upper  arm.  As  with  all  intramuscular  injections, 
aspiration  is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel 
Adverse  Reactions:  Note:  Not  all  of  the  following  adverse  reactions  have  been  reported  with 
Navane  (thiothixene).  However,  since  Navane  has  certain  chemical  and  pharmacologic  similarities 
to  the  phenothiazines,  all  of  the  known  side  effects  and  toxicity  associated  with  phenothiazine 
therapy  should  be  borne  in  mind  when  Navane  is  used 
Cardiovascular  effects:  Tachycardia,  hypotension,  lightheadedness,  and  syncope.  In  the  event 
hypotension  occurs,  epinephrine  should  not  be  used  as  a pressor  agent  since  a paradoxical 
further  lowering  of  blood  pressure  may  result  Nonspecific  EKG  changes  have  been  observed  in 
some  patients  receiving  Navane.  These  changes  are  usually  reversible  and  frequently  disappear 
on  continued  Navane  therapy.  The  incidence  of  these  changes  is  lower  than  that  observed  with 
some  phenothiazines.  The  clinical  significance  of  these  changes  is  not  known 
CNS  effects:  Drowsiness,  usually  mild,  may  occur  although  it  usually  subsides  wtih  continuation 
of  Navane  therapy.  The  incidence  of  sedation  appears  similar  to  that  of  the  piperazine  group  of 
phenothiazines,  but  less  than  that  of  certain  aliphatic  phenothiazines.  Restlessness,  agitation  and 
insomnia  have  been  noted  with  Navane  (thiothixene).  Seizures  and  paradoxical  exacerbation  of 
psychotic  symptoms  have  occurred  with  Navane  infrequently 
Hyperreflexia  has  been  reported  in  infants  delivered  from  mothers  having  received  structurally 
related  drugs. 

In  addition,  phenothiazine  derivatives  have  been  associated  with  cerebral  edema  and  cere- 
brospinal fluid  abnormalities. 

Extrapyramidal  symptoms,  such  as  pseudo-parkinsonism,  akathisia,  and  dystonia  have  been 
reported.  Management  of  these  extrapyramidal  symptoms  depends  upon  the  type  and  severity 
Rapid  relief  of  acute  symptoms  may  require  the  use  of  an  injectable  antiparkinson  agent  More 
slowly  emerging  symptoms  may  be  managed  by  reducing  the  dosage  of  Navane  and/or  adminis- 
tering an  oral  antiparkinson  agent. 

Persistent  Tardive  Dyskinesia:  As  with  all  antipsychotic  agents  tardive  dyskinesia  may  appear  in 
some  patients  on  long  term  therapy  or  may  occur  after  drug  therapy  has  been  discontinued.  The 
risk  seems  to  be  greater  in  elderly  patients  on  high-dose  therapy,  especially  females  The  symp- 
toms are  persistent  and  in  some  patients  appear  to  be  irreversible.  The  syndrome  is  characterized 
by  rhythmical  involuntary  movements  of  the  tongue,  face,  mouth  or  jaw(e.g.,  protrusion  of  tongue, 
puffing  of  cheeks,  puckering  of  mouth,  chewing  movements).  Sometimes  these  may  be  accom- 
panied by  involuntary  movements  of  extremities 
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There  is  no  known  effective  treatment  for  tardive  dyskinesia;  antiparkinsonism  agents  usually  do 
not  alleviate  the  symptoms  of  this  syndrome.  It  is  suggested  that  all  antipsychotic  agents  be 
discontinued  if  these  symptoms  appear. 

Should  it  be  necessary  to  reinstitute  treatment,  or  increase  the  dosage  of  the  agent,  or  switch  to  a 
different  antipsychotic  agent,  the  syndrome  may  be  masked. 

It  has  been  reported  that  fine  vermicular  movements  of  the  tongue  may  be  an  early  sign  of  the 
syndrome  and  if  the  medication  is  stopped  at  that  time,  the  syndrome  may  not  develop 
Hepatic  effects:  Elevations  of  serum  transaminase  and  alkaline  phosphatase,  usually  transient, 
have  been  infrequently  observed  in  some  patients.  No  clinically  confirmed  cases  of  jaundice 
attributable  to  Navane  (thiothixene)  have  been  reported 
Hematologic  effects  As  is  true  with  certain  other  psychotropic  drugs,  leukopenia  and 
leukocytosis,  which  are  usually  transient,  can  occur  occasionally  with  Navane.  Other  antipsychotic 
drugs  have  been  associated  with  agranulocytosis,  eosinophilia,  hemolytic  anemia,  throm- 
bocytopenia and  pancytopenia. 

Allergic  reactions  Rash,  pruritus,  urticaria,  photosensitivity  and  rare  cases  of  anaphylaxis  have 
been  reported  with  Navane.  Undue  exposure  to  sunlight  should  be  avoided.  Although  not  experi- 
enced with  Navane,  exfoliative  dermatitis  and  contact  dermatitis  (in  nursing  personnel)  have  been 
reported  with  certain  phenothiazines. 

Endocrine  disorders  Lactation,  moderate  breast  enlargement  and  amenorrhea  have  occurred 
in  a small  percentage  of  females  receiving  Navane.  If  persistent,  this  may  necessitate  a reduction 
in  dosage  or  the  discontinuation  of  therapy.  Phenothiazines  have  been  associated  with  false 
positive  pregnancy  tests,  gynecomastia,  hypoglycemja,  hyperglycemia,  and  glycosuria. 

Autonomic  effects  Dry  mouth,  blurred  vision,  nasal  congestion,  constipation,  increased  sweat- 
ing, increased  salivation,  and  impotence  have  occurred  infrequently  with  Navane  therapy. 
Phenothiazines  have  been  associated  with  miosis,  mydriasis,  and  adynamic  ileus. 

Other  adverse  reactions:  Hyperpyrexia,  anorexia,  nausea,  vomiting,  diarrhea,  increase  in  appe- 
tite and  weight,  weakness  or  fatigue,  polydipsia  and  peripheral  edema 
Although  not  reported  with  Navane,  evidence  indicates  there  is  a relationship  between 
phenothiazine  therapy  and  the  occurrence  of  a systemic  lupus  erythematosus-like  syndrome. 

NOTE:  Sudden  deaths  have  occasionally  been  reported  in  patients  who  have  received  certain 
phenothiazine  derivatives.  In  some  cases  the  cause  of  death  was  apparently  cardiac  arrest  or 
asphyxia  due  to  failure  of  the  cough  reflex , In  others,  the  cause  could  not  be  determined  nor  could 
it  be  established  that  death  was  due  to  phenothiazine  administration. 

Dosage  and  Administration:  Dosage  of  Navane  should  be  individually  adjusted  depending  on  the 
chronicity  and  severity  of  the  condition.  In  general,  small  doses  should  be  used  initially  and 
gradually  increased  to  the  optimal  effective  level,  based  on  patient  response 
Some  patients  have  been  successfully  maintained  on  once-a-day  Navane  therapy 
Usage  in  children  under  1 2 years  of  age  is  not  recommended  because  safe  conditions  for  its  use 
have  not  been  established 

Navane  Intramuscular  Solution:  Navane  For  Injection  — Where  more  rapid  control  and  treatment 
of  acute  behavior  is  desirable,  the  intramuscular  form  of  Navane  may  be  indicated  It  is  also  of 
benefit  where  the  very  nature  of  the  patient’s  symptomatology,  whether  acute  or  chronic,  renders 
ora!  administration  impractical  or  even  impossible. 

For  treatment  of  acute  symptomatology  or  in  patients  unable  or  unwilling  to  take  oral  medication, 
the  usual  dose  is  4 mg  of  Navane  Intramuscular  administered  2 to  4 times  daily.  Dosage  may  be 
increased  or  decreased  depending  on  response  Most  patients  are  controlled  on  a total  daily 
dosage  of  16  to  20  mg.  The  maximum  recommended  dosage  is  30  mg/day.  An  oral  form  should 
supplant  the  injectable  form  as  soon  as  possible  It  may  be  necessary  to  adjust  the  dosage  when 
changing  from  the  intramuscular  to  oral  dosage  forms  Dosage  recommendations  for  Navane 
(thiothixene)  Capsules  and  Concentrate  appear  in  the  following  paragraphs 
Navane  Capsules:  Navane  Concentrate-  In  milder  conditions,  an  initial  dose  of  2 mg  three  times 
daily  If  indicated,  a subsequent  increase  to  15  mg/day  total  daily  dose  is  often  effective 
In  more  severe  conditions,  an  initial  dose  of  5 mg  twice  daily. 

The  usual  optimal  dose  is  20  to  30  mg  daily.  If  indicated,  an  increase  to  60  mg/day  total  daily 
dose  is  often  effective.  Exceeding  a total  daily  dose  of  60  mg  rarely  increases  the  beneficial 
response 

Overdosage:  Manifestations  include  muscular  twitching,  drowsiness,  and  dizziness.  Symptoms  of 
gross  overdosage  may  include  CNS  depression,  rigidity,  weakness,  torticollis,  tremor,  salivation, 
dysphagia,  hypotension,  disturbances  of  gait,  or  coma. 

Treatment:  Essentially  is  symptomatic  and  supportive.  For  Navane  oral,  early  gastric  lavage  is 
helpful  For  Navane  oral  and  Intramuscular,  keep  patient  under  careful  observation  and  maintain 
an  open  airway,  since  involvement  of  the  extrapyramidal  system  may  produce  dysphagia  and 
respiratory  difficulty  in  severe  overdosage.  If  hypotension  occurs,  the  standard  measures  for 
managing  circulatory  shock  should  be  used  (I.V.  fluids  and/or  vasoconstrictors.) 

If  a vasoconstrictor  is  needed,  levarterenol  and  phenylephrine  are  the  most  suitable  drugs. 
Other  pressor  agents,  including  epinephrine,  are  not  recommended,  since  phenothiazine  deriva- 
tives may  reverse  the  usual  pressor  action  of  these  agents  and  cause  further  lowering  of  the  blood 
pressure 

If  CNS  depression  is  present  and  specific  therapy  is  indicated,  recommended  stimulants 
include  amphetamine,  dextroamphetamine,  or  caffeine  and  sodium  benzoate.  Stimulants  that 
may  cause  convulsions  (e  g.  picrotoxin  or  pentylenetetrazol)  should  be  avoided.  Extrapyramidal 
symptoms  may  be  treated  with  antiparkinson  drugs. 

There  are  no  data  on  the  use  of  peritoneal  or  hemodialysis,  but  they  are  known  to  be  of  little  value 
in  phenothiazine  intoxication 
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TEXAS  MEDICINE 


As  you  read  or  talk  about  insurance,  allow  your  salaried  staff  at  Association 
Headquarters  in  Austin  to  be  a part  of  answering  any  questions  regarding 
benefits,  costs  or  anything  concerning  the  Insurance  Program  of  the  Texas 
Medical  Association. 

ON  THE  SPOT,  CALL: 

FROM  HOUSTON:  FROM  AUSTIN:  ALL  OTHERS: 

DIAL  ONLY  224-5309  DIAL  ONLY  476-6551  1-800-252-9318 

Your  staff  will  discuss  pertinent  matters  with  you,  your  insurance  agent,  your 
attorney  or  financial  advisor  in  an  effort  to  serve  your  best  interests. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 
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of  a reasonable  length,  appropriate  to 
the  topic,  present  content  of  scientific 
merit,  and  are  applicable  to  the  needs 
of  readers  of  Texas  Medicine.  All  re- 
view articles  accepted  for  publication 
by  the  Editorial  Committee  are  auto- 
matically considered  as  contenders.  In 
1 983  there  were  three  citations  given. 

The  Award  of  Excellence  was  given 
to  "Surgical  Treatment  of  Intracranial 
Arteriovenous  Malformations”  because 
it  was  deemed  best  of  all  the  1 983  cita- 
tion winners.  The  article  provides  data 
on  83  patients  who  underwent  surgery 
for  treatment  of  intracranial  arterio- 
venous malformations  during  a six-year 
period  between  1 975  and  1 981 . Most  of 
the  patients  in  the  survey  had  been  re- 
ferred to  The  University  of  Texas  Health 
Science  Center  at  Dallas. 

The  author  notes  the  ideal  goal  of 
any  surgical  procedure  in  a patient  with 
an  arteriovenous  malformation  is  com- 
plete eradication  of  the  malformation. 
While  the  large  majority  of  such  intra- 
cranial malformations  are  amenable  to 
surgical  treatment,  this  series  demon- 
strates that  there  is  significant 
neurosurgical  mortality  and  morbidity 
associated  with  an  aggressive  ap- 
proach to  eliminate  the  lesions.  The 
author  notes  that  subtotal  obliteration  of 
intracranial  arteriovenous  malforma- 
tions, whether  by  surgery  or  by 
embolization,  represents  inadequate 
therapy.  Instead,  he  suggests  that  ex- 
tensive preoperative,  intraoperative, 
and  postoperative  radiographic  evalua- 
tion, and  often  the  use  of  carefully 
planned,  lengthy,  multistaged  operative 
procedures  are  needed.  He  cites  tech- 
nical advances  in  interventional 
radiology  as  important  adjuncts  in  the 
surgical  therapy  of  this  condition. 

The  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing  is  named 
in  memory  of  a longtime  managing  edi- 
tor of  Texas  Medicine.  The  Editorial 
Committee  believes  the  $100  citations 
and  $500  Award  of  Excellence  offer  ap- 
propriate tribute  to  authors  for  careful 
and  thoughtful  reviews 
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Pension  planning  topic 
of  new  TMA  seminar 

“Increasing  Your  Net  Worth”  is  the  title 
of  a new  seminar  for  physicians  spon- 
sored by  the  Texas  Medical 
Association. 

With  its  indepth  look  at  fundamentals 
of  financial  and  pension  planning,  this 
one-day  seminar  will  show  physicians 
and  spouses  ways  to  establish  the  most 
effective  business  structure  for  a medi- 
cal practice.  This  will  include  con- 
sidering ways  to  minimize  federal 
income  tax  liability  and  to  create  addi- 
tional funds  for  practice  development 
and  growth. 

The  seminar  will  focus  on  impli- 
cations of  the  Tax  Equity  and  Fiscal 
Responsibility  Act  of  1982  and  its  effect 
on  the  financial  structure  of  a medical 
practice.  It  will  explore  different  kinds  of 
qualified  retirement  plans. 

“Increasing  Your  Net  Worth”  is 
scheduled  May  19  at  The  Warwick  Post 
Oak  in  Houston.  Registration  fees  are 
$125  per  enrollee  for  TMA  members; 

$1 60  per  enrollee  for  nonmembers.  In- 
structors come  from  Glazer  Financial 
Group,  Dallas. 

Those  interested  in  further  details 
may  contact  Alice  Swaim  at  TMA  head- 
quarters. Call  (512)477-6704. 

TMA  Memorial  Library  offers 
nonmember  group  discount 

The  Texas  Medical  Association  (TMA) 
Memorial  Library  now  will  offer  dis- 
counts to  nonmember  groups  who  wish 
to  send  two  or  more  persons  to  the  li- 
brary. Previously,  the  library  offered  its 
services  to  nonmembers  strictly  on  an 
individual  fee  basis  of  $10  per  month  or 
$100  per  year. 

For  a year's  access  to  library  facili- 
ties, nonmember  groups  with  four  to 
five  users  will  be  charged  $300;  groups 
with  six  to  ten  users  will  be  charged 
$500;  and  groups  with  more  than  ten 
users  will  be  charged  $500  with  a $50 
additional  charge  for  each  added  user. 

Users  who  pay  annual  fees  may  view 
periodicals  in-house  and  check  out 


books  for  a two-week  period  with  a one- 
time renewal.  Users  who  pay  by  the 
month  have  access  to  books  and  peri- 
odicals on  an  in-house  basis. 

TMA  members  continue  to  have  free 
access  to  the  library’s  53,900-volume 
collection  of  books  and  bound  journals, 
1 ,075  medical  and  health-related  jour- 
nals, and  a collection  of  motion  pic- 
tures, audiocassettes,  videocassettes, 
and  slide  presentations.  There  is  a 
charge  for  data  bank  searches  other 
than  MEDLINE,  photocopy  usage  in 
excess  of  50  per  month,  loaning  au- 
diovisual equipment,  and  interlibrary 
loans  of  books,  journals,  and  articles. 
For  further  information,  contact  Betty 
Afflerbach,  TMA  Memorial  Library  Di- 
rector, at  (512)477-6704. 

TMA  committee  monitors 
doctor-insurance  problems 

The  TMA  Committee  on  Health  Insur- 
ance monitors  problems  between 
physicians  and  third  party  payors. 

Physicians  may  send  documented 
complaints  to  the  Committee  on  Health 
Insurance,  TMA,  1801  N Lamar  Blvd, 
Austin,  TX  78701. 

These  will  be  reviewed  and  referred 
to  the  Hospitals-lnsurance-Physicians 
Joint  Advisory  Committee  (HIP-JAC)  if 
they  pertain  to  commercial  carriers, 
and  to  Blue  Cross  and  Blue  Shield  of 
Texas  if  they  pertain  to  Medicare. 

Questions  may  be  directed  to  Alice 
Swaim,  Texas  Medical  Association, 
(512)477-6704. 

TMA  Executive  Board 
approves  name  change 

The  Texas  Medical  Association  has  an- 
nounced a name  change  for  its 
Department  of  Medical  Systems  and 
Practice  Management.  To  reflect  TMA’s 
increased  involvement  in  medical  staff 
and  hospital  relationships,  along  with 
greater  emphasis  on  consumer  and 
physician  cost  effectiveness  and 
business-medicine  interrelationships, 
the  name  of  the  department  has  been 
changed  to  the  Department  of  Medical 
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Staff  and  Health  Facilities  Relations, 
Cost  Containment,  and  Practice 
Management. 

Mr  John  F.  Boff  will  continue  to  head 
the  department,  which  is  part  of  the 
Socioeconomics  Division. 

Four  brochures  added 
to  HealthWise  series 

The  Texas  Medical  Association  (TMA) 
has  added  four  brochures  to  its  Health- 
Wise  series,  a collection  of  health- 
related  pamphlets  designed  for  the 
continuing  education  of  patients  and 
other  interested  groups.  Samples  of  the 
new  additions,  “Good  Health — Does  it 
Have  to  Cost  a Lot?”  "Feeling  Good 
Means  Being  HealthWise,”  “Click — 
The  Sound  of  Saving  a Life,"  and 
“Aging  in  Good  Health,”  the  previous 
four  brochures,  and  an  updated  or- 
der form  have  been  mailed  to  TMA 
members. 

Physicians  may  order  additional  bro- 
chures at  no  cost  and  are  encouraged 
to  distribute  the  brochures  to  patients  in 
their  offices  as  well  as  to  have  plenty  on 
hand  when  attending  health  fairs  or 
speaking  to  civic  and  community 
groups.  The  previous  four  brochures 
are  “Your  Health  is  in  Your  Hands,” 

“You  and  Your  Doctor:  Partners  in 
Health  Care,”  “Lovesick — Sexually 
Transmitted  Diseases  (STDs),”  and 
Drunken  Driving — Everyone’s 
Problem." 

Created  by  the  TMA  Communication 
Department,  the  set  of  eight  brochures 
is  being  promoted  across  the  state 
through  various  media  and  organiza- 
tions. For  example,  4,000  of  the 
brochures  recently  were  installed  in  the 
six  Austin  HEB  grocery  stores  which 
have  in-house  pharmacies.  If  success- 
ful, additional  HealthWise  brochures 
will  be  distributed  to  the  remaining  ten 
Austin  HEBs  and  other  market  areas 
across  the  state. 

Instructors  of  the  some  800  drunken 
driving  course  agencies  in  Texas  have 
agreed  to  supplement  their  classes  with 
the  "Drunken  Driving”  brochure,  a di- 


rect line  to  this  year’s  more  than 
800,000  expected  graduates.  Also,  the 
Texas  Safety  Association  (TSA)  will  in- 
clude the  brochure  in  its  regular 
mailings. 

The  Texas  Commission  on  Alcohol- 
ism (TCA)  is  including  the  "Drunken 
Driving”  brochure  in  its  "Holidays 
Ahead"  campaign,  which  runs  annually 
from  December  through  January.  In  ad- 
dition, TCA  plans  to  incorporate  the 
brochure  as  a permanent  feature  in  its 
library. 

The  complete  set  of  HealthWise 
brochures  will  be  on  display  at  TMA’s 
1984  Annual  Session  in  Fort  Worth, 
May  9-13.  For  further  information,  con- 
tact Lisa  Stark  Walsh,  communication 
assistant,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701 , 
(512)477-6704. 

Information  on  contracts 
available  to  members 

“What  Every  Physician  Needs  to  Know 
About  Contracts,”  is  available  to  mem- 
bers of  the  Texas  Medical  Association. 

The  52-page  report,  a product  of  the 
Ad  Hoc  Committee  on  Physician- 
Hospital  Contracts  under  the  Council 
on  Health  Facilities,  helps  physicians 
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understand  contracts  and  contractual 
relationships.  It  is  intended  to  prepare 
physicians  for  contract  negotiations 
and  renegotiations. 

Copies  of  the  report  are  available  on 
request  by  contacting  the  Department 
of  Medical  Staff  and  Health  Facilities 
Relations,  Cost  Containment,  and 
Practice  Management,  1905  N Lamar 
Blvd,  Austin,  TX  78705,  or  contacting 
Diane  Vibert  at  (512)477-6704. 

Delegates  to  consider 
constitutional  amendment 

At  its  November  1983  Interim  Session, 
the  TMA  House  of  Delegates  approved 
a recommendation  to  change  the  name 
“Resident  Physician’s  Section”  to 
“Resident  Physician  Section.”  At  that 
time,  the  House  gave  first  reading  ap- 
proval to  the  following  constititutional 
amendment:  Amend  ARTICLE  V, 
HOUSE  OF  DELEGATES,  Section  2, 
by  substituting  “Physician”  for  “Physi- 
cian’s” on  line  15. 

The  Council  on  Constitution  and  By- 
laws will  present  this  same  amendment 
to  the  House  of  Delegates  for  final  ap- 
proval in  May. 
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Wins  tasters  convene 
during  annual  session 

Wine  connoisseurs  among  the  Texas 
Medical  Association  membership  may 
be  interested  in  joining  the  TMA 
Oenological  Society  for  dinner  during 
the  association’s  annual  meeting  in 
Fort  Worth.  This  society  is  made  up  of 
TMA  members  and  friends  who  share 
an  interest  in  wines,  including  its  medic- 
inal value.  It  has  no  dues  and  meets 
annually  for  dinner  during  the  annual 
session. 

Leonard  A.  Charpentier,  MD,  of  Gal- 
veston, dinner  chairman,  reports  the 
society  will  meet  at  The  Hedges  at  Nie- 
man  Marcus  in  Fort  Worth,  Thursday, 
May  10,  at  6:30  pm.  As  space  is  limited, 
reservations  are  recommended.  Con- 
tact Dr  Charpentier  at  (409)763-0912 
by  May  1 if  interested. 

HEALTH  LINE 

Dallas  cardiologist  chosen 
as  Space  Lab  4 crew  member 

In  1986,  the  career  of  Dallas  cardiolo- 
gist Francis  Andrew  Gaffney,  MD,  will 
reach  new  heights.  The  37-year-old  as- 
sistant professor  of  internal  medicine  at 
The  University  of  Texas  Health  Science 
Center  at  Dallas  (UTHSCD)  will  be  a 
crew  member  aboard  NASA’s  Space 
Lab  4 shuttle  mission  scheduled  for 
flight  in  January  1986. 

Dr  Gaffney  is  one  of  four  researchers 
chosen  to  conduct  more  than  20  scien- 
tific experiments  on  human  physiology, 
animal  physiology,  and  plant  adaptation 
while  orbiting  160  miles  above  the 
earth.  The  experiments  are  designed  to 
take  advantage  of  the  shuttle’s  zero- 
gravity  environment.  “This  is  something 
I've  been  working  on  for  a long  time.  I 
was  just  in  the  right  place  at  the  right 
time,”  said  Dr  Gaffney,  who  applied  for 
the  mission  in  May  1983. 

For  the  next  two  years,  however,  Dr 
Gaffney  will  participate  in  more  conven- 
tional air  flights  as  he  travels  across  the 
country  to  universities  and  research 
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centers  to  study  and  absorb  information 
pertaining  to  the  24  experiments  he 
and  fellow  specialists  will  perform  in 
space.  In  addition,  he  will  continue 
teaching  students,  seeing  patients,  and 
performing  research  at  the  health  sci- 
ence center. 

Under  the  direction  of  Gunnar  C. 
Blomqvist,  MD,  professor  of  medicine 
and  physiology  at  UTHSCD,  he  and  his 
colleagues  are  preparing  experiments 
for  future  shuttle  missions,  measuring 
fluid  shift,  calcium  loss,  and  cardio- 
vascular changes  due  to  weightless- 
ness. Also,  the  team  is  studying  space 
adaptation  and  linking  the  results  and 
observations  to  cardiovascular  func- 
tions here  on  earth.  Said  Dr  Blomqvist, 
“What  happens  in  space  is  that  you  get 
a redistribution  of  body  fluids,  including 
blood,  from  the  lower  half  into  the  upper 
half  of  the  body.  The  fluid  shift  in- 
creases blood  volume  and  pressure  in 
the  heart  for  a brief  period.  In  a sense,  it 
resembles  mild  heart  failure  and  gives 
us  important  insights  into  cardiovascu- 
lar functions.” 

Before  the  actual  flight,  Dr  Gaffney 
will  experience  only  brief  encounters  of 
weightlessness.  As  part  of  Dr  Blum- 
qvists  experiments,  he  will  ride  in  the 
back  of  a Boeing  707  at  Ellington  Air 
Force  Base  as  the  plane  flies  into  an 
arc.  "You  really  can’t  simulate  weight- 
lessness. This  is  the  closest  you  can 
come  to  it  on  earth,”  he  said. 

For  Dr  Gaffney,  flying  has  always 
been  an  interest.  But  when  he  was 
making  career  decisions,  a family  doc- 
tor mistakenly  told  him  his  eyesight  was 
too  poor  to  qualify  him  for  the  Air  Force 
Academy.  So  he  studied  to  become 
a doctor  instead.  (Since  then,  he’s 
earned  a pilot’s  license  and  received  his 
commercial  pilot’s  rating.) 

He  joined  the  faculty  of  the  health 
science  center  in  1 977  and  has  since 
collaborated  with  colleagues  to  publish 
31  research  papers,  many  related  to 
the  physiological  impact  of  space  flight 
on  the  human  body.  He  received  his 
medical  degree  from  the  University  of 


New  Mexico  School  of  Medicine,  Albu- 
querque, in  1972;  completed  an  in- 
ternship and  a residency  at  Cleveland 
Metropolitan  General  Hospital;  and 
then  accepted  a cardiology  fellowship 
at  UTHSCD  in  1975. 

Immunization  rate  of 
Texas  children  rising 

Almost  85%  of  children  born  in  Texas  in 
1 980  to  Texas  resident  mothers  have 
received  immunizations,  indicating  the 
concerted  efforts  of  public  and  private 
sectors  are  having  a positive  effect  on 
raising  vaccination  rates.  According  to 
a survey  conducted  by  the  Texas  De- 
partment of  Health  (TDH),  approxi- 
mately 84%  of  1 ,500  randomly  selected 
children  surveyed  between  July  1 , 

1 982,  and  May  31 , 1 983,  had  been 
immunized. 

“We’re  very  pleased  with  this  statis- 
tic,” said  Mr  Bob  Crider,  director  of  the 
TDH  Immunization  Division.  “Our  goal 
is  to  get  children  immunized  before 
they  enter  the  schools.  It  appears  to  be 
working.” 

Under  Texas  law,  students  enrolled  in 
public  and  private  schools  and  state- 
licensed  day  care  facilities  are  required 
to  be  immunized  against  diphtheria, 
tetanus,  pertussis,  poliomyelitis, 
measles,  mumps,  and  rubella.  The 
Immunization  Practices  Advisory  Com- 
mittee of  the  Center  for  Disease  Control 
recommends  the  following  immuniza- 
tion schedule:  diphtheria-tetanus- 
pertussis  (DTP)  and  poliomyelitis 
vaccines  at  2,  4,  and  6 months  with  re- 
peat boosters  at  1 8 months  and  4 or  6 
years  of  age  (the  6-month  poliomyelitis 
dose  is  optional  for  use  in  areas  with  a 
high  risk  of  poliomyelitis  exposure);  and 
measles,  mumps,  and  rubella  vaccine 
at  15  months. 

According  to  Mr  Crider,  virtually 
every  child  in  Texas,  either  through  pri- 
vate physicians  or  health  clinics  located 
across  the  state,  has  access  to  immu- 
nization. ”We  first  encourage  the 
parents  to  go  to  their  private  physician. 

If  there’s  a problem  with  that,  we  refer 


TEXAS  MEDICINE 


them  to  clinics,  where  they  can  get  the 
vaccine  free,”  he  said.  (Some  clinics 
may  charge  a small  records  or  admin- 
istration fee.) 

Since  TDH  began  to  survey  immu- 
nization rates  in  1 975,  the  percentage 
of  vaccinated  children  in  Texas  has 
risen  a few  percentage  points  every 
year,  said  Mr  Crider.  “I  hope  this  trend 
continues.  It  shows  we  are  succeeding 
in  educating  the  public.” 

Educating  the  public  has  been  a con- 
certed effort  by  TDH,  private  physi- 
cians, and  hospitals.  For  example, 
many  physicians  hand  out  immuniza- 
tion reminder  cards  to  parents  and 
generally  promote  the  vaccination  pro- 
cess. Joe  Reneau,  MD,  an  Austin 
family  practitioner,  said  he  is  acutely 
aware  of  the  immunization  process.  ‘‘I 
work  closely  with  parents  to  keep  their 
children  on  a regular  schedule.  I do  a lot 
of  teaching  on  a one-to-one  basis.” 

In  most  Texas  hospitals,  new  parents 
are  exposed  to  the  immunization  pro- 
cess through  TDH’s  Hospital  Visitation 
Program.  Mothers  who’ve  just  delivered 
babies  are  visited  by  hospital  staff  who 
supply  them  with  a comprehensive 
postnatal  care  packet,  including  infor- 
mation on  breast  and  bottle  feeding, 
auto  seat  safety,  and  infant  nutrition. 

The  packet  also  includes  immunization 
information,  explaining  the  process  and 
outlining  procedures  for  receiving 
vaccines. 

In  addition,  TDH  mails  immunization 
questionnaire  cards  to  parents  of 
Texas-born  infants  at  3 months  of  age 
and  again  when  the  child  reaches  age  1 
year  if  the  first  card  indicated  a negative 
response.  “Education  of  the  public  and 
constant  reinforcement  techniques  are 
working  well  to  raise  the  rates,”  said 
Mr  Crider. 

Survey  data  reveal  91  % of  the  1 ,500 
children  surveyed  had  received  three  or 
more  doses  of  DTP;  90%  had  received 
three  or  more  doses  of  polio  vaccine; 
90%  had  received  one  or  more  doses  of 
measles  vaccine;  89%  had  received 
one  or  more  doses  each  of  rubella  and 


mumps  vaccine;  and  84%  had  received 
the  complete  series  which  included 
either  three  or  more  doses  of  DTP  vac- 
cine, three  or  more  doses  of  polio 
vaccine,  or  one  dose  each  of  measles, 
mumps,  and  rubella  vaccines  in  either 
single-antigen  or  combined  vaccine. 
Data  were  drawn  from  eight  public 
health  regions  and  included  54%  non- 
Hispanic  whites,  33%  Hispanics  (His- 
panic surname),  12%  non-Hispanic 
blacks,  and  1 % other. 

TDH  will  provide  “personal  immu- 
nization record"  cards  to  physicians  as 
well  as  answer  any  questions  they  may 
have  on  immunization.  For  further  infor- 
mation, contact  the  Bureau  of  Epi- 
demiology, 1 1 00  West  49th  St,  Austin, 
TX  78756  or  call  (51 2)458-7207,  or 
TDH’s  toll  free  information  line, 
(800)252-9152. 

Amendment  limits  driver’s 
license  renewal  by  mail 

Some  Texans  may  now  renew  their 
driver’s  licenses  by  mail.  Entry  into  that 
select  group  is  by  invitation  only,  and  no 
licensee  should  expect  an  invitation  for 
any  two  consecutive  renewal  periods. 

In  the  interim  period,  the  applicant 
must  appear  at  a DPS  driver’s  license 
center  and  take  a standard  vision  test 
and  any  other  tests  prescribed  by  law  in 
order  to  renew  his  or  her  license. 

Effective  in  January  1984,  applicants 
whose  driver’s  licenses  reflect  restric- 
tions to  driving  with  telescopic  lens  or 
telescopic  aids,  or  because  of  driving 
ability  or  a medical  condition  that  re- 
quires periodic  review,  including  any 
medical  or  physical  condition  that  may 
affect  ability  to  drive,  cannot  renew  their 
licenses  by  mail.  In  addition,  several 
other  categories  of  licensees  are  in- 
eligible for  renewal  of  license  by  mail; 
they  include  holders  of  provisional  or 
occupational  licenses,  those  who  have 
been  convicted  of  moving  traffic  viola- 
tions, and  a few  others. 

Amendments  to  the  Department  of 
Public  Safety  and  Corrections  rules 
were  adopted  last  December  following 


a public  hearing.  More  stringent  restric- 
tions to  the  license  renewal  law  were 
considered  but  not  passed. 

The  Texas  Medical  Association 
(TMA)  supported  restricting  mail  re- 
newal for  drivers  age  60  and  over. 
However,  the  DPS  concluded  there 
were  no  statistical  data  to  support  the 
restrictions. 

Health  issues  project 
seeks  regional  perspective 

The  prevention  of  low  birth  weight, 
health  care  for  the  poor,  and  community- 
oriented  primary  care  are  among  the 
health  policy  issues  to  be  discussed  by 
the  Institute  of  Medicine  (IOM)  of  the 
National  Academy  of  Sciences  and  The 
University  of  Texas  Health  Science 
Center  at  Houston  during  an  experi- 
mental one-year  project.  The  project, 
which  will  encourage  those  in  the 
Southwest  to  consider  health  issues 
now  facing  the  entire  country,  will  pro- 
vide the  IOM  with  an  important  regional 
perspective  to  issues  that  it  generally 
considers  only  on  a nationwide  basis. 

Coordinator  for  the  project  is  Alton 
Hodges,  DrPH,  special  assistant  to  the 
president  for  health  policy  development 
at  the  health  science  center. 

The  program  will  involve  the  lOM’s 
participation  in  four  UT-sponsored 
health  policy  seminars,  held  monthly  as 
part  of  the  Houston  Health  Policy  Study 
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Group  and  a two-day  conference  on  a 
major  health  policy  issue.  The  agree- 
ment also  calls  for  the  IOM  to  provide 
the  health  science  center  with  a large 
number  of  its  quarterly  newsletters  for 
distribution  to  seminar  participants,  to 
prepare  quarterly  summaries  of  se- 
lected national  health  policy  develop- 
ments for  the  health  science  center, 
and  to  provide  four  IOM  project  reports 
for  distribution  to  major  health  and  edu- 
cational institutions  in  the  Southwest. 

TDH  reports  on  gonococcal 
ophthalmia  neonatorum 

Based  on  a report  in  the  Centers  for 
Disease  Control  Morbidity  and  Mor- 
tality Weekly  Report  (Oct  7,  1 983)  on  a 
case  of  gonococcal  ophthalmia  neo- 
natorum, the  Texas  Department  of 
Health  suggests  the  following  issues 
to  be  considered  by  Texas  health 
professionals: 

1 . The  silver  nitrate,  erythromycin, 
and  tetracycline  ointments  recom- 
mended for  prophylaxis  against  this 
condition  will  have  no  effect  on  estab- 
lished disease. 

2.  Infants  born  to  mothers  with 
gonococcal  infection  should  be  treated 
prophylactically  with  a single  intra- 
venous or  intramuscular  injection  of 
aqueous  crystalline  penicillin  G (50,000 
units  to  full  term  infants  or  20,000  units 
to  low  birth  weight  infants).  Topical  pro- 
phylaxis for  neonatal  ophthalmia  is  not 
adequate  treatment  for  infection  at 
other  sites. 

3.  Benzathine  penicillin  G is  not  rec- 
ommended for  the  treatment  of 
gonorrhea. 

4.  If  the  infant  is  infected,  both  par- 
ents must  be  treated. 

5.  Physicians  must  insure  that 
spouses  and  steady  sex  partners  to 
males  with  uncomplicated  gonorrhea 
are  informed  of  the  necessity  for 
prompt  examination  and  treatment — 
especially  if  they  are  pregnant. 

Ophthalmia  neonatorum  prevention 
and  treatment  guidelines  can  be  found 
in  the  Texas  1983  Sexually  Transmitted 


Diseases  Treatment  Guidelines , the 
MMWR  Supplement  1982,  and  in  an 
article  reprint  dealing  specifically  with 
the  disease.  For  more  information,  con- 
tact C.E.  Alexander,  MD,  Com- 
municable Disease  Services,  Texas 
Department  of  Helath,  1 1 00  W 49th  St, 
Austin,  TX  78756;  phone 
(512)458-7455. 

SOCIOECONOMICS 

Poll  shows  slight  preference 
for  indemnity  reimbursement 

A recent  American  Medical  Association 
opinion  poll  asked  physicians  how  they 
preferred  to  be  reimbursed  for  medical 
services.  Telephone  interviews  with 
1 ,000  randomly  selected  physicians 
presented  an  explanation  of  three  reim- 
bursement systems:  (a)  indemnity 
plans,  which  pay  a fixed  price  for  proce- 
dures with  the  physician  negotiating 
directly  with  the  patient  for  any  addi- 
tional charges;  (b)  usual,  customary, 
and  reasonable  (UCR)  plans,  which 
reimburse  on  the  basis  of  varied  for- 
mulas; patients  are  billed  for  any 
remaining  costs;  and  (c)  prepaid  or 
health  maintenance  organization  plans, 
which  reimburse  physicians  on  a salary 
and  incentive  basis. 

Of  the  physicians  polled,  34%  said 
they  preferred  indemnity  plans  that  pay 
a fixed  price  for  procedures;  29%  pre- 
ferred reimbursement  on  the  basis  of 
UCR  limits  established  by  third  party 
payors;  1 8%  preferred  prepaid  or  HMO 
plans  that  reimburse  physicians  on  a 
salary  or  incentive  basis;  and  1 9%  were 
unable  to  choose. 

A discussion  of  the  poll  noted  that 
while  indemnity  received  a slight  edge, 
no  one  method  was  a dominant  choice 
among  physicians. 

The  poll  examined  the  preference  of 
reimbursement  by  age  and  AMA  mem- 
bership status.  Responses  indicated 
physicians  under  age  45  were  more 
likely  to  prefer  the  UCR  method  of  reim- 
bursement than  did  physicians  over 


age  45.  From  the  standpoint  of  mem- 
bership in  organized  medicine,  the  poll 
revealed  that  AMA  members  were 
more  likely  to  prefer  the  UCR  method  of 
reimbursement  than  did  nonmembers, 
although  even  among  AMA  members, 
the  indemnity  method  of  reimburse- 
ment was  the  preferred  reimbursement 
method.  Non-AMA  members  were 
twice  as  likely  as  members  to  prefer 
prepaid  salary  plus  incentive  options. 

The  survey  findings  coincide  with  the 
AMA  House  of  Delegates'  decision  in 
early  December  to  call  for  a “pluralistic 
approach  to  third  party 
reimbursement.” 

New  officers  to  lead 
TMLT  board  of  directors 

Walter  A.  Brooks,  MD,  of  Quanah,  has 
been  named  1 984  chairman  of  the 
board  of  the  Texas  Medical  Liability 
Trust  (TMLT).  Dr  Brooks  was  named 
along  with  two  other  new  officers  during 
the  TMLT  Board  of  Governors  meeting 
in  January.  The  other  new  officers  are 
E.  Don  Webb,  MD,  vice  chairman;  and 
Robert  G.  Thumwood,  MD,  secretary 
treasurer. 

Dr  Brooks  formerly  was  secretary 
treasurer  of  the  TMLT  board.  He  is  a 
practicing  general  surgeon  in  Quanah. 
Dr  Brooks  is  a member  of  the 
Hardeman-Cottle-Foard-Motley- 
Dickens-King  County  Medical  Society, 
a diplomate  of  the  American  Board  of 
Surgery,  a fellow  of  the  American  Col- 
lege of  Surgeons,  and  a past  vice- 
president  of  TMA.  He  currently  serves 
as  a member  of  the  TMA  Board  of 
Trustees. 

Dr  Webb  has  served  on  the  TMLT 
Governing  Board  for  the  past  four 
years.  He  served  on  the  legislative 
Texas  Medical  Liability  Study  Commis- 
sion in  1 975,  and  is  a past  chairman  of 
the  TMA  Committee  on  Professional  Li- 
ability. He  is  past  chairman  of  the  TMLT 
Underwriting  Review  Committee  and  a 
past  president  of  the  Harris  County 
Medical  Society.  Dr  Webb  is  in  the  prac- 
tice of  family  medicine  in  Houston. 
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Dr  Thumwood  is  in  the  practice  of 
family  medicine  in  Houston.  He  was  a 
member  of  the  Harris  County  Medical 
Society  when  a pilot  professional  lia- 
bility insurance  program  was  estab- 
lished for  society  members.  He  also 
served  as  president  of  the  Harris  CMS. 

TMLT,  now  celebrating  its  fifth  year  of 
operation,  offers  medical  liability  insur- 
ance to  physicians  in  varying  medical 
specialties  throughout  Texas.  The  trust 
currently  insures  some  3,000  Texas 
physicians  and  has  assets  in  excess  of 
$36  million. 

Baylor  project  to  bring 
research,  business  together 

Moving  technology  into  the  market 
faster  is  the  goal  of  a new  corporation, 
BCM  Technologies,  Inc,  approved  by 
the  Baylor  College  of  Medicine  Board  of 
Trustees.  Board  Chairman  Gibson 
Gayle,  Jr,  said,  “The  purpose  of  the  cor- 
poration is  to  help  build  partnerships 
between  medical  researchers  who 
have  developed  new  technology  and  in- 
vestors with  the  funds  for  making  that 


technology  commercially  available.” 

Baylor  College  of  Medicine  will  be  the 
sole  owner  of  BMC  Technologies  and 
will  provide  the  initial  capital.  Funds 
generated  from  the  commercial  suc- 
cess of  the  corporation’s  products — 
new  drugs,  medical  devices,  or  diag- 
nostic tools — will  be  returned  to  the 
college  and  used  for  future  research. 

The  corporation  president,  William  T. 
Mullaney,  will  direct  the  identification  of 
research  projects  that  have  the  po- 
tential for  developing  new  products,  the 
licensure  of  the  products  with  other 
corporations,  and  establishment  of  cor- 
porations that  will  handle  the  research, 
development,  and  marketing  of  those 
products. 

“Most  medical  schools  do  not  gain 
back  the  money  and  research  work  that 
goes  into  the  development  of  technol- 
ogy,” Mr  Mullaney  said.  “Through  an 
organization  for  technology  transfer,  we 
will  be  able  to  offer  other  corporations 
technology  at  a more  advanced  stage 
and  with  a much  better  gauge  of  the 
value  of  that  technology.” 


In  addition  to  Mr  Mullaney,  BCM 
Technologies  will  be  managed  by  a ten- 
member  board  of  directors.  A scientific 
advisory  board  will  assist  the  president 
in  analyzing  research  projects,  and  in 
moving  resulting  technology  into  the 
marketplace. 

CAPITAL  COMMENTS 

House  adopts  Baby  Doe 
language;  Senate  votes  soon 

The  US  House  of  Representatives  de- 
feated a compromise  amendment 
supported  by  the  American  Medical 
Association,  American  Hospital  Associ- 
ation, and  national  specialty  societies 
concerning  treatment  of  handicapped 
infants.  Instead,  House  members  sup- 
ported language  requiring  states  to 
ensure  that  handicapped  infants  re- 
ceive nutrition,  treatment,  general  care, 
and  appropriate  social  services.  Failure 
to  follow  these  requirements  is  con- 
sidered “child  abuse”  and  may  be 
reported  to  an  appropriate  state  agency 
by  any  interested  person.  The  "Baby 
Doe”  language  was  included  in  re- 
authorization (funding)  legislation  for 
the  National  Center  for  Child  Abuse 
and  Neglect.  The  compromise  amend- 
ment was  defeated  by  a 131-182  vote. 

The  Senate  Labor  and  Human  Re- 
sources Committee  has  approved 
legislation  similar  to  the  “Baby  Doe" 
language  adopted  by  the  House.  The 
full  Senate  is  expected  to  consider  the 
issue  this  spring. 

The  chances  for  passage  of  the 
AMA-supported  compromise  amend- 
ment appeared  relatively  good  before 
debate  began.  However,  the  debate 
quickly  became  a confrontation  be- 
tween “pro-life”  and  “pro-choice” 
forces.  The  pro-life  forces  opposed  the 
AMA-supported  amendment  as  not 
going  far  enough  to  protect  handicap- 
ped infants  from  decisions  made  by 
parents  and  medical  professionals. 

Texas  Congressmen  who  supported 
the  AMA  position  are:  Reps  John 


'If  I won't  have  to  wait  long  then  why  instead 
of  magazines  do  you  have  copies  of  War  and  Peace?" 
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The  gift  of  independence. 
We  give  it  every  day. 


Independence  is  a priceless  gift.  An  individual  confined  to  a 
wheelchair  realizes  how  important  physical  independence  is  — 
especially  if  he  finds  he  is  no  longer  able  to  do  the  day-to-day 
tasks  which  were  once  taken  for  granted.  Being  able  to  feed 
himself,  dress  himself,  take  care  of  personal  hygiene,  write  or 
even  drive  a car,  suddenly  becomes  very  important. 

At  Dallas  Rehabilitation  Institute,  our  therapists  give 
the  "gift  of  independence”  to  patients  everyday.  It  may  be  as 
easy  as  ordering  adaptive  equipment  to  help  a patient  eat,  as 
complicated  and  strenuous  as  teaching  a patient  to  walk  again,  or 
as  valuable  as  showing  a patient  how  to  drive  with  hand  controls. 
To  the  patient  who  has  lost  a portion  of  his  personal  in- 
dependence through  spinal  cord  injury,"  head  injury, 
stroke,  arthritis,  amputation  or  spinal  pain,  even  the 
smallest  gift  is  a milestone  in  his  future. 

In  addition  to  regularly  scheduled  sessions  in  physical 
therapy,  occupational  therapy  and  behavioral  medicine,  the 
patient  has  the  benefit  of  special  therapy  programs  available 
within  the  facility.  Each  patient,  depending  on  the  extent  of 
injury,  may  be  scheduled  for  sessions  in  respiratory  therapy, 
speech  therapy,  hydrotherapy,  recreational  therapy,  vocational 
evaluation,  dietary  or  learning  systems.  Manufacturing  of 
orthotic  and  prosthetic  devices  is  done  on  the  premises. 

After  a serious  accident  or  illness,  physical  independence 
becomes  a major  factor  in  an  individual’s  lifestyle.  It  takes  a 
skilled  team  of  professionals  organized  by  disease  category 
teams  to  help  a patient  accomplish  these  goals.  At  Dallas 
Rehabilitation  Institute  we  give  patients  the  chance  to  regain 
physical  independence  every  day. 


Dallas  Rehabilitation  Institute 

A National  Medical  Enterprises  Health  Care  Facility 
7850  Brookhollow  Road 
Dallas,  TX  75235 

(214)  637-0740 


Quality  And 
Dependability 
For  More  Than 
3 Generations. 


New  and  used  equipment 
Supplies  and  accessories 
Service 

Call  today  to  find  out  about  our  monthly  specials 


DAVENPORT 


•RAY  CO.,  INC. 


2770  W.  Commerce 
Dallas,  Texas  75222 
214/631-8469 
Metro  263-0048 


7332  Rampart 
Houston,  Texas  77081 
713/772-8949 


FOR  LEASE 
SHOAL  CREEK 
PROFESSIONAL  CENTER 
AUSTIN,  TEXAS 

900-3000  Square  Feet 
Medical  office  space  available  imme- 
diately in  one  of  Austin’s  most  pres- 
tigious and  centrally  located  medical 
and  dental  facilities. 


MARTINE  PROPERTIES,  INC. 
The  Executive  Office  Building 
411  West  13th,  Suite  1100 
Austin,  Texas  78701 
512  476-7028 
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600 mg  Tablets 


mm 

600mg 


600<^g 


More  convenient  Jor  your  patients 


J-4044  January  1984 


4 The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


If  you  still  believe  in  me,  save  me. 


For  nearly  a hundred  years,  the  Statue  of  Liberty 
has  been  Americas  most  powerful  symbol  of  freedom 
and  hope.  Today  the  corrosive  action  of  almost  a 
century  of  weather  and  salt  air  has  eaten  away  at  the 
iron  framework;  etched  holes  in  the  copper  exterior. 

On  Ellis  Island,  where  the  ancestors  of  nearly 
half  of  all  Americans  first  stepped  onto  American  soil, 
the  Immigration  Center  is  now  a hollow  ruin. 

Inspiring  plans  have  been  developed  to  restore 
the  Statue  and  to  create  on  Ellis  Island  a permanent 
museum  celebrating  the  ethnic  diversity  of  this  coun- 
try of  immigrants.  But  unless  restoration  is  begun 
now,  these  two  landmarks  in  our  nations  heritage 
could  be  closed  at  the  very  time  America  is  celebrat- 
ing their  hundredth  anniversaries.  The  230  million 
dollars  needed  to  carry  out  the  work  is  needed  now. 


All  of  the  money  must  come  from  private  dona- 
tions; the  federal  government  is  not  raising  the  funds. 

This  is  consistent  with  the  Statues  origins. The  French 
people  paid  for  its  creation  themselves.  And  Americas 
businesses  spearheaded  the  public  contributions  that 
were  needed  for  its  construction  and  for  the  pedestal. 

The  torch  of  liberty  is  everyone’s  to  cherish. 

Could  we  hold  up  our  heads  as  Americans  if  we  allow- 
ed the  time  to  come  when  she  can  no  longer 
hold  up  hers? 

Opportunities  for  Your  Company. 

You  are  invited  to  learn  more  about  the  advantages 
of  corporate  sponsorship  during  the  nationwide  pro- 
motions surrounding  the  restoration  project.  Write 
on  your  letterhead  to:  The  Statue  of  Liberty-Ellis 
Island  Foundation,  Inc. , 101  Park  Ave,  N.Y.,  N.Y.  10178. 


OFFICIAL 

SPONSOR 


Save  these  monuments.  Send  your  personal  tax  deductible  donation  to:  RO.  Box  1986,  New  York,  N.Y.  10018. The  Statue  Of  Liberty-Ellis  Island  Foundation,  Inc, 


STATUE  OF  LIBERTY-ELLIS  ISLAND  CENTENNIAL  CAMPAIGN 
BUSINESS  PRESS  AD  NO.  SOL-1603-83— 7"  x 10"  (1 10  Screen) 

Volunteer  Aaencv:  Kenyon  & Eckhardt,  Inc.  Volunteer  Coordinator:  Sharon  E.  Baum,  Chemical  Bank 


BP-SPEC 

1983 


Bryant,  Jack  Brooks,  Jake  Pickle, 
Marvin  Leath,  Jim  Wright,  Jack 
Hightower,  William  Patman,  Ronald 
Coleman,  Mickey  Leland,  Kent  Hance, 
Henry  Gonzalez,  Tom  Loeffler,  Ron 
Paul,  Chick  Kazen,  Martin  Frost, 
Michael  Andrews,  and  Tom  Vandergriff. 

A co-author  of  the  AMA-supported 
amendment  was  Rep  Henry  Waxman 
(D-Calif)  who  chairs  the  Health  Sub- 
committee of  the  House  Energy  and 
Commerce  Committee. 

“Personal  contact  counts,” 
legislative  aides  advise 

Staff  members  of  three  congressional 
offices  attended  the  TMA  Winter  Lead- 
ership Conference  as  guests  of  the 
Council  on  Legislation.  Attending  were 
Marina  Weiss,  representing  Sen  Lloyd 
Bentsen;  Sally  Adams,  representing 
Rep  Tom  Loeffler,  District  21 ; and  Jim 
Rock,  representing  Rep  Kent  Hance, 
District  19. 

The  three  congressional  aides  met 
with  the  Council  on  Legislation  to  dis- 
cuss the  Rostenkowski  Medicare 
Amendment  and  other  current  federal 
issues.  They  encouraged  individual 
physicians  to  personally  contact  their 
congressmen,  rather  than  allowing  pro- 
fessional associations  to  serve  as  the 
only  channel  of  communication.  They 
specifically  challenged  physicians  to 
share  examples  of  medicine’s  accom- 
plishments in  providing  quality  medical 
care. 


Each  of  the  aides  predicted  that, 
whatever  the  disposition  of  the 
Rostenkowski  Medicare  Amendment 
during  this  session  of  Congress,  signifi- 
cant changes  in  the  Medicare  system 
will  be  considered  by  Congress  in  1 985. 
Likely  changes  include  increasing  and 
indexing  the  Part  B deductible  and 
placing  a freeze  on  physician  reim- 
bursement. Other  proposals  may 
include  mandatory  assignment  for 
Medicare  and  private  payors  and  a na- 
tional health  insurance  alternative. 

NEWSMAKERS 

ROBERT  B.  WILKINS,  MD.  Houston, 
has  been  named  to  the  board  of  di- 
rectors of  Ambulatory  Hospitals  of 
America,  Inc.  Dr  Wilkins  is  a board- 
certified  ophthalmologist,  a clinical  as- 
sociate professor  in  the  department  of 
ophthalmology  at  The  University  of 
Texas  Medical  School  at  Houston,  and 
president  of  Houston  Eye  Associates. 

JOHN  VERNON  WHITE,  MD,  has  been 
approved  by  the  Texas  Board  of  Mental 
Health  and  Mental  Retardation  as 
superintendent  of  Rusk  State  Hospital. 
Dr  White,  who  has  served  as  the  hospi- 
tal’s clinical  director  and  assistant 
superintendent,  succeeds  ROBERT  S. 
GLEN,  MD,  who  resigned  in  December. 


ANGELA  VELA,  MD,  has  been  ap- 
pointed director  of  the  glaucoma 
division  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  A native 
of  Laredo  and  UTMB  graduate,  Dr  Vela 
recently  completed  subspecialty 
glaucoma  training  at  Emory  University 
in  Atlanta  and  Harvard  University 
School  of  Medicine. 

DOMINGO  USEDA,  MD,  McAllen,  is  the 
new  president  of  the  Texas  Society 
of  Pathologists.  Other  newly  elected 
officers  include  THOMAS  H. 
MCCONNELL,  MD,  Dallas,  president- 
elect; J.S.  WILKENFELD,  MD, 

Houston,  vice-president;  and  MARGIE 
B.  PESCHEL,  MD,  Fort  Worth, 
secretary-treasurer. 

WILLIAM  GORDON  MCGEE,  MD,  El 
Paso,  has  received  the  1984  George  T. 
Caldwell  Award  from  the  Texas  Society 
of  Pathologists.  The  award  is  presented 
annually  to  a distinguished  medical 
scientist  of  Texas  whose  service  to 
pathology  in  the  state  warrants  com- 
mendation. Dr  McGee  served  as  presi- 
dent of  the  El  Paso  County  Medical  So- 
ciety in  1 979  and  of  the  Texas  Society 
of  Pathologists  in  1980.  He  has  been 
president  of  the  Texas  Medical  Founda- 
tion since  1 979  and  a member  of  the 
TMA  Board  of  Trustees  since  1 979. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 

Illustration  of  2/28/84  value  of  $10,000  investment  made  one,  three,  and  five  years  ago.  Date  of  Investment 

2/28/83  2/28/81  2/28/79 

Equity  Funds 

T Rowe  Price  Growth  Stock  Fund  $ 9,257  $10,325  $15,141 

Income  Funds 

T.  Rowe  Price  New  Income  Fund  $10,778  $14,962  $16,162 


Current  yields  on  interest  bearing  options. 

T.  Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  3/8/84  9.40% 
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MEDICAL  CENTER  PLAZA 
DIRECTORY 


WILLIAM  P ABBOT.  MD  213 

=E-  ROBERT  C ADAMS.  MD  | PRACTICE  CLOSED 

DR.  BOB’S  PATIENTS  WILL  BE  SEEN  BY  DR.  REYNOLDS. 

(for  several  weeks) 

Dr.  Adams  bought  his  malpractice  insurance  based  on  who  had  the  lowest  price  instead  of  who  was 
dedicated  to  protecting  the  physician.  At  API.  professional  liability  is  our  specialty.  Protecting  the 
physician  is  our  expertise . API  is  designed  by  physicians,  owned  and  directed  by  physicians,  to  protect 
you,  the  physician.  And  you  should  know  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
2505  Tfirtle  Creek  Boulevard 
Dallas,  Texas  75219 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR..  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D..  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.GLICKSMAN.  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE 
ENNIS.  TEXAS 

W.  B.  KINZIE.  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCUS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 
LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BlLTZ,  M.D.,  F.A.C.P.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.  * 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P.* 

WILLIAM  L.  STRIEGEL,  M.D. 

INTERNAL  MEDICINE— Nephrology 
RONALD  L.  WILSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*.  F.A.C.S. 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III,  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARNYGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F.A.A.O.-HNS,  F.A.C.S.* 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D.,  F.A.A.P  * 

MICHAEL  C.  SMITH,  M.D. 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

ANTHONY  J.  PERRI,  M.D.* 

EXECUTIVE  DIRECTOR 

CHARLES  E.  ALLBRITTON,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

MARGARET  W.  WHITE,  C.P.A. 


*DIPLOMATE 
OF  THE 
AMERICAN 
BOARD 
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THE  AMERICAN  ASSOCIATION  OF  COSMETIC  SURGEONS 

ANNOUNCES 

THE  INTERNATIONAL  CONGRESS  FOR  HAIR  REPLACEMENT  SURGERY 

JUNE  14  — 16,  1984 

PLAZA  HOTEL,  NEW  YORK  CITY 


THE  HAIR  REPLACEMENT  CONGRESS  is  an  advanced  seminar  in  hair  replacement  surgery  with  an  innovative  format  on  new 
and  improved  procedures  by  internationally  known  hair  replacement  surgeons.  The  program  will  feature  multidiscipline  speaker 
participants  with  keynote  addresses,  and  panel  and  participant  discussions.  FREE  PAPERS  of  5 to  1 5 minutes  in  length  are 
requested  for  selection.  Send  abstracts  to:  D.B.  Stough,  III,  M.D.,  Congress  Director.  Address  below. 

HONORING  NORMAN  ORENTREICH,  M.O.,  25th  ANNIVERSARY  FOR  HAIR  TRANSPLANTATION 


Argentina 

Carlos  Juri.  M I)  . P S 

Australia 

M Marzola.  M D , Surg 
Richard  Shiell.  M D . Surg 

Belgium 

Raymond  Marechal,  M D . P S 

Brazil 

Carlos  Uebel.  MD.PS 

Canada 

Bernard  Blanchard,  M D , Surg 
Guy  Blanchard.  M D , Derm 
Martin  Unger.  MD.PS 
Walter  Unger.  M D , Derm 

Finland 

Rolf  Nordstrom.  MD.PS 

France 

Patrick  Rabineau,  M D . Derm 
E Mahe.  MD.PS 
Jules  Nataf.  M D . Oto 

Italy 

Valerio  Micheli  Pellegrini.  M D . Oto 

Japan 

Kitaro  Ohmori.  MD.PS 


SPEAKER  PARTICIPANTS 


Puerto  Rico 

P Carranza  Branziar.  M D . Derm 

Switzerland 

Leo  Clodius.  M D . P S 
Rodolphe  Meyer.  M D . P S 
Claus  Walter.  M D . Oto 


Program  Advisory  Committee 

Thomas  H Alt.  M D — Dermatology 
Richard  Grossman.  M D - Plastic  Surgery 
Pierre  Guibor.  M D — Oculoplastic  Surgery 
Gaylon  McCollough,  M D — Facial  Plastic  & Reconstructive  Surgery 
Richard  Webster.  M D.  - Plastic  Surgery 


United  States 

Mu  had  J Albom.  M I)  . Derm 
Thomas  U All.  M l)  . Derm 
Jay  Barnett.  M D . Derm 
Robert  Berger.  M D . Derm 
Eugene  Bodian.  MD,  Derm 
John  Devine.  MD.PS 
George  Farber.  M D . Derm 
Peter  Goldman.  M D , Derm 
Pierre  Guibor.  M D , Opthal 
Leonard  Lewis.  M D . Derm 
Gaylon  McCollough.  M D . Oto 
Gary  Monheit,  M D , Derm 
O’tar  Norwood.  M D , Derm 
Norman  Orentreich.  M D . Derm 
Hillard  Pearlstein.  M D , Derm 
Harold  Pierce.  M D . Derm 
James  Pinski.  M D . Derm 
Henry  Roenigk,  M D . Derm 
Konstantin  Sparkuhl.  M D . Surg 
D B Stough.  III.  M D . Derm 
Charles  Vallis.  M D . P S 
Richard  Webster.  M D . P S 


For  additional  information,  please  contact  D B Stough,  III,  M D.  — Congress  Director;  The  Stough  Dermatology  & Cutaneous  Surgery  Clinic, 
P A . Doctors  Park;  Hot  Springs.  AR  71901  (501)  624  0673 


THE  ANNUAL  SCIENTIFIC  MEETING  OF 
THE  AMERICAN  ASSOCIATION  OF  COSMETIC  SURGEONS 
PLAZA  HOTEL,  JUNE  16  - 17,  1984 
NEW  YORK  CITY 

The  American  Association  of  Cosmetic  Surgeons  annual  scientific  meeting  will  be  held  following  the 
International  Congress  for  Hair  Replacement  Surgery.  Robert  Wood,  M D , P S.,  Houston,  Texas  will 
be  program  director. 

The  annual  meeting  will  discuss  the  most  advanced  techniques  and  trends  in  the  following  topics.  This 
is  an  open  meeting  and  widely  attended  by  all  disciplines. 

TOPICS  AND  MODERATORS 


Saturday,  June  16,  1984 

Aesthetic  Body  Sculpting  — Liposuction 
Robert  Wood.  MD.PS.  Houston.  TX 
Michael  Elam,  M D , Oto  , Newport  Beach,  CA 
Ellery  C Gay.  Jr  . M D . Oto  . Little  Rock,  AR 

Symposium  Rhinoplasty 

William  K Wright,  M D . Oto  , Houston,  TX 
Robert  Simons.  M D , Oto  . North  Miami  Beach,  FL 
Eugene  Tardy.  M D . Oto  . Chicago,  IL 
Richard  Webster,  M D . P S . Brookline,  MA 


Sunday,  June  17,  1984 

Facial  Rejuvenation 

Jack  Anderson,  M D .PS,  New  Orleans.  LA 
Richard  Webster.  MD.PS.  Brookline.  MA 
Gaylon  McCollough,  M D , Oto  . Birmingham.  AL 

Aesthetic  Office  Procedures 

Harold  Pierce,  M D , Derm  . Bala  Cynwyd.  PA 
Thomas  Alt,  M D . Derm  . Minneapolis.  MN 
Saul  Asken.  M D . Derm  , Stratford,  CT 
Robert  Berger,  M D , Derm  . New  York,  NY 


Open  Forum  — Opportunity  to  review 
slides  brought  by  participants  o( 
interesting,  complicated  and  unusual  cases 


Symposium  Aesthetic  Procedure  of  the  Eyelid 
Pierre  Guibor.  M.D..  Opthal  , New  York.  NY 
Peter  Adamson.  M D . Oto  . Toronto,  Canada 
Calvin  Johnson,  M D . Oto  . New  Orleans,  LA 
Norman  Pastorek.  M D , Oto  . New  Rochelle,  NY 


For  more  information  contact:  D B Stough,  III,  M.D.,  American  Association  of  Cosmetic  Surgeons,  Stough  Dermatology  & 
Cutaneous  Surgery  Clinic,  P.A.,  Doctors  Park,  Hot  Springs.  Arkansas  71901. 
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DR.  BOB  IS  AT  HOME  IN  BED. 

(for  several  months) 

Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where's  the  cash-flow?  Where's  the 
income?  API  Life  could  have  helped.  Because  physicians'  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians  for  physicians.  And  you  should  know'  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 

API  LIFE  INSURANCE  COMPANY 
2505  Hirtle  Creek  Boulevard 
Dallas,  Texas  75219 


Alcoholism  could  be  fatal. 
We  can  help  you  help 
your  patients. 

The  complications  and  consequences  of 
alcohol  addiction  are  numerous  and  often 
tragic.  Schick  Shadel’s  proven  treatment  pro- 
gram can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike  other  pro- 
grams that  rely  almost  entirely  on  psychiatric 
counseling,  ours  is  based  on  the  scientific 
concept  of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in  just 
10  days  of  counter-conditioning  treatments. 

Also,  our  treatment  plans  are  covered  by  most 
insurance  plans,  including  Medicare. 

Since  1935  we’ve  helped  more  than  35,000 
people  quit  drinking  and  lead  happier  lives. 


We  can  help  you  help  your  patients,  too. 

For  more  information,  contact  Chief 
of  Medical  Staff,  Dr.  Eck  G.  Prud’homme, 

Jr.,  M.D. 

Where  craving  for  alcohol  ends  and  a new  life 
begins. 

• t 


4101  Frawley  Drive 
Fort  Worth,  Texas  76118 
(800)  255-9312 
in  Texas  (800)  772-7516 
D/FW  Metro  589-0444 


Volume  80  April  1984 


29 


Let  Us  Help  Your  Patients 
Learn  To  Live  With  It. 


• Inpatient  Treatment 

• Inpatient  and  Outpatient 
Physical  Therapy 

• Inpatient  and  Outpatient 
Rheumatologic  Consultation 

• Patient  Education 

24-HOUR  LINE 

Toll  Free  in  Arkansas  1-800-272-2171 
Call  collect  501-624-1281 

Levi  Arthritis 
Hospital 

P.  O.  Box  850  • Hot  Springs,  Arkansas  71902 


Are  you  treating 
alcoholism  as  a 
primary  disease? 


We  are: 

We  provide  a comprehensive  program  to  treat 
alcoholism  and  chemical  dependency  as  pri- 
mary illnesses. 

• MEDICAL — Physician  monitors  course 
of  treatment 

• PSYCHOLOGICAL— Daily  individual 
and  group  counseling 

• PHYSICAL — Support  by  licensed 
dietician  and  physical  therapist 

• AA/AL-ANON  Involvement  and 
aftercare  program 


Accredited  by  J.C.A.H.  • Call  for  more  information: 
24-Hour  Line  • Toll  Free  in  Texas  1-800-292-6159 


Call  Collect  512-238-4222 

La  Hacienda 
Treatment  Center 


P.O.  Box  1 Hunt,  Texas  78024 
(near  Kerrville) 


DALLAS-F0RT  WORTH  OPPORTUNITIES 

FAMILY 

PRACTITIONERS 

We  have  exceptional  opportunities  for  you  in  our 
dynamic  group  of  fee-for-service  primary  care  providers 
serving  Dallas,  the  Mid-Cities  and  Fort  Worth.  You  may 
elect  either  a salaried  position  with  extensive  fringe 
benefits  or  independent  contractor  status.  We  provide  a 
guaranteed  income  and  malpractice  insurance  at  a 
minimum  in  all  of  our  eight  attractive  office  settings. 

An  extensive  management  team  supports  your 
practice  allowing  you  to  enjoy  the  practice  of  medicine  in 
sunny,  growing  Dallas-Fort  Worth. 

For  more  information,  send  your  C.V. 
to  Director  of  Physician  Relations,  Primacare,  Inc., 

9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220, 
or  call  (214)352-1991. 

rimacare 


Primacare,  Inc.  Primacare  Physicians,  P.A. 
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ROBERT  C.  ADAMS.  M.D. 


1C  AIL  O'JR  PATIENTS: 

D5. *iu  j\a*aiLmBL£  through 
APRIL  25.  THANK  YOU. 


. _ ,.i- 1 &-  > 

DR  BOB  IS  WITH  HIS  CPA. 

(and  for  no  good  reason) 

Bob  Adams’  financial  affairs  are  in  a mess.  It’stax  time  so  he’s  cleaning  it  all  up.  Alittle  late.  APSSystems 
could  have  helped.  Because  APS  Systems  serves  more  Texas  and  Arkansas  medical  practices  with 
computerized  medical  office  management  and  billing  systems  than  any  other  company.  It’s  our  only 
business.  A system  designed  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  COLLECT:  (214)  458-1919 

APS  SYSTEMS  INC. 

3310  Keller  Springs  Road,  Suite  130 
Carrollton,  Texas  75006 

A Member  of  the  APS  Group 


"We're  together  because  Dr.  Benson 
recommended  home  health  care." 


Home  health  care  is  an  excellent  alternative  when  your 
patients  cannot  fully  care  for  themselves,  yet  do  not  need 
to  be  in  a hospital  or  nursing  home 

Each  year,  thousands  of  people  receive  care  at  home 
from  Upjohn  Healthcare  Services.SM  We  employ  nurses, 
home  health  aides,  homemakers  and  companions. 

There  are  42  offices  throughout  Texas.  All  offices  are 
licensed  to  provide  services  covered  by  Medicare. 

Upjohn  Healthcare  Services  is  a service  program  of 
The  Upjohn  Company,  a name  you  can  trust.  Call  our 
office  nearest  you  for  more  information. 


Alpine 

(915)837-5451 

Austin 

(512)472-8266 

Beaumont 

(409)838-3915 

Brownsville 

(512)233-4251 

Burnet 

(512)  756-6229 

Corpus  Christi 

(512)854-4896 

Dallas 

(214)  363-5416 

El  Paso 

(915)  581-3351 

Fort  Worth 

(817)  338-1555 

Groves 

(409)  983-6641 

Hebbronville 

(512)  527-4191 

Houston 

(713)784-5475 

Huntsville 

(409)  295-0752 

Kerrville 

(512)896-3232 

Laredo 

(512)724-8216 

Liberty 

(409)336-6811 

Longview 

(214)236-7544 

Lubbock 

(806)797-4257 

Midland 

(915)563-0689 

Odessa 

(915)333-2926 

Orange 

(409)  883-7788 

Pasadena 

(713)473-8161 

Port  Arthur 

(409)727-1449 

Rio  Grande  City 

(512)487-3954 

San  Antonio 

(512)224-2341 

Tyler 

(214)581  -4496 

Waco 

(817)776-2875 

Zapata 

(512)765-4195 

Texas  Department  of  Health 
Licensed  Home  Health  Agencies 


©1983  Upjohn  Healthcare  Services,  Inc 


UPJOHN  HEALTHCARE  SERVICES  ” 
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PRENATAL  DIAGNOSIS 

AMNIOCENTESIS 

ULTRASOUND  

CARRIER  TESTING 

GENETIC  COUNSELING 


Byron  G.  Darby,  M.D. 
Director  of  Obstetrics 

For  information: 

1600  W.  38th,  Suite  428 
Austin,  Texas  78731 
512-453-4374 


TEXAS:  Two  (2)  primary  care 
physicians  for  small  town  medical 
clinic  to  be  sponsored  by  area 
hospital  foundation.  Clinic  to  be 
renovated  and  equipped  by  foun- 
dation. Physician  guaranteed 
annual  compensation  by  founda- 
tion. Operating  expenses  to  be 
coordinated  with  foundation. 
Selected  physicians  will  be  assisted 
in  housing  and  other  settlement 
concerns  by  foundation.  Located  in 
east  Texas,  two  hours  from  Dallas 
and  Shreveport.  Near  hub  of  east 
Texas  activity.  Excellent  opportu- 
nity for  persons  interested  in  clinic 
practice.  For  more  information 
about  this  opportunity,  reply  to 
Box  169146,  Irving,  TX  75063  or 
call  (214)  258-5038. 


A 

vivigen 

WE  OFFER  CHROMOSOME  ANALYSIS  FOR: 

A Prenatal  diagnostic  studies 
A Diagnostic  problems  in  neonatology 
A Recurrent  abortion 
A Infertility 
A Mental  retardation 
A Tumor  monitoring 
A Primary  amenorrhea 
A Leukemic  bloods  and  bone  marrows 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 


TURN-AROUND  TIME: 


A Amniotic  fluid  cells: 
A Blood: 

A Bone  Marrow: 

A Tissue  biopsies: 


1- 216  weeks  routine 

2- 4  days  STAT 
7-10  days  routine 
1 day  STAT 

7 days  routine 
2-6  weeks 


TO  ORDER  A PROCEDURE: 

call  1-800-521-3249 


I am  interested  in  further  information  on  VIVIGEN, INC. 
Please: 

□ Send  fee  schedule  and  detailed  information. 

□ Have  the  regional  representative  contact  me. 

□ Have  the  laboratory  director  contact  me. 


Name 


Address 

City/State/Zip 
Phone  No. 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabeile  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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•eaturing 

4 Section  Programs  Allergy  • 
olon  and  Rectal  Surgery  • Digestive 
iseases  • Diseases  of  the  Chest  • 
ndocrinology  • Family  Practice  • 
iternal  Medicine  • Neurological 
urgery  • Neurology  • Nuclear 
ledicine  • Obstetrics  and  Gynecology 
Occupational  Medicine  • Oncology  • 
iphthalmology  • Otolaryngology  • 
athology  • Pediatrics  • Physical 
ledicine  and  Rehabilitation  • Plastic, 
econstructive,  and  Maxillofacial 
urgery  • Psychiatry  • Public  Health  • 
adiology  • Surgery  • Urology 

2 Sunrise  Sessions  Sunrise 
essions  are  informal  programs  given 
nmarily  for  those  in  general  practice 
nd  all  specialties  and  feature  a short 
cture  followed  by  open  discussion. 

Din  the  speakers  on  Friday  and 
aturday  mornings  from  8:15  to  9:15 
ir  topics  such  as  The  Physician  and 
ews  Media  Relations;  New  Theories 
n Causes  of  Obesity;  Hypoglycemia 
itfall  in  the  Management  of  the 
regnant  Diabetic;  and  Neurological 
mergencies. 

ports/Alumni  Events  Golf, 
innis,  Fun  Run,  alumni  and  fraternity 
arties,  class  reunions. 


ieneral  Meeting 
Aincheons 

ieneral  Meeting  Luncheons  will  be 
eld  on  Friday,  May  1 1 , and  Saturday, 
lay  12,  at  12:15  pm  in  the  Grand 
rystal  Ballroom  of  the  Hyatt  Re- 
ency  Hotel.  Included  during  Friday’s 
incheon  will  be  the  announcement 
nd  recognition  of  the  Anson  Jones 
ward  recipients  for  journalistic  excel- 
;nce  in  communicating  health  infor- 
lation  to  the  public.  Also  included  on 
riday  will  be  the  announcement  of 
le  scientific  exhibit  awards. 

aturday’s  luncheon  is  cosponsored 
'ith  the  Texas  Medical  Association 
uxiliary. 

election  of  prominent  speakers  for 
le  luncheons  is  pending. 


Welcome  to 
Fort  Worth 


Texas  Medical  Association 
117th  Annual  Session 
Tarrant  County 
Convention  Center 
May  9-13,  1984 

Housing  and 
Ticket  Order  Forms 

No  Advance 
Registration  Required 

It  will  not  be  necessary  to  register 
in  advance  for  the  Session,  nor  is 
there  a registration  fee  for  members 
of  the  Texas  Medical  Association,  for 
participants  in  the  Annual  Session 
program,  and  for  in-state  interns,  resi- 
dents, or  individuals  in  allied  health 
disciplines  (medical  students,  medical 
assistants,  nurses,  technicians). 

A registration  fee  of  $50.00  is  charged 
for  all  other  nonmembers. 


Registration  will.be  held  at  the  Tarrant 
County  Convention  Center  at  the 
following  times: 


Wednesday,  May  9 
Thursday,  May  10 
Friday,  May  1 1 
Saturday,  May  12 


9:00  am-  5:00  pm 
7:30  am-  5:30  pm 
7:30  am-  5:30  pm 
7:30  am-  3:00  pm 


You  may  also  register  at  the  Fort 
Worth  Hilton  during  the  following 
hours: 

Wednesday,  May  9 10:00  am-10:00  pm 

Thursday,  May  10  6:30  am-  5:00  pm 

Friday,  May  1 1 8:00  am-  5:00  pm 


Hoe-Down  Uptown 

Texas  Medical  Association  and 
the  Texas  Medical  Association  Auxil- 
iary will  cosponsor  a country  and 
western  “hoe-down”  on  Friday  eve- 
ning, May  1 1 , starting  at  7:30  pm  in 
the  Hyatt  Regency  Fort  Worth  Grand 
Crystal  Ballroom. 

The  benefit  party  for  the  TMAA  Stu- 
dent Loan  Fund  will  feature  a silent 
art  auction  including  medium-priced 
Texas  and  Southwestern  subjects, 
specialty  western  items,  country- 
western  musical  entertainment,  a buf- 
fet, and  a mechanical  bull  for  the 
brave  at  heart. 

Featured  entertainment  will  be  the 
Allison  Kerr  Country-Western  Band. 
Ms.  Kerr  is  a native  of  Fort  Worth, 
and  has  recently  been  the  opening 
act  for  such  noted  performers  as 
Hank  Williams,  Jr.,  Conway  Twitty, 
Johnnie  Rivers,  and  Gary  Stewart. 

TMA  and  TMAA  members  and  guests 
can  enjoy  a short  cocktail  period 
while  previewing  the  art  objects,  then 
go  on  to  a Texas-sized  buffet  dinner 
which  will  include  mesquite-smoked 
beef  brisket,  BBQ  ribs,  Armadillo  chili, 
and  other  delights. 

Tickets  for  the  auction,  buffet  and 
music  will  be  $25.00  per  person,  and 
can  be  ordered  in  advance  by  using 
the  order  form  provided. 

Room  will  be  provided  for  both  danc- 
ing and  listening,  so  dress  in  your 
best  western  clothes  and  come  on 
down  to  the  Hoe-Down  Uptown! 


Convention 

Headquarters 

Headquarters  for  the  1984  Annual 
Session  scientific  program  will  be  the 
Tarrant  County  Convention  Center, 
which  offers  over  200,000  square  feet 
of  exhibit  and  meeting  room  space. 
Additional  programs  and  meetings 
will  be  held  at  the  Fort  Worth  Hilton, 
the  Hyatt  Regency  Fort  Worth,  and 
the  Americana  Hotel.  All  offer  excel- 
lent meeting  facilities  and  are  conve- 
niently located  near  the  Convention 
Center  and  Fort  Worth’s  renowned 
cultural  centers. 
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Guest 

Speakers 

Donald  W.  Aaronson,  MD,  JD 

Des  Plaines,  III 
allergy;  immunology 

Charles  M.  Batch,  MD 
Birmingham,  Ala. 
surgery;  oncology 

Oliver  H.  Beahrs,  MD 

Rochester,  Minn, 
surgery 

J.  Claude  Bennett,  MD 

Birmingham,  Ala. 
internal  medicine 

Claude  Bertrand,  MD 

Montreal,  Quebec,  Canada 
neurosurgery 

Kenneth  D.  Brandt,  MD 

Indianapolis,  Ind 
rheumatology 

Timothy  N.  Caris,  MD 

San  Antonio,  Tex. 
internal  medicine 

Thomas  L.  Dent,  MD 

Ann  Arbor,  Mich, 
surgery 

Peter  Drotman,  MD 

Atlanta,  Ga. 
preventive  medicine 

Burdett  S.  Dunbar,  MD 

Washington,  DC 
anesthesiology 


Michael  P.  Earnest,  MD 

Denver,  Colo, 
psychiatry;  neurology 

John  T.  Farrar,  MD 

Richmond,  Va. 

internal  medicine;  gastroenterology 

Margaret  A.  Flynn,  PhD 

Columbia,  Miss. 

family  community  medicine 

Charles  F.  Frey,  MD 

Sacramento,  Calif, 
surgery 

Robert  J.  Haggerty,  MD 

New  York,  NY 
pediatrics 

Edward  D.  Harris,  Jr.,  MD 

New  Brunswick,  NJ 

internal  medicine;  rheumatology 

Terence  J.  Harrist,  MD 

Boston,  Mass, 
pathology 

Edward  J.  Huth,  MD 

Philadelphia,  Pa. 

editor,  Annals  of  Internal  Medicine', 
internal  medicine 

Bruce  W.  Karrh,  MD 

Wilmington,  Del. 
occupational  medicine 

Thomas  Killip  III,  MD 

Detroit,  Mich, 
cardiovascular  diseases 

Thomas  J.  Krizek,  MD 

Los  Angeles,  Calif 

plastic  and  reconstructive  surgery 


Gilbert  A.  Leveille,  PhD 

White  Plains,  NY 
nutrition  and  food  science 

Paul  R.  Lichter,  MD 

Ann  Arbor,  Mich, 
ophthalmology 

Frank  A.  Loda,  Jr.,  MD 

Chapel  Hill,  NC 
pediatrics 

Gary  S.  Luckman,  MD 

Plantation,  Fla. 
gastroenterology 

Howard  I.  Maibach,  MD 

San  Francisco,  Calif, 
dermatology 

John  A.  McKinnon,  MD 

San  Francisco,  Calif, 
psychiatry 

Leon  S.  Malmud,  MD 

Philadelphia,  Pa 
nuclear  medicine 

Thomas  A.  Medsger,  Jr.,  MD 

Pittsburgh,  Pa. 

internal  medicine;  rheumatology 

Paul  R.  Meyer,  Jr.,  MD 

Chicago,  III. 
orthopaedic  surgery 

Larry  Nathanson,  MD 

Mineola,  NY 

internal  medicine;  oncology 

Leonard  M.  Parver,  MD 

Washington,  DC 
ophthalmology 


Jack  L.  Pulec,  MD 

Los  Angeles,  Calif, 
otolaryngology 

Donald  E.  Richardson,  MD 

New  Orleans,  La. 
neurosurgery 

Jeffrey  A.  Saal,  MD 

Portola  Valley,  Calif, 
sports  medicine 

Martin  A.  Samuels,  MD 

West  Roxbury,  Mass, 
neurology 

Mohammad  Sarwar,  MD 

New  Haven,  Conn, 
radiology 

Mr.  Norman  Seward 

Oklahoma  City,  Okla. 

Federal  Aviation  Agency  pilot  examiner 

Sheldon  C.  Siegel,  MD 

Los  Angeles,  Calif, 
pediatrics 

Jay  S.  Skyler,  MD 

Miami,  Fla. 
endocrinology 

John  R.  Steadman,  MD 

South  Lake  Tahoe,  Calif, 
orthopaedic  surgery 

Ronald  C.  Strickler,  MD 

St.  Louis,  Mo. 

obstetrics  and  gynecology; 

endocrinology 

Richard  J.  Wyatt,  MD 

Bethesda,  Md. 
psychiatry 


Advance  Ticket  Order  Form 

Fill  in  the  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the  TMA 
Ticket  Sales  Desk  in  Fort  Worth. 


name 


address  city  state  zip 

I will  pick  up  my  tickets  at:  □ Convention  Center  □ Americana  □ Hilton 

# of  tickets  'Function  and  price  including  tax  and  gratuity  Amount 

General  Meeting  Luncheon — Friday,  May  11,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

General  Meeting  Luncheon — Saturday,  May  12,  12:15  pm 

(Speaker  pending) 

$15.00  per  person $ 

Hoe-Down  Uptown  and  Art  Auction 

Friday,  May  11,  7:30  pm 

$25.00  per  person $ 

Total  Amount  Enclosed  $ 


'Ticket  prices  based  on  the  Association's  actual  cost  of  food,  gratuity  and  expenses  for  speakers. 

Please  complete  and  return  to  TMA  before  April  25, 1984.  No  refunds  after  May  4. 


Texas  Medical  Association 

117th  Annual  Session  Fort  Worth,  Texas  May  9— 13,  1984 


Make  Your  Reservations  Now 

• Requests  will  be  processed  on  a first-come,  first-served  basis 
by  the  Fort  Worth  Convention  and  Visitors  Bureau. 

• Use  the  Official  Housing  Request  Form  printed  here, 
and  send  it  to: 

Fort  Worth  Convention 
and  Visitors  Bureau 

700  Throckmorton 
Fort  Worth,  Texas  76102 

• Do  not  send  the  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request.  Reservations  cannot  be 
accepted  by  telephone,  or  made  directly  with  the  hotels. 

i*  Complete  the  housing  form. 

• Supply  all  information  requested. 

• List  three  hotels  in  order  of  preference. 

• Do  not  send  room  deposit. 

Should  a deposit  be  required,  the  hotel  will  request  it. 

• Confirmation  of  room  reservation  will  be  sent  by  the  accom- 
modating hotel  to  the  individual  listed  on  the  housing  form  within 
three  weeks  of  receipt  of  request  by  the  Convention  and  Visitors 
Bureau. 

• Remember,  rooms  will  be  held  only  until  6 pm  of  the  arrival  date, 
unless  a later  arrival  time  is  indicated. 

• Mention  to  the  hotel  any  special  needs  you  have  in  connection 
with  your  reservation. 

• Write  the  hotel  should  you  have  changes  in  room  request, 
arrival/departure. 


• Cancel  reservations  with  the  Convention  and  Visitors  Bureau, 
and  the  Hotel.  Prompt  cancellation  will  release  a room  to  a col- 
league. Don’t  be  a no-show.  When  cancelling,  state  your  name, 
address,  arrival  date. 

• Final  date  for  reservations  is  April  25,  1984. 

Do  not  mail  your  reservation  direct  to  hotel  or  motel  This  will  only 
delay  your  confirmation.  Written  confirmation  will  be  sent  if  your 
housing  request  is  received  before  April  25,  1984.  If  form  is  re- 
ceived after  this  date,  the  Convention  & Visitors  Bureau  will  confirm 
your  reservation  by  collect  telephone  call. 


See  next  page  for  hotel  locator  map. 


Sgl 

Dbl 

Americana  200  Main  Street 

$60 

$70 

Hyatt  Regency  815  Main  Street 

$57 

$67 

Hilton  1701  Commerce  Street 

$57 

$67 

Kahler  Green  Oaks  Inn  6901  West  Freeway 

$44 

$54 

Ramada  Inn  Central  2000  Beach  Street 

$35 

$35 

Metro  Center  600  Commerce  Street 

$47 

$55 

Official  Housing  Request  Form 


Name 

Mailing  address 

City — - 

State Zip 

Area  Code  & Telephone 

A collect  call  will  be  made  to  you  if  information  provided  needs 
clarification. 

Credit  Card  # 

Expiration 

Please  list  names  of  all  additional  persons  included  in  this  reserva- 
tion. Confirmation  cannot  be  made  unless  number  of  persons  in 
each  room  balance  with  number  of  persons  listed. 

1 

2 

3  

4  


I will  arrive  May at (am/pm)  and  depart  May 


Hotel  /Motel  Preference 


1 

2 
3 


Accommodations  Desired  Rate 

Desired 

Room(s)  for  one  person 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

(one  full  size  bed) $ 

Room(s)  for  two  persons 

with  two  double  beds $ 

Room(s)  for  three  persons 

with  two  double  beds $ 

Room(s)  for  four  persons 

with  two  double  beds $ 

2 Room  Suite 

(parlor  and  1 bedroom) $ 

3 Room  Suite 

(parlor  and  2 bedrooms) $ 
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Free  downtown  trolley  route 

1 Hyatt  Regency 

2 Hilton 

3 Americana  Hotel 

4 Metro  Center 

5 Ramada  Inn  Central 

6 Kahler  Green  Oaks  Inn 


to  Ramada 
Inn  Central 
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TEXAS  MEDICINE 


Symposium  on  Medical  Writing 

Thursday,  May  10,  1 :00-5:00  pm  Room  A-242,  Convention  Center,  Fort  Worth,  Texas 


Sponsors: 

Editorial  Committee  of  Texas  Medicine — Richard  D. 
Cunningham,  MD,  Temple,  Chairman 
American  Medical  Writers  Association,  Southwest 
Chapter,  David  A.  Swanson,  MD,  Houston,  President 

Objectives:  Participants  will  learn  the  necessity  and  value 
of  each  major  step  in  producing  a publishable  paper;  be- 
come aware  of  opportunities  and  pitfalls  along  the  way; 
learn  where  to  find  and  how  to  use  helpful  resources;  and 
be  better  equipped  to  produce  useful  medical  articles  that 
also  possess  accuracy,  clarity,  brevity  and  grace. 


1:00  pm 
WELCOME 

RICHARD  D.  CUNNINGHAM,  MD,  Temple 
DAVID  A.  SWANSON,  MD,  Houston 

1:10  pm 

HOW  TO  DECIDE  ON  AUTHORSHIP 

EDWARD  J.  HUTH,  MD.  Philadelphia,  Editor, 

Annals  of  Internal  Medicine 

Inexperienced  authors  who  are  planning  to  write  papers 
with  coauthors  may  be  able  to  avoid  some  problems  in 
completing  a paper  and  submitting  it  for  publication  if  they 
know  when  and  how  to  decide  who  is  reasonably  entitled  to 
be  an  author.  When  to  decide  on  authorship  and  criteria  that 
may  help  in  deciding  who  should  be  authors  on  a multi- 
authored  paper  will  be  discussed. 

1:30  pm 

ORGANIZE  YOURSELF  TO  ORGANIZE  YOUR  PAPER 

MARILYN  A.  THOMPSON,  Galveston,  Director,  Editorial 
Service,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  Branch  at  Galveston 

The  recognized  techniques  and  formats  of  organization  of 
scientific  articles  will  be  presented  and  related  to  styles  of 
approaching  a job.  Physicians  and  medical  scientists  should 
be  able  to  use  the  information  to  expedite  production  of 
case  studies  and  research  reports,  to  increase  their  number 
of  publications,  and  to  minimize  time-wasting  revisions 
required  by  journal  editors. 

1:50  pm 

ILLUSTRATIONS  AND  GRAPHICS 

WILLIAM  M.  WINN,  Dallas,  Vice  President,  Jones,  Pointer, 
Winn,  Inc,  Advertising,  Design,  Illustration 

Participants  will  learn  how  to  p'an  slide  graphics  for  maxi- 
mum impact  and  legibility.  Several  methods  of  production  as 
well  as  how  to  locate  competent  professional  help  will  be 
discussed. 

2:10  pm 

HELP!  WHERE  TO  GET  IT 

NANCY  BIERSCHENK,  San  Antonio,  Information  Services 
Librarian,  The  University  of  Texas  Health  Science  Center  at 
San  Antonio 

Medical  libraries  and  librarians  can  help  authors  in  several 
ways.  Participants  will  learn  what  resources  are  available 
through  the  various  library  services,  and  also  how  to  work 
with  the  librarian  efficiently  to  obtain  the  maximum  benefits 
from  those  services. 


2:30  pm 

BUFFING  AND  POLISHING— FINE  POINTS  OF 
MEDICAL  WRITING 

ROBERT  G.  FENLEY,  Dallas,  Director,  Office  of  Medical  In- 
formation, The  University  of  Texas  Health  Science  Center  at 
Dallas 

Learn  to  see  your  paper  through  an  editor’s  eyes.  Is  the 
language  clear,  precise,  and  structurally  correct?  Do  the 
text,  legends,  and  tables  agree?  Does  the  simple,  straight- 
forward approach  allow  readers  to  concentrate  on  the  mes- 
sage rather  than  the  rhetoric?  Have  you  pruned  abbre- 
viations and  eliminated  jargon?  All  of  these — and 
more — groom  your  paper  for  success. 

2:50 

COFFEE 
3:10  pm 

PANEL  DISCUSSION:  WHAT  HAPPENS  IN  THE 
EDITORIAL  REVIEW  PROCESS? 

Moderator: 

BERNARD  HABER,  PhD,  Galveston,  Editor-in-Chief, 
Journal  of  Neuroscience  Research 

Panelists: 

PHILIP  L.  GILDENBERG,  MD,  Houston,  Editor, 

Applied  Neurophysiology 

MARILYN  BAKER,  Austin,  President,  Marilyn  Baker  & 
Associates;  former  Executive  Editor,  Texas  Medicine 
JOHN  A.  MANGOS,  MD,  San  Antonio,  Professor  and  Chair- 
man, Department  of  Pediatrics,  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 

4:05  pm 

THE  FUTURE  FOR  MEDICAL  JOURNALS 

EDWARD  J.  HUTH,  MD 

The  new  technologies  of  computer  storage  and  retrieval  of 
data  and  the  electronic  transmission  of  information  are  go- 
ing to  change  the  costs  and  methods  of  information  transfer 
radically.  What  will  these  changes  do  to  medical  journals 
as  we  know  them  today?  What  are  the  implications  for 
physician-readers,  for  authors? 

4:35  pm 

QUESTIONS  AND  ANSWERS 


5:00  pm 

ADJOURNMENT 


Fee:  None.  Non-TMA  members  may  register  as  guests 
at  the  Convention  Center. 

Course  No.  40 

Credit:  4 hours,  Category  1,  AMA  PRA 

To  be  held  in  conjunction  with  the  Texas  Medical  Asso- 
ciation’s Annual  Session,  May  9-13, 1984,  Fort  Worth. 
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jar  practice 


very  best 


We  feel  it  deserves  a little  special  treatment. 
After  all,  it’s  your  livelihood. 

Phone  or  write  Management  Systems  of  Wausai 
and  discover  how  smoothly  your  practice  can  run. 
Imagine  your  bills  going  out  on  time  without  any 
worry  or  bother  on  your  part  at  all  Imagine  insurance 
claims  processed  without  problems,  recall  notices 
for  follow-up  care  issued  automatically,  lists  of 
patients  and  surgeries  provided  on  demand. 

Please  be  assured  that  we  won’t  intro- 
duce new  medical  management  procedures 


JlGltiij'ltifr.-'-  '■ 


and  then  bid  you  a fast  farewell.  We’ve  built  a 
reputation  for  outstanding  service;  we’ll  always  be 
there  to  help.  Our  method  is  to  diagnose  your 
problems  and  then  offer  consultations,  prescription! 


DR ' TAyTOR\  piuuicnis  aim  men  unci  ujusu 

— and  continual  support  to  solve  them. 


DIAGNOSES  Unlike  typical  computer  management  companies,  we  never 
start  by  presenting  a service  and  trying  to  shoehorn  it  into  your  medical  office. 
Actually,  we  offer  so  many  services  that  our  first  question  will 
be:  “What  do  you  really  need?” 

Then  let’s  sit  down  and  list  your  billing 
needs,  collection  needs,  insurance  processing 
needs,  management  reporting  needs,  appoint- 
ment scheduling  needs,  general  business 
needs,  and  medical  reporting  needs. 

Together,  we’ll  also  clarify  what  you  don’t 
need.  Only  then  can  an  efficient,  cost- 


effective  program  be  chosen  for  your 
medical  office. 


CONSULTATIONS  In  plain 
English,  not  computer  or  manage- 
ment jargon,  well  explain  how  to 
strengthen  your  financial  control.  For  ' 
example,  we  can  help  you  design  more 
effective  statements,  collection  notices,  and 
routing  slips. 

Please  remember  that,  while  we  are  always  available,  we  do  not  make 
excessive  demands  on  your  time.  The  idea  is  not  to  take  time,  but  to  save  time. 


Our  goal  is  to  free  your  staff  to  devote  more  time  to  patients  and  less  to  paperwork. 
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PRESCRIPTIONS  We  prescribe  only  what  you  really  need.  Maybe  it’s  a 
service  bureau  relationship  to  get  your  bills  out.  Maybe  it’s  your  own  IBM  Personal 

Computer.  Maybe  it’s  a sophisticated  in-house  system.  Maybe 
it’s  an  instant  hook  up  with  computers  at  Wausau  that  lets  you 
V launch  a billing  cycle  without  addressing  an  envelope  or 
licking  a stamp. 

PROGNOSES  Your  prognosis  should  be  excellent.  We 
serve  more  than  400  medical  offices  in  30  states,  and  they 
are  reporting  results  such  as  these: 

“Swifter  cash  flow.”  “Stronger  financial  control’.’ 
“No  month’s  end  billing  rush.  ‘Improved  collection 
• rate’.’  “Reduced  number  of  lost  charges’.’ 

1 wiyv-'V  “Better  use  of  staff’.’  “Automated  processing 

of  insurance  claims’.’  “Computerized  monitoring 
of  patient  care’.’  “Automatic  issuing  of  patient 
recall  notices’.’ 

You  won’t  have  to  hire  more  people  to 
achieve  these  goals.  Nor  do  you  have  to  take 
an  advanced  course  in  computer  technology. 

All  it  takes  is  willingness  on  your  part— plus 
resources,  know-how,  and  extra  care  on  ours. 

Why  not  give  your  practice  the  attention 
it  deserves?  Phone  today  or  mail  the  coupon  for  more  details. 

You’ll  receive  a free  Medical  Office  Management  Guide  filled  with  ideas 
you  can  use  right  now,  including  a workbook-like  section  for  diagnosing  your  own 
needs.  And  there  is  no  obligation  of  any  kind. 


Rx  MAIL  WITHIN  10  DAYS 


iji-v  y-'-' 
■tvm-Xi-T  r 
.Yn-'iiSi-H 


Yes,  please  send  me  your  easy-to-use  Medical  Office  Management  Guide 
absolutely  free.  I understand  there’s  no  obligation. 


NAME 

TITT.F. 

/ 

(please  print) 

MEDICAL  OFFICE 

/ 

ADDRESS 

/ Tr? 

CITY 

STATE 

ZIP 

-‘L  'A! 

— ■ J L //  / ! ' II  I 


PHONE. 


.NO.  OF  PHYSICIANS. 


. SPECIALTY. 


MANAGEMENT 
SYSTEMS 
of  WAUSAU 


Management  Systems  of  Wausau 
P.O.  Box  1000 
Wausau,  WI  54401  • 1 800  826-0028 
In  Wisconsin:  1 800  472-0023 
We  work  hard  to  support  you. 


'"HHtr 
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The  sounds  of  laughter,  of  people 
helping  each  other,  a bird 
singing,  an  owl  in  the  still  of 
the  night — they  all  contrast 
sharply  with  the  din  of  traffic 
and  the  crush  of  the  city. 

The  peaceful  setting  is 
Ottine,  Texas.  Home  of  Warm 
Springs  Rehabilitation  Hospital. 
These  woodlands  adjacent  to 
Palmetto  State  Park  are  an 
unusual  location  for  a hospital, 
hut  Warm  Springs  is  also  an 
unusual  hospital. 

Warm  Springs  has  over 
40  years  of  experience  in  the 
rehabilitation  field,  so  we’re  no 


newcomer.  In  fact,  we  really 
are  pioneers  in  the  treatment 
of  children  and  adults  who  are 
disabled  hy  paralytic  strokes, 
spinal  cord  or  head  injuries, 
developmental  impairments, 
and  crippling  diseases. 

Our  reputation  for  in- 
novation and  for  success  is 
well  known.  We  have  a driver’s 
education  program  in  modified 
vehicles  for  the  severely 
disabled,  orthotic  devices 
developed  at  Warm  Springs  and 
used  nationally,  and  an  accred- 
ited two-  year  college  campus 
for  the  physically  disabled. 


Other  hospitals  may  offer 
part-time  therapy  that  exercises 
the  muscles,  hut  at  Warm  Springs 
you'll  find  full-time  rehabilita- 
tion services  that  can  help  make 
life  livable.  Again. 

For  information  about  the 
full-time  rehabilitation  services 
of  Warm  Springs,  call  toll-free, 
1-800-292-1440. 


Warm  Springs  Rehabilitation  Hospital 

RO.  Box  58  • Gonzales,  Texas  78629 


Pleasures  reserved  for  so  few. 


Homeowners  may  choose  2,  3,  or  4 
bedroom  plans,  all  of  which  enjoy 
lake  views. 


Custom  cabinetry,  balconies  and 
fireplaces  are  standard  features. 


Enjoy  tennis,  racquetball,  a 
fully-equipped  gym,  swimming 
pool  and  whirlpool  spa. 


A private  marina  is  proposed 
for  the  Villas,  for  all  the 
sporting  pleasures  of  Lake 
Travis. 


In  the  heart  of  the  Hill  Country,  the  Villas 
on  Travis  await  you:  a luxurious  resort 
community  designed  for  those  who 
appreciate  quality,  and  have  time  to  enjoy 
life. 

The  Villas  offer  spectacular  views, 
unparalleled  recreational  amenities,  excellent, 
livable  floor  plans,  privacy  and  security.  More 
importantly,  there  is  freedom  from  the 
responsibilities  of  maintenance. 

Just  thirty  minutes  from  Austin,  the 


twenty  acres  of  park-like  grounds  are 
designed  to  accommodate  180  residences. 
The  first  phase  of  twenty-six  Villas  is 
complete,  with  prices  beginning  at  $150,000. 

With  such  an  abundance  of  pleasures 
surrounding  you, 
you  may  want  to 
make  the  Villas  your 
principal  residence. 

Call  today  to  arrange 
a personal  showing. 


VILLAS  mTRAVIS 


2918  Ranch  Road  620  North  Austin,  Texas  78734  (512)  266-2435 


CANCER  UPDATE 


Radiobiology  and  clinical  radiotherapy 

Elizabeth  L.  Travis,  PhD;  Lester  J.  Peters,  MD 

The  treatment  of  malignant  diseases  with  radiation  therapy  is 
increasingly  based  on  data  obtained  from  radiobiological 
experiments.  Not  only  does  a knowledge  of  radiobiology  pro- 
vide insight  into  the  success  of  empirically  derived  radio- 
therapy practices,  but  more  importantly,  radiobiological 
research  is  helping  to  define  new  treatment  strategies  to  in- 
crease the  benefit  of  radiotherapy  both  by  increasing  tumor 
cell  kill  and  decreasing  normal  tissue  reactions. 

Dose  fractionation 

The  highest  radiation  dose  that  can  be  given  during  treat- 
ment is  limited  by  the  need  to  preserve  the  integrity  of  sur- 
rounding critical  normal  tissues.  Because  radiation  damage 
is  expressed  at  cell  division,  the  rate  at  which  injury  is  mani- 
fested in  normal  tissues  (and  tumors  too)  is  a function  of  the 
turnover  kinetics  of  the  “target”  cells  in  the  tissues.  Based  on 
differences  in  proliferation  kinetics,  normal  tissues  fall  into 
two  general  categories:  acutely  responding  tissues,  which 
have  rapidly  cycling  cells  and  manifest  injury  during  and 
shortly  after  treatment  (eg,  mucous  membranes,  skin,  bone 
marrow)  and  late  responding  tissues,  which  have  slowly 
cycling  cells  and  exhibit  damage  months  to  years  after  treat- 
ment (eg,  connective  tissues,  lung,  kidneys,  spinal  cord). 
Clinical  experience  has  shown  that  both  types  of  normal 
tissues  can  be  spared  if  the  total  dose  is  fractionated  (usually 
1 80  to  200  rad/day)  over  a period  of  several  weeks.  The  ra- 
tionale for  dose  fractionation  is  based  on  the  four  R’s — four 
radiobiological  principles  (1 ):  repair  of  intracellular  radiation 
injury  after  each  fraction  which  occurs  in  both  types  of  normal 
tissues  and  tumors;  regeneration  of  surviving  cells  during 
treatment  both  in  acutely  responding  normal  tissues  and 
in  tumors,  but  not  to  any  extent  in  late  responding  normal 
tissues;  reassortment  of  cells  in  the  division  cycle,  again 
occurring  in  acutely  responding  tissues  and  tumors;  and 
reoxygenation  of  radioresistant  hypoxic  cells  in  tumors  be- 
tween dose  fractions.  In  this  paper  we  present  some  of  the 
ways  in  which  these  factors  can  be  manipulated  clinically  on 
the  basis  of  recent  experimental  findings. 

The  study  of  the  responses  of  acutely  and  late  responding 
normal  tissues  in  experimental  animals  to  multifractionated 
doses  of  radiation  has  shown  that  there  is  a difference  in  the 
repair  capacity  of  these  two  types  of  tissue,  and  that  late- 
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effects  tissues  are  more  sensitive  to  changes  in  size  of  dose 
per  fraction  than  are  acute-effects  tissues  (2-4).  Thus,  de- 
creasing the  dose  per  fraction  should  spare  late  reactions 
selectively  and,  if  tumors  behave  like  acute  responsing 
normal  tissues,  an  enhanced  therapeutic  benefit  would  be 
achieved.  This  hypothesis  is  being  tested  clinically  by  treat- 
ing with  more  than  one  fraction  per  day  using  a smaller  dose 
per  fraction  in  the  same  treatment  time  (hyperfractionation) 
(5-7). 

A second  alteration  of  conventional  treatment  schedules  is 
accelerated  fractionation  (standard  doses  per  fraction  given 
in  a shorter  treatment  time).  Its  rationale  is  based  on  the 
differences  in  proliferation  kinetics  of  tumors  and  late  re- 
sponding normal  tissues  (5-7).  This  type  of  regimen  should 
increase  tumor  cell  kill  in  rapidly  regenerating  tumors  (the 
number  of  tumor  cell  doublings  would  be  fewer  in  the  shorter 
treatment  time),  while  not  affecting  late  reactions  (treatment 
time  is  less  critical  to  the  response  of  these  tissues). 

Both  treatment  strategies  should  increase  the  therapeutic 
ratio  in  relation  to  injury  to  late  responding  normal  tissues. 
However,  acute  reactions  would  be  expected  to  be  more 
intense  than  with  standard  treatment.  Clinical  trials  are  in 
progress  to  test  these  techniques  and  although  the  data  are 
preliminary,  observations  so  far  confirm  the  radiobiological 
predictions. 

High  linear  energy  transfer 

Another  potential  method  of  increasing  the  therapeutic  ratio 
is  by  the  use  of  high  LET  (linear  energy  transfer)  radiation, 
eg,  fast  neutron  beams.  This  is  based  on  three  radiobiologi- 
cal principles:  (a)  the  oxygen  effect  is  reduced  with  increas- 
ing LET;  (b)  there  is  less  repair  of  sublethal  radiation  injury 
with  high  LET;  and  (c)  the  variation  in  response  of  cells  in 
different  phases  of  the  cell  cycle  is  reduced  with  high  LET.  All 
of  these  features  offer  the  prospect  of  a therapeutic  gain  for 
certain  categories  of  tumors;  however,  the  treatment  of  other 
tumors  could  be  adversely  affected  by  points  b and  c,  and 
careful  selection  of  patients  for  neutron  therapy  is  necessary. 
Because  of  the  different  initial  shape  of  the  dose  survival 
curve  for  neutrons  compared  to  x-rays,  the  relative  biological 
effect  (RBE)  increases  as  the  size  of  dose  per  fraction  is 
decreased.  Thus,  fraction  size  is  critically  important  when  de- 
termining clinical  RBEs.  This  fact,  unrecognized  until  the 
early  1960s  (8),  was  the  reason  for  the  severe  late  compli- 
cations of  the  first  neutron  trial  by  Stone  in  the  1 940s  (9). 
Subsequently,  neutrons  have  been  shown  to  increase  tumor 
control  significantly  in  certain  sites  without  a prohibitively 
high  incidence  of  late  complications.  Clinical  and  laboratory 
research  is  ongoing  in  an  effort  to  determine  the  optimal  cir- 
cumstances for  fast  neutron  therapy. 
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Hypoxic  ceii  sensitizers 

The  failure  of  radiotherapy  to  cure  some  tumors  is  very  likely 
due  to  hypoxic,  and  therefore  radioresistant,  cells  which  fail 
to  reoxygenate  with  fractionated  treatment.  The  use  of  elec- 
tron affinic  compounds,  which  act  like  oxygen  to  sensitize 
hypoxic  cells  but  are  not  metabolized  and  thus  diffuse  be- 
yond the  range  of  oxygen,  has  led  to  the  development  of 
radiosensitizing  compounds  for  clinical  use  (10).  In  addition, 
since  hypoxic  cells  are  present  in  tumors  but  not  in  most  nor- 
mal tissues,  these  drugs  would  selectively  sensitize  tumors. 
The  best  known  compound  of  this  class,  misonidazole,  sen- 
sitizes mouse  tumors  by  a factor  of  about  2 after  large  single 
doses  of  radiation  and  drug.  However,  as  both  the  radiation 
dose  and  drug  dose  are  decreased,  sensitization  decreases, 
and  with  the  limitation  on  drug  dose  imposed  by  its  neuro- 
toxicity, clinical  trials  of  misonidazole  have  not  shown  a 
therapeutic  advantage.  Currently,  improved  sensitizers  are 
being  developed  and  tested  with  the  main  objectives  being 
decreased  toxicity  so  that  the  drug  can  be  given  in  effective 
doses  with  each  radiation  treatment. 

Radioprotectors 

Another  recent  application  of  basic  radiobiology  to  clinical  ra- 
diation therapy  is  the  use  of  phosphorothioate  compounds  to 
protect  normal  tissues  against  radiation  injury.  The  ultimate 
use  of  such  compounds  clinically  depends  on:  (a)  their  tox- 
icity; (b)  protection  after  small  clinically  relevant  doses;  (c) 
protection  of  late  responding  normal  tissues;  and  (d)  minimal 
tumor  protection. 

The  prototype  radioprotector,  WR-2721 , has  been  shown 
to  protect  a wide  variety  of  normal  tissues  (with  the  exception 
of  those  in  the  CNS)  by  factors  of  1 .3  to  2.5  when  injected  1 5 
to  60  minutes  before  large  doses  of  radiation  (1 1 ).  Data  from 
the  few  studies  using  clinically  relevant  fraction  sizes  suggest 
that  protection  does  not  decrease  when  the  drug  is  given  in  a 
multifractionated  radiation  schedule  (12,13).  In  addition,  this 
compound  appears  to  protect  late  responding  normal  tissues 
at  least  as  well  as  acutely  responding  ones  (1 4,1 5).  Thus, 
this  drug  appears  to  offer  potential  for  increasing  the  thera- 
peutic ratio  by  reducing  both  acute  and  late  reactions  pro- 
vided tumors  are  not  equally  protected.  Although  initially  be- 
lieved to  be  selective  for  normal  tissues,  protection  of  mouse 
tumors  by  WR-2721  has  been  shown  after  rather  large  doses 
of  radiation,  giving  protection  factors  ranging  from  1 .2  to  1 .5 
(16,17).  However,  an  increase  in  the  therapeutic  ratio  might 
still  be  achieved  by  the  use  of  these  drugs  as  tumor  protec- 
tion generally  is  less  than  that  for  most  normal  tissues. 

Conclusion 

Radiobiology  continues  to  contribute  to  clinical  radiotherapy 
not  only  in  terms  of  retrospective  explanation  of  clinical  find- 
ings, but  more  importantly  in  terms  of  defining  new  treatment 
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strategies.  Today,  more  than  ever,  new  experimental  leads 
are  rapidly  implemented  in  the  clinic.  New  techniques  for 
assessing  injury,  particularly  in  late  responding  normal 
tissues,  have  contributed  to  an  understanding  of  the  re- 
sponse of  these  tissues  to  radiation.  There  is  no  doubt  that 
future  research  will  provide  further  insight  into  the  mecha- 
nism of  action  of  radiation,  methods  of  modifying  its  biologi- 
cal effects,  and  continued  improvement  in  the  efficacy  of 
radiotherapy  in  the  treatment  of  cancer. 
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Neuromuscular 
disease  due  to  tobacco 
use 

Advertising  drives  by  the  tobacco  industry  have  re- 
sulted in  increased  use  of  snuff  and  chewing  tobacco, 
especially  among  young  adults  in  the  southern  United 
States.  The  use  of  snuff  and  chewing  tobacco  may  cause 
blood  levels  of  nicotine  to  increase  beyond  that  typically 
found  in  heavy  smokers.  Although  several  factors,  in- 
cluding an  individual’s  susceptibilities,  affect  a person’s 
nicotine  level,  subclinical  neuromuscular  toxicity  proba- 
bly is  not  rare  among  smokers  and  users  of  chewing 
tobacco  and  snuff.  This  article  describes  neuromuscular 
symptoms  in  five  tobacco  users  and  reviews  the  litera- 
ture for  reports  of  nicotine  toxicity. 


When,  on  the  29th  of  October  1 492,  Christopher  Columbus 
cast  anchor  off  the  shores  of  Cuba,  he  met  men  and  women 
who  held  in  their  hands  cylindrical  objects  made  of  a dry  leaf, 
one  end  of  which  was  aflame  and  from  the  other  end  of  which 
they  inhaled  smoke.  These  cylinders,  called  tobacos,  were 
simply  the  ancestors  of  our  modern  cigars  and  cigarettes  (1 ). 
From  these  humble  beginnings,  because  of  psychosocial 
motives  reinforced  by  the  pharmacological  effects  of  nicotine 
which  almost  inevitably  cause  dependence,  tobacco  has 
made  a conquest  of  the  world,  probably  for  all  time. 

During  the  past  quarter  century,  the  small  pleasures  of  to- 
bacco use  have  been  linked  by  epidemiological  evidence  to 
cancer  of  the  mouth,  esophagus,  larynx,  stomach,  bladder, 
kidney,  and,  of  course,  the  lung  (2).  In  addition,  tobacco 
seems  related  to  premature  myocardial  infarction,  sudden 
death,  and  chronic  obstructive  pulmonary  disease  (3).  The 
unborn  are  not  spared  because  tobacco  smoking  during 
pregnancy  adversely  affects  fetal  growth,  the  health  of  the 
newborn,  and  even  the  future  development  of  the  child  (3,4). 

Probably  more  than  350,000  people  will  die  in  1 985  from 
disorders  attributable  to  smoking  alone  (3).  If  this  number 
and  list  of  tobacco-related  illnesses  seem  awesome,  think 
about  the  human  misery  involved  in  each  individual  case  and 
the  cost  of  the  hospital  bills,  disability  payments,  and  lost 
production. 


The  way  that  tobacco  is  consumed  has  varied  from  place 
to  place  and  time  to  time.  Eating  it  has  never  been  popular 
because  the  nicotine  goes  directly  via  the  portal  system  to 
the  liver  where  it  is  detoxified  to  cotinine  which  is  inert  (5). 
Doses  of  oral  tobacco  that  overwhelm  liver  protective  mecha- 
nisms cause  acute  nicotine  poisoning,  often  with  nausea  and 
vomiting,  sometimes  with  convulsions,  and  occasionally  with 
death  (6).  The  same  problem  of  dose  regulation  attends 
rectal  administration  (7).  Snuff  and  chewing  tobacco  were 
popular  in  the  18th  century,  especially  in  Great  Britain,  but 
fell  into  disuse  with  the  advent  of  convenient,  mass  pro- 
duced cigarettes.  Recently,  however,  an  intense  advertising 
program  by  the  tobacco  industry,  using  well  known  sports 
personalities  who  hawk  the  use  of  “smokeless  products,” 
has  resulted  in  increased  snuff  dipping  and  tobacco  chewing 
especially  among  youths  in  the  southern  United  States  (8). 
Many  males  in  elementary  schools,  high  schools,  and  col- 
leges in  Texas  are  adopting  these  habits  and,  in  some 
surveys,  up  to  a third  of  varsity  football  and  baseball  team 
members  are  dipping  or  chewing  or  both  (8).  For  some  rea- 
son these  youths  do  not  sniff  the  tobacco  into  the  nose. 
Instead  they  dip  a piece  of  snuff  in  the  cavity  between  gum 
and  cheek  or  between  the  gum  and  lip  (9).  Naturally  this  use 
of  tobacco  is  not  without  its  drawbacks,  including  changes 
such  as  leukoplakia,  tooth  abrasion,  gingival  recession,  and 
periodontal  disease.  Fortunately,  these  complications  are 
quite  rare  (10). 

Another  problem  arises  from  the  absorption  of  nicotine  it- 
self which  can  produce  blood  levels  higher  than  are  usually 
found  in  heavy  smokers  (1 1 ).  For  example,  a single  pinch  of 
snuff  results  in  a nicotine  blood  level  of  21 .1  ng/mL  within  five 
minutes.  This  level  is  28%  greater  than  that  achieved  by  cigar 
smoking  for  65  minutes.  The  nicotine  peak  with  snuff  matches 
that  achieved  with  those  old  Flavana-type  cigars  (40  ng/mL) 
and  exceeds  that  found  in  heavy  cigarette  smokers  (11). 

Thus  snuff,  when  used  continuously,  must  result  in  high  con- 
tinuously maintained  blood  nicotine  levels  which  could  pave 
the  way  for  chronic  nicotine  toxicity. 

Abundant  clinical  and  experimental  evidence  indicates  that 
exposure  to  nicotine  causes  major  adverse  effects  on  com- 
ponents of  the  motor  unit,  including  neurons  and  spinal 
reflexes  (12,13),  nerve  excitability  (14),  tendon  reflexes 
(15,16),  acetylcholine  transport  (17),  neuromuscular  trans- 
mission (18),  and  loss  of  muscle  bulk,  strength,  and 
endurance  (19-26). 

Acute  nicotine  toxicity,  either  from  accidental  ingestion  of 
nicotine-containing  insecticides  or  after  oral  or  rectal  admin- 
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istration,  almost  always  results  in  a flaccid  areflexic  motor 
paralysis.  Green  tobacco  poisoning  (27)  and  other  instances 
of  absorption  of  nicotine  through  the  skin  also  result  in  a simi- 
lar clinical  picture  (28-32). 

Indeed,  the  neuromuscular  effects  of  nicotine  have  found 
application  in  game  management  where  hundreds  of  animals 
have  been  immobilized,  captured,  and  translocated  after  nic- 
otine administration  by  a dart  gun  (33).  Within  three  minutes, 
animals  hit  by  a nicotine-bearing  dart  develop  locomotor 
ataxia  and  a flaccid  paralysis.  Large  sublethal  amounts  of 
nicotine  cause  convulsions  followed  by  flaccid  paralysis.  Re- 
covery follows  within  three  hours  (33). 

The  purpose  of  this  report  is  to  call  attention  to  the  possible 
adverse  effects  of  nicotine  on  neuromuscular  function  by 
presenting  a single  case  and  reviewing  several  others.  Inci- 
dence of  this  adverse  effect  of  tobacco  probably  depends  on 
individual  susceptibilities  to  nicotine,  state  of  nutrition  and 
hydration,  and  liver  function.  Other  factors  affecting  the  inci- 
dence of  toxicity  include  the  botanical  type  of  tobacco  and 
where  it  was  grown  and  cut;  tightness  of  pack;  proportion  of 
stem  to  lamina;  nicotine  content;  and  duration,  dose,  route, 
and  rate  of  administration  (34,35).  Nonetheless,  it  seems 
likely  that  subclinical  neuromuscular  nicotine  toxicity  among 
tobacco  users  is  not  rare. 

Report  of  a case 

The  patient,  a 20-year-old  man,  was  well  and  leading  a vig- 
orous outdoor  life  working  with  cattle,  riding  bulls,  and  jogging. 
His  illness  gradually  worsened  during  a six-month  period 
which  began  about  the  time  that  he  started  using  snuff  and 
chewing  tobacco. 

As  his  snuff  consumption  gradually  became  continuous 
use  during  waking  hours — each  week  he  used  least  two  tins 
of  a popular  brand  of  dry  snuff — he  lost  30  to  35  lb  without 
change  in  appetite  or  diet  (36).  His  muscles  became  thin  and 
weak  and  ached  especially  after  exercise.  Despite  attempts 
at  weight  lifting  and  other  exercise,  the  muscle  wasting  con- 
tinued and  especially  involved  muscles  around  shoulders 
and  hips.  The  patient  had  difficulty  climbing  stairs  and  getting 
out  of  a chair.  Vigorous  farm  work  such  as  lifting  timber  be- 
came difficult,  and  bull  riding  became  impossible.  He  did  not 
have  any  other  specific  neurological  symptomatology  such 
as  dysarthria,  ataxia,  dysphagia,  or  diplopia,  but  he  com- 
plained that  he  felt  unsteady  and  tended  to  drift  to  the  right 
when  he  walked.  He  subsequently  noted,  at  first  at  night  and 
then  during  the  day,  small  twitches  of  his  muscles,  especially 
those  of  the  arms  and  anterior  chest  wall.  The  family  history 

48 


was  negative  for  a similar  disorder. 

On  examination  his  feet  were  cold  and  his  muscles  thin. 

The  deep  tendon  reflexes  were  hypoactive  and  there  was 
weakness  of  the  proximal  muscles  of  lower  and  upper  ex- 
tremities. The  rest  of  the  neurological  examination  results 
were  normal. 

The  total  serum  CPK  was  326  IU/L  (normal  = 35  to  232  IU/ 

L)  with  increases  in  both  the  skeletal  muscles  and  cardiac 
types  of  CPK.  The  total  LDH  was  elevated  to  230  IU/L  (nor- 
mal = 1 00  to  1 80  I U/L)  with  an  elevation  of  LDH  1 consistent 
with  myocardial  disease.  CBC  was  normal  except  for  a mean 
corpuscular  hemoglobin  level  of  32.9  pg  (normal=27  to  31 
pg).  The  total  serum  protein  level  was  5.7  g/dL  (normal=6  to 
8 g/dL),  and  this  reduction  was  due  to  a reduction  of  alpha  2, 
and  gamma  globulin.  The  albumin  level  was  normal  at  3.67  g / 
dL.  The  following  laboratory  determinations  were  negative  or 
normal:  T3,  T4,  calcium,  phosphorous,  SGOT,  alkaline  phos- 
phatase, uric  acid,  BUN,  creatinine,  glucose,  sodium,  potas- 
sium, chloride,  C02,  urinalysis,  rheumatoid  factor,  antinuclear 
antibody,  rapid  plasma  reagent  test,  erythrocyte  sedimenta- 
tion rate,  CT  brain  scan. 

A biopsy  of  bicep  muscle  showed  normal  size,  shape,  and 
distribution  of  fibers  except  for  some  moth-eaten  fibers.  The 
electromyogram,  including  needle  studies  of  ten  upper  ex- 
tremity muscles  bilaterally  and  nine  lower  extremity  muscles 
bilaterally,  was  normal.  Specifically,  there  was  no  abnormal 
activity  at  rest,  and  voluntary  motor  potentials  were  normal  in 
amplitude,  duration,  and  pattern.  Motor  nerve  conduction  ve- 
locities were  within  the  normal  range  but  a bit  slow  for  the 
patient's  age.  The  velocities  were  46  m/sec  and  45  m/sec  for 
right  and  left  peroneal  nerves,  respectively,  and  40  m/sec 
and  42  m/sec  for  posterior  tibial  nerves,  respectively.  The 
distal  motor  latencies  were  prolonged  in  posterior  tibial  with 
7.1  ms  and  7.0  ms  for  right  and  left,  and  sural  sensory  was 
also  prolonged  at  4.4  ms  (right)  and  4.3  ms  (left)  (normal  = 3.0 
to  4.0  ms).  The  terminal  conduction  velocities  could  have 
been  related  to  temperature  since  his  feet  were  cold,  but  skin 
temperature  could  not  be  brought  to  normal.  This  suggested 
some  vasospasm  or  other  cause  of  circulatory  insufficiency. 

After  he  stopped  using  all  tobacco  products,  he  felt  better. 
The  diffuse  aches  and  discomfort  in  muscles  disappeared 
within  a week  and  so  did  the  coldness  of  his  extremities. 

He  returned  to  normal  strength,  activity  and  weight  during 
a three-month  period.  As  an  experiment  he  decided  to  restart 
dipping  the  snuff  to  see  if  the  condition  would  return.  Within 
two  weeks  he  again  had  muscle  aches,  fatigue,  and  twitches, 
this  time  associated  with  decreased  sensation  in  a stocking 
distribution  in  both  lower  extremities.  He  again  returned  to 
normal  after  the  snuff  was  stopped.  Because  the  patient  felt 
normal  and  had  no  neurological  abnormalities,  laboratory 
tests  were  not  repeated.  His  condition  remained  normal  for  at 
least  three  years  of  follow-up. 

The  coldness  of  his  hands  and  feet  was  probably  due  to 
the  vasoconstrictive  activity  of  nicotine  (37).  Recovery  in  this 
patient  appeared  to  be  biphasic.  His  condition  rapidly  im- 
proved within  a week  of  stopping  the  tobacco  and  then 
improved  slowly  as  he  gained  weight  and  muscle  bulk.  The 
return  of  similar  symptoms  after  the  patient  resumed  use  of 
snuff  and  the  remission  of  symptoms  when  he  again  quit 
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using  snuff  speak  for  a definite  role  for  tobacco  in  causing  his 
weakness. 


Report  of  other  cases 

I have  observed  a similar  syndrome  in  four  other  patients, 
ages  1 1 to  55,  with  2 to  35  years  of  experience  with  tobacco 
use  (Fig  1 ).  In  four  cases,  potential  for  chronic  nicotine  toxic- 
ity was  obvious  because  three  patients  chewed  tobacco  or 
used  snuff  throughout  waking  hours  and  the  other  one  (pa- 
tient 4)  smoked  four  to  seven  packs  of  cigarettes  daily.  The 
nicotine  dose  for  patient  5 is  probably  also  excessive  consid- 
ering that  she  was  only  1 1 years  old  and  had  smoked  two 
packs  of  cigarettes  daily  since  age  9.  In  each  case  there  was 
unexplained  neuromuscular  disease  with  weakness  and 
easy  fatigability  sometimes  associated  with  shortness  of 
breath,  palpitations,  and  muscle  wasting.  Needle  electro- 
myograms were  always  normal,  but  two  patients  had  slightly 
slowed  nerve  conduction  velocities.  CPK  was  elevated  mini- 
mally, but  consistently,  in  patients  1 and  4,  and  muscle 
biopsies  were  mildly  and  nonspecifically  abnormal  in  all  but 
patient  3.  Each  patient  who  decreased  or  stopped  tobacco 
use  noted  some  improvement.  Complete  remission  occurred 
in  patient  1 , and  variable  increases  in  grip  strength  and  other 
objective  measures  of  muscle  performance  occurred  in  pa- 
tients 2,  3,  and  4.  The  improvement  in  patients  3 and  4,  who 
could  not  fully  forsake  the  tobacco  habit  (patient  3 started 
smoking  a pipe  after  experiencing  three  months  of  progres- 
sive improvement  and  patient  4 continued  to  smoke  two 
packs  daily),  was  not  as  good  as  that  observed  in  patients  1 
and  2 who  did  stop  tobacco  use  entirely.  No  change  occurred 
during  one  year  of  observation  of  patient  5 who  refused  to 
decrease  her  smoking. 

Snuff  can  cause  lead  neuropathy  due  to  contamination  of 
tobacco  (38,  39),  but  most  of  the  reported  instances  of  poly- 
neuropathy associated  with  snuff  are  probably  due  to  chronic 
nicotine  intoxication  (40,41).  Fadem  and  others  concluded, 
on  the  basis  of  their  study  of  subclinical  neuropathy  in  23 
patients  with  chronic  obstructive  pulmonary  disease  (COPD), 
that  the  neuropathy  correlated  with  cigarette  consumption 
(42).  They  suggested  that  a substance  or  substances  in  ciga- 
rette smoke,  such  as  nicotine,  taken  on  a long-term  basis, 
may  be  toxic  to  peripheral  nerves  (42).  Since  nicotine  recep- 
tors are  found  on  the  axons  and  terminals  of  many  sensory 


and  motor  nerve  fibers  (43),  and  since  nicotine  can  decrease 
conduction  velocity,  impair  acetylcholine  transport  (17),  and 
abolish  reflexes,  it  is  the  most  likely  candidate  for  the  neu- 
rotoxin in  COPD-associated  neuropathy  (42). 

In  addition  to  causing  neuropathy,  chronic  nicotine  poison- 
ing can  cause  a grave  myasthenic  syndrome  (44-46).  At 
least  62  cases  of  this  type  of  myasthenia  were  observed  in 
France  during  World  War  II  (44-46).  All  patients  chewed  to- 
bacco daily;  all,  with  one  exception,  were  men.  The  most 
important  sign  was  fatigability  sometimes  associated  with 
muscle  weakness  so  severe  the  victim  could  not  walk  or  lift 
his  head  when  he  was  supine.  Reflexes  were  often  abol- 
ished, and,  of  course,  the  condition  responded  to  proscription 
of  tobacco  (44-46).  Although  the  authors  did  not  know  the 
cause  of  the  condition,  they  noted  that  patients  were  chewing 
a tobacco  derived  from  a home  grown  green  tobacco  that 
had  an  especially  high  nicotine  content.  When,  after  the  war 
was  over,  the  usual  chewing  material  returned  to  France,  the 
myasthenic  syndrome  disappeared.  A similar  illness  with 
fatigability,  weakness,  and  weight  loss  was  reported  in  four 
men  and  two  women,  aged  21  to  45,  who  smoked  10  to  40 
cigarettes  daily  (26).  Again  the  neuromuscular  disease  van- 
ished when  cigarette  consumption  stopped  (26).  These 
myasthenic  syndromes  associated  with  tobacco  use  are 
probably  due  to  the  block  in  neuromuscular  transmission 
caused  by  nicotine-induced  desensitization  of  postsynaptic 
membrane  to  the  normally  depolarizing  action  of  the  neu- 
rotransmitter acetylcholine  (18). 

The  myasthenic  syndrome  due  to  chronic  tobacco  use  is 
not  related  to  the  profound  limb  girdle  weakness  reported  in 
a Texan  who  chewed  8 to  12  three-ounce  (85.0  g)  bags  of 
tobacco  daily  for  50  years  (47).  In  that  85-year-old  man, 
severe  hypokalemia  and  alkalosis,  demonstrated  on  three 
separate  readmissions,  were  due  to  pseudohyperaldostero- 
nism related  to  the  chewing  tobacco’s  licorice  paste  that  had 
a glycyrrhizinic  acid  content  of  0.15%  (47). 


7.  Neuromuscular  complications  of  chronic  tobacco  use. 


Patient 

Age 

Sex 

Clinical  Picture 

Tobacco  Use 

EMG 

Muscle  Biopsy 

Results  from  Stopping  Tobacco 

1 

20 

Male 

W,  EF,  MA, 

CPK  increased 

Used  snuff  and  chewing 
tobacco  for  6 months 

N 

SNCV 

Moth-eaten  fibers 

Remission 

2 

46 

Male 

W,  EF,  MA, 

DOE,  P 

Used  snuff  and  chewing 
tobacco  for  12  years 

N 

Necrotic  fibers 
Moth-eaten  fibers 

Type  II  predominance 

Felt  better 

Strength  improved  36% 

3 

55 

Male 

W,  wasting,  P, 
ataxia,  tremors, 

EF,  DOE 

Chewed  one  package 
of  tobacco  daily  for 

35  years 

N 

SNCV 

Normal 

Felt  better  "Than  in  years." 
Ataxia  and  tremors  gone. 

Hand  grip  improved  33%  in 

3 months 

4 

28 

Male 

W,  EF,  DOE, 
right  ptosis, 

CPK  increased 

Smoked  4-7  packs  of 
cigarettes  daily  at  least 

7 years 

N 

Mild  neurogenic 
atrophy 

Some  improvement  with 
decrease  to  2 packs  of 
cigarettes  daily 

5 

11 

Female 

W,  EF,  MA 

Smoked  2 packs  of 
cigarettes  daily  for 

2 years 

N 

Moth-eaten  fibers 

No  change.  Patient  refused 
to  stop  smoking 

W = weakness;  EF  = easy  fatigability;  P = palpitations;  DOE  = dyspnea  on  exertion;  MA  = muscle  aches;  N = normal  needle  EMG;  SNCV  = minimally  slow 
nerve  conduction  velocities. 
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Neuromuscular  disease 


Chronic  nicotine  poisoning  may  be  one  reason  that  people 
who  give  up  smoking  put  on  weight,  while  nonsmokers  tend 
to  weigh  more  than  smokers  (48).  In  fact,  male  smokers  over 
age  40  weigh  on  the  average  13  lb  less  than  men  of  the  same 
age  who  never  smoked  (48).  It  would  be  interesting  to  know 
whether  this  weight  difference  reflects  a difference  in  lean 
body  mass  or  simply  fat.  Since  muscle  constitutes  40%  of 
body  weight,  it  seems  reasonable  to  think  that  at  least  part 
of  the  smoking  associated  weight  deficit  is  a deficit  in 
muscle  mass. 

In  addition  to  its  toxic  effects  on  the  neuromuscular  appa- 
ratus, nicotine  has  adverse  effects  on  the  heart,  blood 
vessels,  and  circulation  (49-56).  These  actions  could  in  turn 
cause  secondary  derangements  in  neuron  and  nerve  func- 
tion because  nervous  tissues  have  high  energy  requirements, 
have  limited  mechanisms  for  storing  energy,  and  depend  on 
minute-to-minute  supplies  from  the  circulation. 

In  view  of  the  evidence  accumulated  so  far,  physicians 
should  consider  nicotine  toxicity  in  all  tobacco  users  who 
have  unexplained  weakness  or  fatigability.  Because  the  final 
proof  of  the  diagnosis  of  tobacco-induced  neuromuscular 
disease  depends  on  the  demonstration  of  remission  or  sig- 
nificant improvement  after  the  tobacco  is  stopped,  it  is  a good 
idea  to  get  baseline  measures  of  body  weight,  muscle  size, 
head  and  leg  holding  times,  and  grip  strength  before  asking 
the  patient  to  abstain  from  tobacco  use.  Failure  to  improve 
after  tobacco  is  discontinued  does  not  exclude  the  diagnosis 
because,  especially  in  cases  of  long-term  exposure,  per- 
manent damage  to  the  nervous  system  may  have  already 
occurred. 

In  the  future,  tobacco  toxicity  will  be  decreased  by  more 
effective  control  of  some  toxic  components  such  as  tar,  toxic 
trace  elements,  and  carbon  monoxide,  but  a method  to  elimi- 
nate nicotine  toxicity  is  out  of  the  question,  for  without  nico- 
tine people  would  be  as  likely  to  use  tobacco  as  they  are  to 
blow  bubbles,  light  sparklers  (5),  or  chew  gum.  It  is  the  nico- 
tine content  of  tobacco,  as  one  cigarette  company  booklet 
from  the  first  New  York  World’s  Fair  so  apty  states,  that 
makes  “tobacco  the  solace  of  a troubled  world.” 
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The  emergency 
transfusion 

In  the  presence  of  serious  hemorrhage,  blood  must 
sometimes  be  administered  before  the  compatibility 
testing  is  complete.  Various  degrees  of  compatibility 
testing  and  the  relative  merits  of  each  are  discussed, 
along  with  indications  and  guidelines  for  the  emergency 
transfusion  of  uncrossmatched  or  partially  cross- 
matched  blood. 


In  treating  the  actively  bleeding  patient,  it  is  not  always  pru- 
dent to  wait  until  compatibility  testing  is  complete  before 
initiating  hemotherapy.  Despite  the  obvious  hazards  associ- 
ated with  this  practice,  the  medical  emergency  sometimes 
justifies  the  increased  risk.  Judicious  planning  in  the  man- 
agement of  patients  susceptible  to  hemorrhage  should  re- 
duce the  need  for  taking  chances.  Nonetheless,  transfusion 
is  sometimes  required  before  blood  has  been  completely 
crossmatched. 

Compatibility  testing 

Optimal  compatibility  testing  consists  of  a complete  cross- 
match, which  best  allows  the  detection  of  alloantibodies  in 
the  recipient's  plasma  that  would  be  incompatible  with  the 
donor  s red  blood  cells.  Although  crossmatching  techniques 
are  described  in  detail  elsewhere  (1 ),  the  classical  complete 
crossmatch  is  described  briefly  here. 

1 . Immediate  spin  (saline  room-temperature)  phase. 

Small  aliquots  of  the  donor’s  cells  and  the  patient’s  serum  are 
mixed  in  a test  tube,  centrifuged  for  1 5 to  20  seconds,  and 
observed  grossly  for  agglutination  or  hemolysis  indicating  in- 
compatibility. A principal  purpose  of  this  phase  of  the  cross- 
match is  to  detect  ABO  blood  group  incompatibilities  be- 
tween donor  and  recipient.  Although  the  immediate  spin 
phase  often  detects  cold-reacting  unexpected  antibodies, 
which  generally  are  clinically  insignificant,  it  does  not  detect 
unexpected  alloantibodies  of  the  IgG  type,  which  frequently 
are  clinically  significant. 

2.  Albumin  phase.  Following  the  saline  room-temperature 
incubation  phase,  two  or  three  drops  of  22%  or  30%  bovine 
albumin  are  added  to  the  same  tube  according  to  the  manu- 
facturer’s directions.  The  mixture  is  incubated  for  1 5 to  30 
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minutes  at  37°  C,  centrifuged,  and  then  grossly  observed  for 
evidence  of  hemolysis  or  agglutination. 

3.  Antihuman  globulin  (AHG)  phase.  Following  the  al- 
bumin phase,  the  red  blood  cells  are  thoroughly  washed  with 
saline,  and  two  drops  of  AFIG  (Coombs)  serum  are  added. 
The  cells  are  resuspended,  centrifuged,  and  observed 
grossly  and  microscopically  for  agglutination.  The  AHG 
phase  is  superior  for  detecting  IgG  blood  group  antibodies, 
which  are  notorious  for  causing  hemolytic  transfusion  reac- 
tions. The  results  of  observations  and  interpretations  of  all 
phases  of  the  crossmatch  must  be  recorded. 

The  aforementioned  summary  briefly  describes  the  steps 
in  the  "major”  crossmatch,  which  utilizes  the  donor’s  red 
blood  cells  and  the  recipient’s  serum.  A “minor"  crossmatch, 
using  the  donor’s  plasma  and  the  patient’s  red  blood  cells, 
may  be  performed  simultaneously  with  the  major  cross- 
match, but  when  a proper  unexpected  antibody  screen  is 
performed  with  plasma  (or  serum)  from  the  donor  unit,  the 
minor  crossmatch  is  unnecessary.  However,  it  may  be  used 
for  infants  and  small  children  because  of  the  possible  signifi- 
cance of  a greater  relative  quantity  of  plasma  from  a single 
donor. 

The  unexpected  antibody  screen  is  a method  of  detecting 
blood  group  alloantibodies,  some  of  which  can  cause  hemo- 
lytic transfusion  reactions.  The  test  is  routinely  used  for  po- 
tential blood  recipients  as  well  as  for  donor  units.  Multiparous 
and  previously  transfused  patients  are  far  more  likely  to  have 
significant  alloantibodies  than  individuals  who  have  not  previ- 
ously been  exposed  to  red  blood  cell  antigens.  Men  who 
have  no  history  of  being  transfused  and  women  who  have  a 
negative  history  of  prior  transfusion  and  pregnancy  have  a 
negligible  risk  of  having  significant  unexpected  antibodies 
(0.04%)  (2).  Men  who  have  had  transfusions  and  women 
who  have  been  either  pregnant  or  transfused  have  about  a 
1 .0%  risk  of  having  significant  unexpected  antibodies  (but 
this  rises  to  about  3.0%  in  women  who  have  been  both 
pregnant  and  have  a history  of  transfusion)  (2).  The  unex- 
pected antibody  screen  (indirect  antiglobulin  test)  is  per- 
formed by  adding  serum  (or  plasma)  to  small  aliquots  of 
group  O red  blood  cells  that  have  multiple  known  blood  group 
antigens.  Selected  red  blood  cells  from  two  or  more  individu- 
als may  be  utilized  to  assure  that  most  significant  antigens 
are  represented.  Procedural  steps  similar  to  those  described 
in  the  crossmatch  are  used.  Agglutination  and/or  hemolysis 
indicates  the  presence  of  one  or  more  blood  group  alloanti- 
bodies, which  generally  should  be  identified  by  using  a panel 
of  group  O red  blood  cells  (usually  ten  or  more)  that  have  a 
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known  antigenic  make-up.  When  a patient  is  demonstrated 
to  possess  one  or  more  significant  blood  group  antibody(ies), 
donor  red  cells  that  lack  the  corresponding  antigen(s)  must 
be  utilized  if  transfusion  is  indicated. 

Type  and  screen  (pretransfusion  study) 

The  acquisition  of  compatible  blood  may  be  delayed  in  the 
case  of  patients  with  unexpected  antibodies,  either  acquired 
naturally  or  by  alloimmunization  (previous  transfusion  or 
pregnancy).  It  is  important  to  determine  the  presence  of  such 
antibodies  in  patients  who  require  transfusion,  since  diffi- 
culties may  be  encountered  in  obtaining  suitable  blood.  In  the 
presence  of  autoantibodies,  which  are  a frequent  problem, 
autoabsorption  and  other  time-consuming  techniques  may 
be  necessary  to  insure  the  availability  of  compatible  blood. 
With  multiple  antibodies,  the  problem  may  become  exceed- 
ingly difficult. 

In  recent  years,  utilization  of  “type  and  screen"  (pre- 
transfusion study)  has  been  emphasized  and  this  relatively 
inexpensive  short  battery  of  tests  includes  ABO  grouping,  Rh 
typing,  antibody  screening,  and  antibody  identification  (when 
indicated).  The  pretransfusion  study  offers  distinct  advan- 
tages for  patients  likely  to  require  blood  or  blood-component 
transfusion  during  their  hospitalization.  Utilizing  this  proce- 
dure, the  blood  bank  can  acquire  a suitable  specimen,  detect 
conditions  that  could  cause  a delay  in  obtaining  compatible 
blood,  and  implement  steps  for  avoiding  such  delay.  A pre- 
transfusion study  offers  the  following  additional  advantages: 
(1 ) the  time  required  for  routine  or  stat  crossmatching  is 
shortened;  (2)  the  need  for  having  crossmatched  blood  avail- 
able may  be  lessened,  resulting  in  a financial  savings  to  the 
patient  or  insurance  carrier;  and  (3)  the  risks  of  emergency 
transfusion  are  better  recognized. 

Indications  for  uncrossmatched  or  partially 
crossmatched  blood 

With  sudden  and  massive  blood  loss,  when  the  patient’s  life 
depends  largely  upon  expeditious  hemotherapy,  uncross- 
matched or  partially  crossmatched  blood  may  be  indicated. 
The  attending  physician  must  weigh  the  risk  of  transfusing 
such  blood  against  the  hazard  of  waiting  for  optimal  com- 
patibility testing.  Accumulated  evidence  indicates  that  when 
the  patient’s  unexpected  antibody  screen  is  negative,  utiliza- 
tion of  uncrossmatched  blood  has  a very  low  level  of  risk 
(3-5).  The  established  minimal  risk  in  transfusing  incom- 
pletely crossmatched  blood  to  patients  with  a negative  un- 
expected antibody  screen  has  led  to  utilization  of  “type  and 


screen”  policies  for  patients  who  have  a low  probability  of 
requiring  blood  transfusion.  In  the  presence  of  a significant 
alloantibody  (IgG,  AHG-reactive)  (Fig  1 ) (6),  the  risk  of  using 
uncrossmatched  or  immediate  spin  crossmatched  blood  is 
tremendously  increased.  All  efforts  should  be  made  to  pro- 
tect the  patient  from  a needless  transfusion  reaction.  Blood 
units  not  known  to  be  antigen-negative  for  the  patient’s  corre- 
sponding significant  alloantibody  should  be  issued  only  after 
due  consideration.  Direct  communication  between  the  at- 
tending physician  and  the  director  of  the  blood  bank  should 
insure  optimal  patient  care. 

Precautionary  measures  in  issuing  emergency  blood 

Regulatory  agencies  require  that  when  a situation  warrants 
the  issue  of  blood  before  crossmatching  is  complete,  the  rec- 
ords include  documentation  of  the  need  for  an  emergency 
procedure.  The  responsible  physician  should  indicate  the 
urgency  of  the  situation  and  his  awareness  of  the  risk  in  writ- 
ing. Transfusion-request  slips  may  contain  a statement  in- 
tended to  serve  as  an  acknowledgment  of  risk,  and  our  state- 
ment is  a modified  version  of  the  one  that  appears  in  the 
American  Association  of  Blood  Banks'  publication,  Technical 
Methods  and  Procedures  (6th  Edition)  (7): 

ACKNOWLEDGMENT : Due  to  the  critical  condition  of  this 
patient,  I request  the  immediate  issue  of  blood  for  emer- 

1.  Blood  group  antibodies. 

Antibodies  which  do  not  typically  give  rise  to  serious  transfusions  reactions: 


anti-Bga 

anti-Lub 

anti-Bgb 

anti-McCa 

anti-Cha 

anti-M 

anti-Coa 

anti-N 

anti-Gea 

anti-P, 

anti-l 

anti-Rga 

anti-i 

anti-Sda 

anti-Kna 

anti-Vea 

anti-Leb 

anti-Yka 

anti-Lua 

anti-Yta 

Antibodies  which  may  cause  hemolytic  reactions: 

anti-A 

anti-Jka 

anti-B 

anti-Jkb 

anti-A. B 

anti-K 

anti-C 

anti-k 

anti-c 

anti-Lea 

anti-C" 

anti-S 

anti-D 

anti-s 

anti-E 

anti-Tja 

anti-e 

anti-U 

anti-Fya 

anti-Vel 

anti-Fyb 

anti-Wra 

Reproduced  with  permission  from  Milam  JD 
gery.  Clin  Lab  Med  2:65-85,  (March)  1982. 
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gency  transfusion  without  crossmatch  or  other  tests  of 
compatibility. 

The  statement  should  be  signed  legibly  by  a responsible 
physician,  or  an  appropriate  designee. 

When  uncrossmatched  blood  is  requested,  appropriate  in- 
formation including  the  patient’s  name,  medical  records 
number,  number  of  blood  units  requested,  and  name  of  the 
requesting  physician,  must  be  submitted  to  the  blood  bank.  A 
standard  transfusion-request  slip  may  be  used,  but  a special 
emergency  transfusion  requisition  may  be  more  expeditious 
(Fig  2). 

In  issuing  blood,  one  may  use  a large  “emergency  blood” 
tag  (Fig  3)  to  designate  incompletely  crossmatched  units  and 
another  appropriate  tag  (Fig  4)  to  indicate  uncrossmatched 
units.  Such  tags  may  be  quickly  and  securely  fastened  to  the 
blood  bag  with  commercially  available  plastic  fasteners.* 

As  in  all  cases  of  blood  transfusion,  strict  patient  identifi- 
cation must  be  stressed  during  emergencies.  A hemolytic 
transfusion  reaction  due  to  misidentification  can  be  devastat- 
ing to  the  already  compromised  patient.  Although  clinical 
crises  sometimes  predispose  deviation  from  standard  prac- 
tices, the  few  seconds  required  for  blood  unit  and  sample 
identification  offer  valuable  protection. 

On  rare  occasions,  when  a patient  is  admitted  through  the 
emergency  center,  the  patient’s  name  may  not  be  imme- 
diately available.  In  these  cases,  a system  of  assigned 
numbers  is  recommended  for  absolute  patient  identification. 
Because  blood-group  information  on  identification  cards  from 
other  facilities,  on  “dog  tags,”  or  on  driver’s  licenses  may  be 
unreliable,  such  information  should  not  be  trusted. 

Blood  for  emergency  transfusion 

Fig  5 shows  the  spectrum  of  compatibility  testing  in  order  of 
optimal  laboratory  work-up  and  decreasing  risk.  The  approxi- 
mate average  times  required  for  obtaining  blood  are  stated. 
The  following  summary  denotes  the  extensiveness  of  com- 
patibility testing  according  to  the  urgency  of  blood  transfusion 
needs.  The  advantages  and  disadvantages  are  discussed, 
along  with  other  pertinent  information. 

UNCROSSMATCHED  GROUP  O Rh-NEGATIVE  BLOOD 
Most  often,  group-  and  Rh-specific  blood  should  be  used  in 
lieu  of  “universally  compatible”  group  O Rh-negative  blood.  If 
the  patient’s  blood  sample  is  readily  available,  the  minimal 
additional  time  required  to  determine  the  blood  group  and  Rh 


'Dennison  Manufacturing  Company,  Framingham,  MA,  01701. 
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type  is  most  often  inconsequential. 

Generally,  group  O Rh-negative  blood  offers  the  advan- 
tage of  being  immediately  available.  However,  group  O blood 
normally  contains  the  alloagglutinins  anti-A,  anti-B,  and  anti- 

A, B,  which  may  be  detrimental  to  patients  in  blood  groups  A, 

B,  or  AB  (approximately  55%  of  all  patients).  Use  of  un- 
crossmatched group  O blood  may  cause  hemolytic  trans- 
fusion reactions  due  to  undetected  recipient  alloantibodies. 
Furthermore,  significant  usage  may  deplete  the  supply  of 
group  O Rh-negative  blood. 

UNCROSSMATCHED  GROUP  AND  Rh-SPECIFIC  BLOOD 
Group-  and  Rh-specific  blood  has  a distinct  advantage  over 
group  O Rh-negative  blood  in  that  incompatible  alloagglutin- 
ins are  not  transfused  to  the  patient.  In  addition,  emergency 
requests  can  usually  be  fulfilled  within  approximately  five 
minutes. 

The  use  of  group-  and  Rh-specific  blood  is  reasonably  safe 
if  the  patient’s  unexpected  antibody  screen  is  negative  and  if 
the  blood  units  have  been  accurately  ABO  grouped  and  la- 
beled. However,  because  this  form  of  transfusion  does  not 
permit  the  detection  of  unexpected  recipient  alloantibodies, 
group-  and  Rh-specific  blood  should  be  used  with  caution  in 
patients  whose  antibody  screen  is  positive  or  unknown.  Also, 
errors  in  ABO  grouping  of  the  donor  unit  or  the  recipient’s 
blood  may  not  be  detected. 

IMMEDIATE  SPIN  (SALINE)  CROSSMATCHED  BLOOD 
“Immediate  spin”  refers  to  an  abbreviated  crossmatch  in 
which  the  results  are  interpreted  immediately  after  centri- 
fugation of  an  appropriate  mixture  of  donor  cells  and  patient’s 
serum,  without  prior  incubation.  A high-protein  medium  such 
as  albumin  may  or  may  not  be  added.  To  conserve  time,  in- 
cubation at  37°  C and  the  antihuman  globulin  phase  may  be 
omitted  before  the  blood  units  are  issued,  but  this  omission 
introduces  the  risk  of  a transfusion  reaction.  After  issuing  the 
blood  units,  blood  bank  personnel  may  complete  the  cross- 
match, if  desired.  Most  of  the  information  concerning  group- 
and  Rh-specific  blood  also  applies  here.  The  immediate  spin 
technique  allows  detection  of  ABO  blood  group  incom- 
patibilities and  may  be  completed  within  a relatively  short 
time;  however,  it  does  not  allow  detection  of  most  unex- 
pected antibodies  (especially  IgG),  which  may  be  hazardous. 
In  patients  with  a positive  antibody  screen,  blood  issued  on 
the  basis  of  an  immediate  spin  crossmatch  should  be  used 
with  caution  and  with  due  consideration. 
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2.  The  emergency  transfusion  requisition  form. 


Blood  Bank  and  Transfusion  Service 
St.  Luke's  Episcopal  Hospital 
Texas  Medical  Center 
Houston,  Texas  77030 


EMERGENCY  TRANSFUSION  REQUEST 

NOTE 

This  request  form  is  to  be  used  only  in  cases  of  emergency  when  time  necessary 
for  completing  all  forms  for  each  component  requested  would  delay  life  saving 
therapy  for  the  patient.  One  copy  of  this  form  will  serve  as  chart  copy  and 
will  accompany  the  blood  components  issued  at  a given  time.  The  regular 
requisition  slips  should  be  completed  as  soon  as  is  possible  for  routine 
processing. 

If  red  blood  cell  units  are  requested,  the  following  release  statement  must 
be  signed  by  the  patient's  physician: 

RELEASE 

Due  to  the  critical  condition  of  this  patient,  I request  the  immediate  release 
of  uncrossmatched  blood. 

, M.D. 

Responsible  Physician 

DATE TECH  PATIENT  ABO Rh 

BLOOD  COMPONENT  REQUESTED: (ONLY  ONE  TYPE  OF  COMPONENT  MAY  BE  LISTED  ON  A GIVEN  FORM) 

Designate  number  of  units  requested:  Red  Blood  Cells  Platelets 

Fresh  Frozen 

_____  Plasma  Cryoprecipitate 


SLEH  Unit  Number  ABO-Rh 


ISSUED  TO: TIME  STAMP: 

BY: 

White  Copy:  Chart 
Yellow  Copy:  Blood  Bank 
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STAT  CROSSMATCHED  BLOOD 
In  a stat  crossmatch,  the  room-temperature  incubation 
phases  may  be  omitted  and  the  37°  C incubation  period  may 
be  shortened  to  the  shortest  acceptable  time  (eg,  1 5 min- 
utes). If  it  has  not  been  previously  determined,  an  antibody 
screen  may  be  performed  simultaneously  with  the 
crossmatch. 

By  incorporating  the  minimum  effective  incubation  periods 
for  all  phases,  the  stat  crossmatch  allows  compatibility  test- 
ing to  be  completed  within  approximately  30  to  45  minutes, 
thereby  minimally  compromising  transfusion  safety  and  sav- 
ing valuable  time  during  emergencies.  In  addition  to  being 
relatively  safe,  it  allows  detection  of  almost  all  unexpected 
antibodies,  including  those  of  the  IgG  class. 

COMPLETELY  CROSSMATCHED  BLOOD 
The  complete  crossmatch  utilizes  optimal  incubation  times 
and  all  preferred  phases  of  testing  to  assure  transfusion 
safety.  Although  this  procedure  provides  for  optimal  com- 
patibility testing,  it  also  requires  the  most  time.  The  principal 
difference  between  the  complete  crossmatch  and  the  stat 
crossmatch  is  that  the  former  involves  longer  incubation  peri- 
ods and  the  latter  has  higher  priority  in  the  blood  bank. 

Numerous  studies  are  being  conducted  with  low-ionic 
strength  solutions  (LISS),  which  may  significantly  shorten 
(eg,  5 to  1 0 minutes)  the  incubation  times  required  for  com- 
patibility testing.  The  use  of  LISS  reagents  may  cause  a 
marked  alteration  in  blood-bank  practices  during  the  next  few 
years — perhaps  further  reducing  incubation  times  necessary 
for  compatibility  testing. 


5.  Spectrum  of  compatibility  testing  (in  order  of  optimal  laboratory  work-up 
and  decreasing  risk). 


Degree  of 
Crossmatch 

Clinical  Request 
for  Blood 

Average  Time 
Required  to 

Obtain  Blood 

None 

(1 ) Group  0 Rh-negative 

Immediately  issued 

(2)  Group  and  Rh-specific 

5 min 

Abbreviated 

(3)  Immediate  spin 

5 to  10  min 

(4)  Stat  crossmatched 

30  to  45  min 

Complete 

(5)  Completely  crossmatched 

1 hr 

Summary 

The  emergency  transfusion  of  uncrossmatched  or  partially 
crossmatched  blood  is  sometimes  indicated  in  cases  of  sud- 
den and  massive  hemorrhage.  Based  on  an  understanding  of 
compatibility  testing  and  the  critical  nature  of  the  patient’s 
condition,  the  physician  may  decide  when  the  medical  bene- 
fits of  immediate  blood  transfusion  justify  the  risk  accom- 
panying technical  compromise  in  compatibility  testing. 
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3.  Blood  unit  tag  indicating  incomplete  compatibility  testing. 


EMERGENCY  BLOOD 

This  blood  is  issued  without  fully  adequate 
compatibility  testing  in  response  to  emergency 
request. 


BLOOD  BANK  AND  TRANSFUSION  SERVICE 
OF 

ST.  LUKE'S  EPISCOPAL  HOSPITAL  & 
TEXAS  HEART  INSTITUTE 


4.  Blood  unit  tag  indicating  uncrossmatched  blood. 


UNCROSSMATCHED 

BLOOD 
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The  source  of  bleeding 
in  pulmonary 
aspergillomas 

More  than  50%  of  patients  with  pulmonary  aspergil- 
lomas have  episodes  of  hemoptysis,  at  times  massive.  It 
has  been  postulated  that  the  friction  of  the  fungus  ball 
as  it  moves  about  the  aspergilloma  cavity  leads  to  irrita- 
tion of  the  lining  and  subsequent  ulceration,  granulation 
tissue  formation,  and  hemorrhage.  In  an  attempt  to  clar- 
ify the  source  of  the  bleeding,  six  surgical  specimens 
with  aspergillomas  were  carefully  examined  grossly  and 
microscopically  to  identify  the  vessels  within  the  cavity 
walls.  Microscopic  features  of  ulceration  of  the  cavity 
lining,  extent  of  chronic  and  acute  inflammation,  relative 
numbers  and  congestion  of  capillaries,  fibrosis,  and 
thrombosis  of  bronchial  and  pulmonary  arteries  were 
quantitated  to  determine  a “potential  bleed  index,”  using 
a scale  of  1 -3  + . The  person  conducting  the  microscopic 
examination  and  calculating  the  index  had  no  knowl- 
edge of  the  patient’s  clinical  history.  In  five  of  the  six 
cases,  the  potential  bleed  index  closely  correlated  with 
the  extent  of  hemoptysis.  The  most  representative  find- 
ing associated  with  hemoptysis  was  the  number  and 
congestion  of  capillaries. 


Tuberculosis  cavities,  particularly  inactive  ones  in  which  the 
infection  has  been  eradicated,  are  the  most  common  sites  for 
the  growth  of  pulmonary  aspergillomas.  Approximately  15% 
of  open-negative  post-tuberculous  cavities  are  eventually 
colonized  with  this  ubiquitous  organism  (1).  Hemoptysis,  oc- 
casionally massive,  occurs  in  the  majority  of  these  cases 
(55%  to  85%)  (2)  and  is  the  only  significant  clinical  risk  for 
such  patients. 

Why  pulmonary  aspergillomas  so  often  bleed  continues  to 
be  a matter  of  speculation.  Aspergillus  fumigatus,  the  fungus 
species  most  commonly  responsible  for  these  intracavity  my- 
cetomas, produces  an  endotoxin  hemolytic  for  animal 
erythrocytes  (3,4),  and  trypsin-like  proteolytic  enzyme  has 
also  been  isolated  from  several  aspergillus  species  (5).  Al- 
though these  two  pathologic  factors  have  been  reported  as 
contributing  to  the  bleeding,  microinvasion  of  the  fungus  into 
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the  cavity  wall  (6)  and  friction  of  the  mycetoma  against  the 
wall  (7)  have  also  been  described.  Our  study  was  performed 
to  determine  the  microscopic  tissue  hallmarks  that  correlate 
with  the  presence  and  degree  of  the  accompanying  hemop- 
tysis in  six  cases  from  our  medical-surgical  chest  service. 

Case  Summaries 

The  following  case  summaries  represent  patients  ranging  in 
age  from  29  to  66  years  and  constitute  an  initial  study  group 
used  to  establish  criteria  for  a “potential  bleed  index.”  The 
cases  are  further  condensed  in  Fig  1 . 

CASE  1 

The  patient  was  a 36-year-old  black  man  who  underwent  a 
left  upper  lobectomy  for  cavitary  tuberculosis  and  was  subse- 
quently treated  for  three  years  with  isoniazid  (INH)  and  para- 
aminosalicylic  acid  (PAS).  He  then  developed  massive  he- 
moptysis and  had  a left  lower  lobectomy  for  removal  of  an 
aspergilloma.  There  has  been  no  further  hemoptysis. 

CASE  2 

The  patient  was  a 52-year-old  white  man  with  a history  of 
streaking  hemoptysis.  Chest  roentgenogram  revealed  a right 
upper  lobe  infiltrate  and  a 3 cm  cavity.  He  denied  ever  having 
tuberculosis,  and  sputum  smears  and  cultures  were  negative 
for  acid  fast  bacilli.  Transbronchial  lung  biopsy  revealed  a 
granulomatous  inflammation  with  branching  hyphae  com- 
patible with  Aspergillus.  He  underwent  a right  upper  lobec- 
tomy for  an  aspergilloma  and  is  doing  well. 


1.  Summary  of  cases. 


Case  # 

Age/Race/Sex 

Underlying 

Disease 

Degree  of 
Hemoptysis 

Therapy 

1 

36  yr  BM 

Cavitary  TM 
(LLL) 

Massive 

Lobectomy 

2 

52  yr  WM 

Cavitary  TB 
(RUL) 

Streaking 

Lobectomy 

3 

66  yr  LAM 

Cavitary  TB 
(LUL) 

None 

Segmentectomy 

4 

53  yr  BM 

Cavitary  TB 
(LUL) 

Massive 

Lobectomy 

5 

36  yr  BM 

Cavitary  TB 
(RUL) 

Streaking 

Lobectomy 

6 

29  yr  LAM 

Cavitary  TB 
(RUL) 

Streaking 

Lobectomy 

Legend:  TB — tuberculosis;  LUL — left  upper  lobe;  LLL— left  lower  lobe; 
RUL — right  upper  lobe. 
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CASE  3 

The  patient,  a 66-year-old  Latin  American  man  previously 
treated  with  INH  and  PAS  for  cavitary  left  upper  lobe  tu- 
berculosis, had  no  history  of  hemoptysis.  A left  upper  lobe 
apical-posterior  segmentectomy  revealed  an  aspergilloma. 
There  was  no  evidence  of  active  tuberculosis.  He  has  subse- 
quently been  lost  to  follow-up. 

CASE  4 

The  patient  was  a 53-year-old  black  man  treated  for  two 
years  with  INH  and  PAS  for  cavitary,  left  upper  lobe  tu- 
berculosis. He  then  developed  massive  hemoptysis  and 
underwent  a left  upper  lobe  lobectomy  with  resection  of  an 
aspergilloma.  There  has  been  no  further  hemoptysis. 

CASE  5 

The  patient  was  a 36-year-old  black  man  with  pulmonary  tu- 
berculosis treated  with  viomycin,  INH,  and  ethambutol.  His 
chest  roentgenogram  revealed  a right  upper  lobe  cavity 
suggestive  of  an  aspergilloma,  and  he  had  one  episode  of 


streaking  hemoptysis.  Subsequently,  a right  upper  lobectomy 
was  performed,  revealing  an  aspergilloma.  He  has  been  lost 
to  follow-up. 

CASE  6 

The  patient  was  a 29-year-old  Latin  American  man  treated 
for  far  advanced  pulmonary  tuberculosis  with  INH,  PAS,  and 
streptomycin.  He  had  one  episode  of  streaking  hemoptysis, 
and  his  chest  roentgenogram  revealed  a large  right  upper 
lobe  cavity  suggestive  of  an  aspergilloma.  He  underwent  a 
right  upper  lobectomy,  and  an  aspergilloma  was  identified. 

He  has  had  no  further  hemoptysis. 

Methods 

Multiple  tissue  sections  of  the  six  aspergillomas  and  underly- 
ing cavity  walls  (Fig  2)  were  prepared  with  hematoxylin  and 
eosin,  periodic  acid  Schiff  and  Verhoeff  von  Giesen  stains 
and  observed  microscopically  by  an  examiner  who  had  no 
knowledge  of  the  extent  of  the  hemoptysis.  A “potential  bleed 
index"  for  the  cavity  walls  was  determined  by  quantitating 


2.  Close  view  of  an  aspergilloma  seen  within  a 
lung  cavity  resulting  from  healed  tuberculosis. 
Such  fungus  balls  (mycetomas)  are  unattached 
and  freely  movable. 
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Pulmonary  aspergillomas 


five  histopathologic  features:  ulceration  of  the  cavity  lining, 
extent  of  chronic  and  acute  inflammatory  reaction,  relative 
number  and  congestion  of  capillaries  (Fig  3),  fibrosis,  and 
thrombosis  of  bronchial  and  pulmonary  arteries  (Fig  4).  The 
potential  bleed  index  was  scored  numerically  from  1 (bleed- 
ing unlikely),  to  2+  (bleeding  possible),  to  3+  (bleeding 
probable). 

Results 

In  five  of  the  six  aspergillomas,  the  potential  bleed  index 
closely  correlated  with  the  extent  of  the  hemoptysis,  and  of 
the  five  histopathologic  features  examined,  the  relative  num- 
ber and  congestion  of  the  capillaries  was  the  most 

3.  Representative  high  power  photomicrographs  of  the  linings  ot  two  as- 
pergilloma  cavity  walls,  each  taken  at  the  same  magnification.  In  the  left,  note 
three  prominent  dilated  and  congested  capillaries  (arrows).  This  asper- 
gilloma  (Case  4)  had  massive  hemoptysis.  In  the  right,  note  the  absence  of 


significant.  These  findings  support  the  concept  that  the 
bleeding  in  cavitary  aspergillomas  results  from  abrasion  of 
congested  capillaries. 

Discussion 

In  1 962,  Villar  et  al  (7)  suggested  that  pulmonary  aspergil- 
lomas bleed  secondary  to  friction  of  the  aspergilloma  against 
the  cavity  wall.  They  believed  that  breathing,  coughing,  or 
changes  in  position  produced  enough  friction  between  the 
aspergilloma  and  surrounding  tissue  to  cause  bleeding.  Our 
study  was  performed  to  define  the  histopathologic  hallmarks 
which  result  in  the  hemoptysis.  Six  aspergillomas  were  ex- 
amined microscopically  using  special  tissue  stains  to  outline 
the  vessels  within  the  cavity  walls.  The  histopathologic  stud- 
ies were  performed  by  a pathologist  who  had  no  knowledge 
of  the  extent  of  hemoptysis.  The  patients  were  all  men,  26  to 
56  years  old,  and  had  a history  of  treated  and  inactive  cavi- 
tary pulmonary  tuberculosis.  Two  patients  had  massive 
hemoptysis  (>  300  ml/24  hr),  three  had  streaking  hemopty- 
sis, and  one  had  no  hemoptysis. 

Microscopically,  the  aspergilloma  cavities  were  partly  lined 
with  squamous  epithelium.  In  areas  adjacent  to  the  asper- 
gilloma, the  epithelium  was  atrophic  and  often  absent,  being 
replaced  by  granulation  tissue  and  chronic  inflammatory  re- 
action. The  cavity  walls  were  scarred  and  free  of  fungi. 
Branches  of  the  pulmonary  arteries  were  almost  always 


congested  capillaries.  This  aspergilloma  (Case  3)  did  not  have  hemoptysis. 
Photomicrograph  has  been  enlarged  slightly  in  this  reproduction.  (Verhoeff 
van  Giesson  stain,  original  magnification  x 450.) 
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thrombosed,  presumably  a result  of  healed  tuberculosis. 
Multiple  tissue  sections  from  cavity  walls  of  the  five  patients 
with  hemoptysis  showed  numerous  markedly  congested 
capillaries,  some  of  which  were  only  microns  away  from  the 
cavity  lumen.  Utilizing  these  previously  described  micro- 
scopic features,  the  examining  pathologist  (SDG)  was  able  to 
determine  a “potential  bleeding  index”  and  predict  which  of 
the  patients  had  hemoptysis  and  which  did  not.  The  most 
representative  finding  associated  with  hemoptysis  was  the 
number  and  congestion  of  capillaries. 

We  believe  that  the  hemoptysis  in  aspergillomas  is  of  cap- 
illary origin,  arising  from  congested  vessels  within  the  cavity 
lining.  Such  findings  support  the  theory  that  friction  of  the 
aspergilloma  against  the  cavity  wall  is  the  primary  cause  of 
the  bleeding. 
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4.  Slightly  enlarged  photomicrograph  of  an  aspergilloma  cavity  wall  showing  did  not  correlate  with  the  presence  of  hemoptysis.  (Verhoeff  van  Giesson 
thrombosis  of  a small  muscular  pulmonary  artery.  This  microscopic  finding  stain,  original  magnification  x 1 00.) 
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Occupational  hearing 
loss 

An  estimated  8 million  Americans  have  hearing  loss  as- 
sociated with  occupation  noise.  The  psychological  and 
interpersonal  costs  of  hearing  loss  can  be  devastating, 
and  the  potential  cost  to  reimburse  workers  for  occupa- 
tional hearing  loss  is  astronomical.  Legislation  to  pro- 
tect workers  from  hearing  loss  was  delayed  because  of 
industrial  lobbying  and  because  the  relationship  be- 
tween noise  and  hearing  loss  has  been  difficult  to  estab- 
lish. Yet,  the  prevention  of  noise-induced  hearing  loss  is 
relatively  simple  and  inexpensive.  Many  causes  of  hear- 
ing loss  can  mimic  noise-induced  loss,  and  it  is  the 
physician’s  medical  and,  in  some  cases,  legal  responsi- 
bility to  determine  the  cause  of  hearing  loss. 


Hearing  loss  due  to  occupational  noise  exposure  is  our  most 
prevalent  industrial  disease.  Hearing  loss  has  been  recog- 
nized since  the  Industrial  Revolution,  and  there  are  about 
8 million  people  with  occupational  hearing  loss  in  American 
industry.  Our  neglect  of  hearing  loss,  especially  occupational 
hearing  loss,  has  resulted  in  human  and  economic  conse- 
quences that  affect  virtually  every  American  household.  This 
is  especially  regrettable  since  noise-induced  hearing  loss  is 
almost  completely  preventable  at  relatively  little  cost. 

Although  the  importance  of  good  hearing  can  hardly  be 
overestimated,  it  has  not  been  appreciated  by  the  public,  or 
even  by  the  medical  community.  There  are  some  35  million 
Americans  suffering  from  hearing  loss,  and  there  is  still  a 
stigma  attached  to  deafness.  Little  has  changed  from  the 
days  when  society  had  to  be  admonished:  Thou  shalt  not 
curse  the  deaf.  While  hearing  loss  may  not  be  widely  re- 
garded as  a punishment  from  God,  it  is  still  seen  as  an 
embarrassing  infirmity,  or  a sign  of  aging  and  senility,  and  it  is 
associated  with  a loss  of  sexual  attractiveness.  It  is  uncom- 
mon for  our  patients  to  seek  medical  attention  of  their  own 
accord.  They  usually  deny  their  hearing  loss  and  suffer  for  a 
considerable  period  of  time  before  they  are  coerced  by  a 
family  member  to  seek  medical  care.  Patients  accept  eye- 
glasses easily,  but  we  rarely  tell  someone  he  needs  a hearing 
aid  without  seeing  his  eyes  fill  with  tears.  This  is  every  bit  as 
common  in  our  70-year-old  patients  as  it  is  in  our  teenagers. 
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Almost  no  handicap  can  have  a greater  impact  on  the  quality 
of  daily  living  than  does  even  a mild  degree  of  hearing  loss. 

When  hearing  loss  occurs  early  in  childhood,  its  devastat- 
ing consequences  are  more  obvious  than  when  it  occurs 
insidiously  in  adult  life.  Normal  psychological  maturation  in- 
volves progression  from  oneness  with  a child’s  mother  to 
self-image  definition.  In  this  process,  the  child  develops  pat- 
terns of  human  interrelationship  and  modes  of  emotional 
expression.  A substantial  hearing  deficit  in  infancy  interferes 
with  this  process.  It  delays  self-image  development,  impairs 
the  child’s  expression  of  needs,  and  often  results  in  a speech 
deficit  that  further  impairs  his  ability  to  communicate.  This 
may  lead  to  further  alienation  from  the  child's  family  and 
often  to  a permanent  deficit  in  his  ability  to  establish  relation- 
ships. Severe  hearing  loss  makes  learning  a mammoth  task 
for  the  child,  and  he  frequently  reacts  with  frustration  or  isola- 
tion. The  personality  distortion  that  results  from  this  sequence 
affects  the  person  and  his  family  throughout  their  lives. 

Even  the  subtle  forms  of  hearing  loss  can  wreak  havoc.  We 
frequently  see  a child  who  has  developed  within  normal  limits 
but  is  not  doing  well  in  school,  is  inattentive,  and  is  frequently 
considered  “not  too  bright.”  It  is  not  uncommon  to  discover  a 
moderate  hearing  loss  in  such  a child.  When  the  hearing  loss 
is  corrected,  the  parents  invariably  report  that  he  is  “like  a 
different  person.”  Fortunately,  many  of  the  hearing  impair- 
ments that  lead  to  these  and  other  consequences  are 
preventable. 

When  hearing  loss  occurs  in  an  adult,  more  subtle  mani- 
festations of  many  of  the  same  problems  may  be  found.  Most 
people  with  age-induced  or  noise-induced  hearing  loss  lose 
hearing  in  the  high  frequencies  first,  making  it  difficult  for 
them  to  distinguish  consonants,  especially  s,  f,  t,  and  z.  This 
makes  a person  strain  to  understand  what  is  being  said  in 
everyday  conversation.  He  knows  that  there  is  speech  be- 
cause he  can  hear  the  vowels,  but  he  cannot  distinguish  the 
difference  between  "yes”  and  “get.  ’ This  makes  talking  to  his 
spouse,  going  to  the  movies,  going  to  church,  and  other  plea- 
sures that  most  of  us  take  for  granted  stressful  chores.  It  is 
also  the  unrecognized  source  of  considerable  marital  dis- 
cord. For  example,  a man  who  has  worked  hard  for  many 
years  in  a weaving  mill  or  as  a boilermaker  usually  has  a 
substantial  hearing  loss,  especially  if  he  has  not  worn  ear 
protectors.  At  the  end  of  a work  day,  he  may  have  a tempo- 
rary hearing  loss  superimposed  upon  his  permanent  hearing 
loss.  When  he  comes  home  and  sits  down  to  read  a news- 
paper, if  his  wife  starts  talking  to  him  from  another  room 
(especially  if  there  is  competing  noise  such  as  running  water 
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or  air  conditioners)  he  will  be  able  to  hear  her  talking  but  not 
understand  her  words.  Before  long,  it  becomes  so  difficult  to 
say  “what"  all  the  time  that  he  stops  listening.  Soon  she 
thinks  he  doesn’t  pay  any  attention  to  her  or  love  her  any- 
more, and  neither  of  them  realizes  that  he  has  a hearing  loss 
underlying  their  friction.  Busy  otologists  see  this  scenario 
daily  in  the  office.  Although  each  of  these  patients  can  be 
helped  through  counseling  and  rehabilitation,  we  still  have  no 
cure  for  sensorineural  deafness.  Despite  that,  there  is  rela- 
tively little  support  for  research.  We  undergo  a constant 
barrage  of  requests  for  funds  for  sight,  cancer,  muscular  dys- 
trophy, multiple  sclerosis,  and  numerous  other  entities,  but  it 
is  hard  to  remember  the  last  call  for  help  for  the  deaf.  Con- 
sidering all  these  problems,  it  is  especially  tragic  to  allow 
millions  of  people  to  suffer  the  consequences  of  noise-in- 
duced hearing  loss  when  it  is  unnecessary. 

Although  recent  legislative  and  legal  developments  have 
catapulted  the  problem  of  occupational  hearing  loss  to  na- 
tional prominence,  elimination  of  this  occupational  disease 
has  been  technologically  possible  for  more  than  30  years. 
The  delay  in  addressing  the  issue  effectively  has  been  caused 
by  legislative,  economic,  and  political  resistance,  as  well  as 
by  a paucity  of  scientific  information  adequate  to  formulate 
reasonable  standards  for  hearing  conservation  and  noise 
control  programs.  Most  occupational  diseases  and  injuries 
are  covered  in  worker’s  compensation  legislation.  However, 
only  recently  has  occupational  hearing  loss  been  included  in 
these  laws,  and  it  is  still  excluded  in  some  states.  The  princi- 
ple behind  workers  compensation  legislation  is  reimburse- 
ment for  lost  wages.  Because  hearing  loss  is  not  visible  and 
usually  does  not  interfere  with  earning  power,  it  has  been 
neglected  despite  its  impact  upon  living  power. 

Recently,  the  federal  government  showed  its  concern  for 
this  problem  by  establishing  the  Occupational  Safety  and 
Health  Act  Noise  Regulation  mandating  hearing  conser- 
vation measures  in  every  plant  in  the  United  States  that 
produced  over  85  dBA  of  noise  for  eight  hours  daily.*  The 
government  also  emphasized  its  interest  in  federal  workers 
compensation  regulations  for  hearing  loss,  and  this  has  been 
the  impetus  for  many  states  that  have  recently  passed  spe- 
cial legislation  to  include  occupational  hearing  loss  in  their 
workers  compensation  statutes.  A conservative  estimate  of 
the  potential  cost  for  compensation  for  hearing  loss  in  work- 
ers exceeds  $20  billion.  This  makes  it  the  number  one  en- 

*dBA is  a measure  of  sound  pressure  weighted  to  ignore  intense  noise  at  lower 
frequencies  which  are  less  damaging  to  hearing,  but  to  focus  on  higher  fre- 
quency, potentially  damaging  noise. 


vironmental  and  medical-legal  problem  in  the  United  States. 
The  number  of  claims  is  increasing  rapidly,  spurred  by  layoffs 
and  economic  difficulties.  However,  insurance  companies 
and  workers  compensation  funds  are  not  prepared  to  bear 
the  brunt  of  this  potentially  explosive  problem  which  makes 
the  well-publicized  asbestosis  compensation  paltry  by 
comparison. 

The  whole  issue  is  rendered  especially  disturbing  because 
it  has  been  well  documented  and  publicized  since  the  early 
1 950s.  Many  companies  in  the  United  States  were  not  willing 
to  invest  pennies  to  protect  the  hearing  of  their  workers  until 
they  were  forced  to  do  so.  A few  companies,  such  as  DuPont, 
which  has  had  a hearing  conservation  program  for  30  years, 
established  voluntary  hearing  safety  programs  and  have  vir- 
tually no  occupational  hearing  loss  in  their  industries  at  all. 

Legislation  was  delayed  not  only  by  industrial  lobbying 
from  companies  that  did  not  want  to  spend  money  for  noise 
control  or  hearing  conservation,  but  also  because  the  rela- 
tionship between  noise  and  hearing  has  been  difficult  to 
establish.  This  information  is  critical  to  writing  a reasonable 
standard  that  will  protect  the  vast  majority  of  exposed  work- 
ers, and  will  be  scientifically  and  economically  feasible  to 
implement  and  enforce.  Since  Sterner's  opinion  poll  in  1 952 
revealed  that  even  people  knowledgeable  in  noise  and  hear- 
ing had  vastly  different  notions  of  "safe"  intensities  at  a given 
frequency  (1 ),  many  authors  have  contributed  to  our  under- 
standing of  noise  and  its  effects  on  hearing.  Most  of  the 
important  articles  written  between  1 950  and  1 97 1 are  listed 
in  Table  9 of  the  National  Institute  for  Occupational  Safety 
and  Health  (NIOSH)  Criteria  for  Occupational  Exposure  to 
Noise  (2).  All  these  studies  had  serious  limitations,  and  none 
of  them  was  sufficiently  valid  and  reliable  to  be  adopted  as 
the  basis  for  establishing  standards.  Bauhn’s  (3)  1 973  analy- 
sis of  6,835  audiograms  was  presented  as  scientific  data  for 
the  establishment  of  damage  risk  criteria.  However,  its  valid- 
ity was  challenged  by  most  of  the  scientific  community.  The 
study  was  flawed  with  non-steady-state  noise  exposures,  im- 
proper test  room  masking,  vague  estimates  of  noise  dosage, 
auditory  fatigue,  and  improper  audiometric  testing.  Bauhn’s 
raw  data  were  never  made  available  to  the  scientific  commu- 
nity or  to  the  Secretary  of  Labor’s  Advisory  Committee  for  a 
Noise  Standard.  The  investigation  published  by  Burns  and 
Robinson  (4)  in  1 970  was  superior  to  Bauhn’s,  but  it  involved 
only  a small  number  of  workers  not  exposed  to  steady-state 
noise  levels  below  90  dBA.  Johnson  (5)  reviewed  Bauhn’s 
data  and  showed  that  36%  of  the  working  population  ex- 
posed to  95  dBA  has  hearing  loss  over  25  dBA  in  the  speech 
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frequencies  (500  Hz,  1 000  Hz,  2000  Hz)  after  20  years  of 
exposure  (about  age  40).  With  1 00  dBA  exposure,  the  per- 
centage increased  to  50%.  In  textile  weaving  rooms  with 
noise  levels  of  about  1 06  dBA,  young  employees  often  re- 
quire hearing  aids  after  only  seven  years  of  exposure  without 
ear  protection.  The  first  really  well  controlled  and  properly 
designed  investigation  was  the  Inter-Industry  Noise  Study  (6) 
published  in  1978.  In  this  comprehensive  investigation,  over 
250,000  employees  were  screened  in  order  to  find  290  ex- 
perimental subjects  who  met  the  strict  criteria  of  the  study. 
This  highlights  some  of  the  difficulties  responsible  for  the 
dearth  of  valid,  reliable  scientific  information.  Most  of  the 
studies  and  all  of  the  regulations  to  date  have  been  con- 
cerned with  continuous,  or  steady-state,  noise.  The  majority 
of  them  involved  plants  such  as  paper  mills,  textile  mills,  and 
metal  plants.  Recently,  it  has  been  shown  (7)  that  intermittent 
exposure  to  noise  has  a substantially  less  deleterious  effect 
on  hearing  in  the  speech  frequencies  than  does  continuous 
exposure.  A whole  new  set  of  standards  may  be  necessary 
for  intermittent  exposure  and  exposure  to  impact  noise. 

Prevention  of  noise-induced  hearing  loss  is  relatively  sim- 
ple and  inexpensive.  Although  the  obvious  and  most  desir- 
able solution  is  to  quiet  machinery  and  the  environment  to 
intensities  below  damaging  levels,  this  is  often  impractically 
costly  or  scientifically  impossible.  However,  properly  worn 
personal  hearing  protection  in  association  with  audiometric 
monitoring  is  both  inexpensive  and  extremely  effective  in  pre- 
venting hearing  loss.  Many  major  industries  now  have  com- 
prehensive hearing  conservation  programs  which  include 
noise  surveys  to  identify  hazardous  noise,  audiometric  test- 
ing programs  to  uncover  hearing  loss  from  all  causes  (not 
just  noise),  medical  diagnosis  of  all  abnormal  audiograms, 
follow-up  for  any  abnormalities,  retraining  and  monitoring  of 
all  testing  personnel,  audiometric  monitoring  for  the  effective 
use  of  ear  protection,  and  medical-legal  services.  Among  the 
many  additional  benefits  of  such  a program  is  the  recognition 
of  non-noise-induced,  curable  hearing  loss,  such  as  otoscler- 
osis, as  well  as  the  early  diagnosis  of  serious  causes  of 
hearing  loss  such  as  acoustic  neuroma. 

More  and  more,  physicians  are  called  upon  to  consult  in 
occupational  otologic  problems.  When  rendering  a judgment, 
it  is  no  longer  acceptable  to  conclude  that  a person  has  oc- 
cupational hearing  loss  simply  because  he  works  in  a noisy 
plant.  The  differential  diagnosis  is  lengthy,  and  it  must  be  es- 
tablished on  the  basis  of  positive  evidence.  Not  only  are 
there  potentially  staggering  sums  of  money  involved  (leading 
to  a natural  increase  in  spurious  claims  of  noise-induced 


hearing  loss),  but  there  are  also  many  serious  causes  of 
deafness  that  may  mimic  occupational  hearing  loss.  It  is  our 
medical  (and  medical-legal)  obligation  to  ferret  them  out.  In 
order  to  establish  a diagnosis  of  occupational  hearing  loss, 
one  must  have  at  least  a history  of  adequate  exposure  to 
noise  levels  sufficient  to  explain  the  hearing  loss,  a complete 
audiogram  (air  conduction,  bone  conduction,  and  discrimina- 
tion) consistent  with  noise-induced  hearing  loss,  stability  of 
the  hearing  level  after  the  subject  is  removed  from  noise  ex- 
posure, absence  of  other  causes  of  hearing  loss,  and  other 
data.  The  differential  diagnosis  must  include  presbycusis, 
noise-induced  hearing  loss  from  recreational  (not  occupa- 
tional) causes,  diabetes,  syphilis,  ototoxicity,  head  trauma, 
malingering,  acoustic  neuroma,  hereditary  hearing  loss,  and 
other  causes.  Even  the  typical  “4000  Hz  dip”  audiogram  that 
shows  maximum  hearing  loss  between  3000  Hz  and  6000  Hz 
can  be  caused  by  many  conditions  other  than  noise  (8). 

Although  otologic  advances  have  made  almost  all  forms  of 
conductive  hearing  loss  surgically  curable,  sensorineural 
hearing  loss  can  be  treated  and  potentially  cured  in  only  very 
few  conditions  (Meniere’s  disease,  syphilis,  hypothyroidism, 
and  a few  others).  Despite  advances  in  our  understanding  of 
hearing  loss  and  in  hearing  aid  technology  which  make  it 
possible  for  us  to  improve  the  lives  of  almost  every  patient 
with  deafness,  prevention  is  still  our  best  cure.  No  wide- 
spread disease  lends  itself  better  to  preventive  medicine  than 
noise-induced  hearing  loss.  Prolonged  exposure  to  noise 
above  90  dBA  is  potentially  hazardous.  Properly  chosen  and 
correctly  worn  ear  protectors  are  safe  and  effective  in  control- 
ling the  hazard.  Ear  protectors  should  also  be  worn  to  protect 
against  loud  recreational  noises  such  as  chain  saws,  snow- 
mobiles, motorcycles,  band  saws,  and  fire  arms.  With  persis- 
tent diligence,  we  are  already  working  to  eradicate  noise- 
induced  hearing  loss  in  American  industrial  and  military  oper- 
ations. The  cost  will  be  minimal.  The  savings  in  misery  is 
immeasurable. 
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CLINICAL  ABSTRACTS 


Ciinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Papulosquamous  lesions  of  glans  penis.  Douglas  B. 
Horan,  MD;  John  F.  Redman,  MD;  and  G.  Thomas  Jansen, 
MD.  Professional  Medical  Services  Company,  Urology,  vol 
23,  no  1 , January  1 984,  pp  1 -4, 

The  presentation  of  a scaly  papule  or  plaque  on  the  glans 
penis  should  suggest  more  widespread  papulosquamous 
disease.  Careful  examination  of  the  remaining  body  surface, 
including  the  oral  mucosa  and  nails,  in  almost  all  cases  will 
yield  clues  to  the  correct  diagnosis.  Papulosquamous  dis- 
ease which  may  present  as  a penile  lesion  includes  psoria- 
sis, Reiter  syndrome,  lichen  planus,  lichen  nitidus,  sebor- 
rheic dermatitis,  secondary  syphilis,  fixed  drug  eruption, 
erythroplasia  of  Queyrat,  plasma  cell  balanitis  of  Zoon, 
bowenoid  papulosis,  and  discoid  and  lichenoid  chronic  der- 
matosis of  Sulzberger  and  Garbe. 

Kaposi  sarcoma  and  lymphadenopathy  syndrome:  lim- 
itations of  abdominal  CT  in  acquired  immunodeficiency 
syndrome.  Kirk  L.  Moon,  Jr,  MD;  Michael  P.  Federle,  MD; 
Donald  I.  Abrams,  MD,  et  al.  The  Radiological  Society  of 
North  America,  Radiology,  vol  150,  1984,  pp  479-483. 

Abdominal  computed  tomography  (CT)  was  performed  in 
31  patients  with  Kaposi  sarcoma  (KS)  related  to  acquired 
immunodeficiency  syndrome  (AIDS),  three  patients  with 
classic  KS,  and  12  patients  with  the  newly  described  lymph- 
adenopathy syndrome  (LNS).  The  frequency,  distribution, 
and  appearance  of  lymphadenopathy  and  splenomegaly 
were  similar  in  the  AIDS-related  KS  and  LNS  groups.  Rectal 
and  perirectal  disease  was  identified  in  86%  of  the  homosex- 
ual men  studied;  rectal  KS  could  not  be  distinguished  from 
proctitis  on  CT  criteria  alone.  No  CT  abnormalities  were  seen 
in  patients  with  classic  KS.  The  CT  demonstration  of  retro- 
peritoneal, mesenteric,  or  pelvic  adenopathy  or  of  rectal  or 
perirectal  disease  in  patients  with  AIDS-related  KS  is  not 
necessarily  indicative  of  widespread  involvement  with  the 
disease. 


valent  problem  worldwide.  Scabies  accounts  for  2%  to  4%  of 
visits  to  dermatologists  in  the  United  States.  The  morbidity  of 
the  disorder  rests  not  so  much  with  the  bite  of  the  mite  as 
with  the  inflammation  which  accompanies  the  host  response. 
Inflammation  generates  the  intense  itch  so  characteristic  of 
the  disease.  The  purpose  of  this  article  is  to  review  the  immu- 
nologic aspects  of  the  host  response. 

Chronic  pain.  William  L.  Webb,  Jr,  MD.  Cliggott  Publishing 
Co,  Psychosomatics,  vol  24,  no  12,  December  1983,  pp 
1053-1063. 

Current  expansion  of  knowledge  concerning  chronic  pain  is 
attested  to  by  the  considerable  number  of  recent  journal  arti- 
cles on  individual  aspects  of  its  diagnosis  and  treatment. 
These  developments  are  synthesized  in  this  article  into  an 
overall  depiction  of  the  current  state  of  the  art  in  this  field, 
proceeding  from  contributing  factors,  through  differential  di- 
agnosis, and  to  treatment  procedures  and  programs. 

Legionnaires’  disease:  a review.  Paul  H.  Edelstein,  MD, 
and  Richard  D.  Meyer,  MD.  American  College  of  Chest  Phy- 
sicians, Chest,  vol  85,  no  1 , January  1 984,  pp  1 1 4-1 20. 

Legionnaires'  disease  is  the  pneumonia  produced  by  Legion- 
ella pneumophila,  a newly  recognized  gram-negative  bacillus. 
Neither  the  disease  nor  the  organism  is  new,  as  the  first  re- 
corded isolation  of  the  bacterium  was  in  1 947,  and  the  first 
well-documented  outbreak  of  the  disease  occurred  in  1 957. 

It  was  not  recognized  as  a distinct  entity  until  1 976,  when 
an  outbreak  of  pneumonia  occurred  among  American  Le- 
gionnaires in  convention.  Subsequent  to  recognition  of  the 
disease  and  rediscovery  of  the  organism,  many  thousands  of 
cases  of  this  disease  have  been  diagnosed  worldwide.  A 
nonpneumonic  form  of  disease  associated  with  L pneu- 
mophila (Pontiac  fever)  has  been  described,  and  at  least 
nine  other  species  have  been  discovered  or  rediscovered. 
This  review  focuses  primarily  on  pneumonia  due  to  L pneu- 
mophila, mainly  because  relatively  little  is  known  about 
infection  caused  by  the  other  species. 


The  immunology  of  scabies.  Mark  V.  Dahl,  MD.  American 
College  of  Allergists,  Annals  of  Allergy,  vol  51 , December 
1983,  pp  560-565. 

Scabies  is  a common  skin  disorder  of  man  caused  by  infesta- 
tion with  the  mite  Sarcoptes  scabiei.  Currently  it  is  a pre- 
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What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 


Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  6 10 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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Equagesic 


(meprobamate  with 


See  important  information  on  next  page 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 

Effective  adjunct  in 
short-term  treatment 
of  pain 

accompanied  by  tension  and/or 
anxiety  in  patients  with 
musculoskeletal  disorders. 


Equagesic* 

(meprobamate  with  aspirin)  e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i.e  over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients. 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds. 

MEPROBAMATE.  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e.g  carisoprodol, 
mebutamate,  or  carbromal 

WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of,  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g , vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and,  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation, symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g.,  driving  or  operating 
machinery. 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordiazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy, has  been  suggested  in  several  stud- 
ies Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic" 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics. 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized m the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  m patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl.  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis. 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses,  eosi- 
nophiha,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol, and  cross-sensitivity  between  mepro- 
bamate/mebutamate  and  meprobamate/ 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis, stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred. 

HEMATOLOGIC  (SEE  ALSO  “ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION. 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate.  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication.  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombmemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions.  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  hign 
as  3 0 mg  percent. 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol):  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given.  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate. 
Alkalimzation  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100;  Redipak"  strip 
pack  25's,  Redipak*  unit  dose  100's;  individ- 
ually wrapped 
Cl  3343-1  9/6-83 
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MEDICINE  AND  THE  LAW 


“JUSTICE”  SUPREME  COURT  STYLE 

Today,  the  Texas  Supreme  Court  doesn't  hesitate  to  ignore 
prior  case  law  or  to  interpret  statutes  in  whatever  way  is  nec- 
essary to  reach  a decision  the  Court  deems  fair.  In  a recent 
5-4  decision,  Duncan  v Cessna  Aircraft  Company,  the  “deep 
pocket"  theory  of  liability  was  openly  stated  as  reason 
enough  to  justify  recovery:  . .a  solvent  manufacturer  is 
better  able  to  spread  the  loss  than  is  the  plaintiff”  (1). 

In  the  Duncan  case,  the  dissenting  opinion,  authored  by 
Chief  Justice  Pope,  explained  the  obvious  inconsistency  be- 
tween the  Duncan  majority  and  a 1 983  professional  liability 
case  in  which  the  majority  of  the  court  found  a way  to  pro- 
vide the  plaintiffs  with  a larger  recovery:  “The  majority 
opinion  accords  an  unequal  treatment  to  plaintiffs  and  de- 
fendants. . . . Under  Sanchez,  the  plaintiff  prevails  if  he 
wins;  under  Duncan,  the  plaintiff  prevails  if  he  loses.  The 
defendant  loses  both  ways"  (2). 

In  another  5-4  decision,  the  majority  held  that  an  employer 
was  liable  for  an  off-duty,  off-premises  tort  of  one  of  its  intoxi- 
cated employees  even  though  the  employer  had  not 
contributed  to  the  employee's  state  of  intoxication. 
“(C)hanging  social  standards  and  increasing  complexities 
of  human  relationships  in  today’s  society.  . were  the  rea- 

sons given  for  this  drastic  expansion  of  an  employer’s 
liability  (3). 

This  philosophy  of  judicial  decision-making  by  the  major- 
ity has  been  extended  by  the  Texas  Supreme  Court  in 
decisions  interpreting  the  1975  and  1977  tort  reforms.  These 
were  passed  by  the  Texas  Legislature  during  the  profes- 
sional liability  insurance  crisis  in  the  1970s.  These  reforms 
are  summarized  below. 


1975  tort  reforms 

In  the  1 970s  Texas  faced  a professional  liability  insurance 
crisis  and  physicians  asked  the  Legislature  to  address  the 
problem.  In  1975,  the  Texas  Legislature  enacted  provisions 
which  limited  the  tolling  of  the  statute  of  limitations  for  minors 
(4).  Before  1 975,  the  statute  of  limitations  for  minors  did  not 
begin  to  run  until  age  1 8.  Because  the  statute  of  limitations  in 
negligence  actions  is  two  years,  this  meant  that  a child  age  6 
months  could  wait  1 9V2  years  before  filing  his  or  her  lawsuit 
and  the  court  would  consider  it.  Linder  the  amendments  pro- 
vided in  1 975,  the  statute  of  limitations  dropped  to  age  6 
(tolled  for  six  years  plus  two  years)  for  suits  against  physi- 
cians who  maintained  professional  liability  insurance.  For 
those  physicians  without  insurance,  the  old  tolling  provisions 
applied. 

The  new  statute  was  designed  to  encourage  physicians  to 
continue  to  pay  for  professional  liability  insurance  coverage 
and  limit  some  of  the  uncertainty  insurers  face  in  determining 


their  risks  over  a longer  period  of  time. 

That  same  year,  the  Legislature  created  the  “Keeton  Com- 
mission” (5)  to  study  the  problems  in  professional  liability  and 
to  make  legislative  proposals  to  deal  with  those  problems.  A 
Joint  Underwriting  Association  was  created  to  assure  that 
physicians  and  other  health  care  providers  could  obtain  in- 
surance in  Texas  during  the  period  of  the  crisis  (6). 

1 977  tort  reforms 

Based  on  the  Keeton  Commission  findings  and  testimony 
provided  to  the  Texas  Legislature  in  1977,  several  new  tort 
reforms  were  enacted  in  1977  to  deal  with  the  continuing  cri- 
sis of  health  care  professional  liability  insurance.  These 
reforms  included  (1 ) a 60-day  notice  provision  to  be  given  to 
the  health  care  provider  before  filing  suit  in  any  court;  (2)  a 
clause  specifying  that  the  amount  of  money  claimed  as  dam- 
ages shall  not  be  stated  in  the  cause  of  action;  (3)  creation  of 
the  Texas  Medical  Disclosure  Panel,  which  was  to  determine 
which  risks  and  hazards  relating  to  medical  care  and  surgical 
procedures  should  be  disclosed  in  writing  and  which  could  be 
merely  discussed  orally;  (4)  a provision  which  prevented  fur- 
ther expansion  of  the  doctrine  of  res  ipsa  loquitur:  (5)  a bad 
faith  cause  of  action  counter  suit  remedy;  (6)  permitting  ad- 
vance payments  without  admission  of  liability  on  the  part  of 
health  care  providers  or  their  insurance  companies;  (7)  rais- 
ing the  tolling  of  the  statute  of  limitations  for  minors  at  age  1 2; 
and  (8)  limiting  liability  to  $500,000,  adjusted  for  inflation 
(now  approximately  $850,000),  excluding  expenses  for  medi- 
cal, hospital,  and  custodial  care,  and  should  this  limitation  be 
held  unconstitutional,  a maximum  limitation  on  pain  and  suf- 
fering of  $150,000  (7). 

Court  action 

Many  of  these  provisions  were  challenged  over  the  past  sev- 
eral years.  Several  have  reached  the  Texas  Supreme  Court 
and  are  discussed  below. 

LAMAR  V GRAHAM 

This  was  a medical  malpractice  suit  by  a patient  based  upon 
the  alleged  negligent  diagnosis  of  the  physician  made  more 
than  six  years  before  the  suit  was  filed  (8).  The  patient  ar- 
gued that  the  statute  of  limitations  should  not  be  held  to  have 
run  since  the  injury  could  not  have  been  discovered  by  the 
patient  until  much  later.  In  this  case  the  Texas  Supreme 
Court  affirmed  the  judgment  of  the  Court  of  Appeals  uphold- 
ing the  defendant  physician’s  statute  of  limitations  defense 
that  the  “discovery”  rule  should  not  apply  to  cases  involving 
negligent  diagnosis.  Some  time  later,  on  a motion  for  rehear- 
ing, the  court  reversed  itself  finding  that  the  statute  of 
limitations  was  tolled  until  the  patient  discovered  or  could 
have  discovered  the  negligent  diagnosis  alleged.  Then,  on 
another  motion  for  rehearing  at  which  time  amicus  curiae 


Volume  80  April  1984 


71 


(friend  of  the  court)  briefs  by  TMA  and  TMLT  were  filed,  the 
Supreme  Court  sent  the  case  back  to  the  Court  of  Appeals 
deciding  it  should  not  have  accepted  the  appeal  in  the  first 
place,  leaving  the  decision  in  favor  of  the  physician  at  the 
lower  court  standing.  The  Supreme  Court  avoided  deciding 
the  issue  this  time  and  by  doing  so,  forewarned  those  de- 
fending cases  of  the  delicate  balance  of  power  on  the  court 
with  respect  to  its  willingness  to  break  from  earlier  court  deci- 
sions and  make  new  laws  expanding  the  potential  liability  of 
physician  defendants. 

SAX  V VOTTELER 

The  Texas  Supreme  Court  threw  out  the  statute  of  limitations 
for  minors  enacted  in  1 975  providing  that  the  statute  was 
tolled  only  until  age  six  rather  than  age  1 8.  The  Supreme 
Court  held  this  statute  unreasonably  and  unconstitutionally 
denied  the  plaintiff’s  right  to  the  court  (9).  Thus,  insurance 
carriers  continue  to  face  long  “tails”  of  coverage  and  an  un- 
certain basis  from  which  to  determine  premiums.  The  1 977 
act  tolling  the  statute  of  limitations  for  minors  is  similar  to  the 
1975  act.  Expert  commentators  have  good  reason  to  predict 
that  the  present  Supreme  Court  will  throw  out  the  1 977  provi- 
sion as  well. 

DELGADO  V BURNS 

The  patient  brought  medical  malpractice  action  alleging  that 
the  physician  had  left  surgical  staples  in  the  plaintiff’s  body 
during  an  operation  he  had  performed  more  than  three  years 
previously.  The  Court  of  Appeals  held  that  the  fact  that  the 
patient  did  not  discover  that  staples  had  been  left  in  for  more 
than  three  years  after  the  surgery  would  not  prevent  the  stat- 
ute of  limitations  for  medical  malpractice  actions  to  run. 
Therefore,  the  action  was  barred  by  the  two-year  statute  of 
limitations.  The  Court  of  Appeals  noted  that  the  1975  statu- 
tory language  abrogated  all  the  court-made  discovery  rules 
delaying  when  certain  classes  of  malpractice  causes  of  ac- 
tion accrue.  On  appeal,  the  Texas  Supreme  Court  came  to 
the  opposite  result.  It  held  that  the  physician  failed  to  estab- 
lish as  a matter  of  law  that  the  limitations  period  barred  the 
plaintiff’s  suit  where  the  physician  did  not  offer  any  proof  as  to 
whether  the  date  of  the  last  postoperative  checkup  or  the 
date  on  which  he  removed  the  first  staple  from  the  patient’s 
body  was  the  “last  date  of  treatment"  (10).  Thus,  a new  bur- 
den of  proof  was  created  for  defendant  physicians  to  meet  to 
successfully  secure  a statute  of  limitations  defense. 

SANCHEZ  V SCHINDLER 

The  Texas  Supreme  Court  was  asked  to  consider  whether  or 
not  it  would  continue  to  follow  the  statutorily  based  “pecuni- 
ary loss  rule”  limiting  the  surviving  parent  in  an  action  for  the 
death  of  a child  to  the  pecuniary  value  of  the  child's  services 
and  financial  contributions  minus  the  cost  of  his  or  her  care, 


support,  and  education.  The  Texas  Supreme  Court  in  this 
decision  threw  out  this  rule  retrospectively  in  favor  of  a new, 
more  liberal  rule,  which  permits  the  parents  to  recover  pecu- 
niary loss  as  well  as  loss  of  companionship  and  society  and 
damages  for  mental  anguish  for  the  death  of  the  child.  The 
justification  and  the  court's  reasoning  were  that  the  needs  of 
a modern  society  dictate  this  change;  therefore,  it  need  not 
wait  for  the  Legislature  to  act.  (Chief  Justice  Pope  and  Jus- 
tices McGee  and  Barrow  dissented  in  this  opinion.)  The 
majority  opinion  justified  its  creation  stating  that  “judicial  de- 
cision is  the  best  way  to  develop  tort  law”  (1 1 ). 

PETERSON  V SHIELDS 

The  Texas  Supreme  Court  was  asked  to  interpret  the  new 
tort  reform  provisions  passed  in  1977  concerning  the  Texas 
Medical  Disclosure  Panel.  It  concluded  that  the  1 977  provi- 
sion replaced  the  common  law  locality  rules  of  informed 
consent  with  a “reasonable  person  rule.”  It  no  longer  is  nec- 
essary to  introduce  expert  testimony  regarding  the  standard 
of  care  in  a certain  community  to  get  the  informed  consent 
issue  to  the  jury.  Now  the  physician  must  disclose  all  risks  or 
hazards  which  could  influence  a reasonable  person  to  make 
a decision  to  consent  to  the  procedure  when  the  Texas  Medi- 
cal Disclosure  Panel  has  not  determined  the  type  of 
disclosure  required  for  that  procedure  (12).  Thus,  it  is  much 
easier  for  the  patient's  attorney  to  get  the  informed  consent 
issue  to  the  jury  and  obtain  a favorable  ruling. 

BORDELON  V PECK 

The  Supreme  Court  reversed  a Court  of  Appeals  decision 
which  said  the  two-year  statute  of  limitations  had  run  against 
a patient  who  had  filed  a malpractice  suit  against  her  phy- 
sician. The  court  concluded  that  the  two-year  statute  of 
limitations  does  not  abolish  “fraudulent  concealment”  as  an 
assertion  which  defeats  a statute  of  limitations  defense,  if 
proven.  The  court  stated  the  physician  had  a duty  to  disclose 
to  the  patient  the  negligent  act  alleged,  and  his  alleged  failure 
to  do  so  constitutes  fraudulent  concealment,  if  proven.  In  this 
case,  the  plaintiff  had  alleged  that  the  physician  had  not  fully 
disclosed  the  negligent  act.  Therefore,  the  case  should  pro- 
ceed for  the  purpose  of  determining  whether  or  not  fraudu- 
lent concealment  took  place.  This  would  be  a fact  question 
for  the  jury  to  decide  (13). 

A dissenting  opinion  was  filed  by  Justice  Barrow  in  which 
Chief  Justice  Pope  and  Justices  Campbell  and  Wallace 
joined.  These  justices  believe  that  the  statute  absolutely 
abolished  all  judge-made  exceptions  to  the  two-year  statute 
of  limitations.  The  majority  is  accused  of  circumventing  the 
Legislature’s  intent  by  the  dissenting  justices: 

“(The)  language  of  the  statute  is  unambiguous.  . ..  Be- 
cause the  courts  are  not  ‘law-making’  bodies,  they  must  take 
statutes  as  they  find  them”  (14). 
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In  light  of  this  court-created  exception  to  the  two-year  stat- 
ute of  limitations,  physicians  are  well  advised  to  document 
the  fact  that  they  advised  their  patients  fully  of  the  results  of 
the  operation  or  procedure,  including  any  adverse  affects. 

We  can  anticipate  more  “fraudulent  concealment”  allega- 
tions in  order  for  plaintiffs  to  get  around  the  two-year  statute 
of  limitations. 

SCHEPPS  V PRESBYTERIAN  HOSPITAL 
In  this  case,  the  60-day  written  notice  statutory  requirement 
prior  to  filing  a professional  medical  liability  lawsuit  was  at 
issue  before  the  Texas  Supreme  Court.  The  patient’s  lawyer 
failed  to  give  the  required  statutory  notice  and  went  ahead 
and  filed  his  client’s  lawsuit.  The  defendants  argued  that 
since  the  patient  failed  to  meet  the  mandated  statutory  re- 
quirement, the  lawsuit  should  be  dismissed.  That  would  have 
had  the  effect  of  preventing  the  patient  from  proceeding  in  his 
suit  against  the  physician  because  the  statute  of  limitations 
would  have  run. 

The  Texas  Supreme  Court  in  this  case  decided  that  even 
though  the  60-day  notice  was  mandatory,  it  would  be  en- 
forced by  the  Supreme  Court  by  only  staying  the  suit  for  60 
days.  After  that  time,  the  suit  would  be  permitted  to  continue 
(15). 

Chief  Justice  Pope  dissented  strongly  in  this  case  (16).  He 
stated  that  the  legislative  history  demonstrated  its  intent  to 
reject  those  claims  that  are  groundless  and  unmeritorious. 

He  agreed  that  the  Keeton  Commission  had  found  that  mal- 
practice claims,  and  especially  nuisance  claims,  magnify  the 
cost  for  all  users  of  medical  services.  The  purpose  of  the  act 
was  to  keep  cases  from  reaching  the  stage  of  a lawsuit  and 
provided  a process  to  screen  such  suits  by  requiring  60-day 
notice.  This  period  would  afford  an  opportunity  for  consulta- 
tion, mediation,  and  adjustment  in  many  instances.  Chief 
Justice  Pope  concluded  that  the  modest  legislative  proposal 
should  not  be  frustrated,  as  the  majority  opinion  permits,  by 
ignoring  the  statute. 

Thus,  even  mandated  modest  tort  reforms  enacted  by  the 
Texas  Legislature  are  emasculated  by  the  Court.  After 
Schepps  we  hardly  can  expect  the  court  to  respect  the  legis- 
lative remedies  enacted  to  address  the  professional  liability 
insurance  crisis.  In  fact,  the  next  case  illustrates  all  too  well 
that  the  next  insurance  crisis  may  well  be  here,  not  just  for 
physicians,  but  for  all  solvent  or  insured  potential  defendents. 

Not  just  physicians  affected 

The  Texas  Supreme  Court  was  asked  to  review  a case  in- 
volving whether  or  not  an  employer  had  a duty  to  assume 
control  over  an  intoxicated  employee  and  the  liability  of  the 
employer  for  damages  to  third  persons  if  such  control  was 
not  assumed.  In  this  case,  Otis  Engineering  Corporation  v 
Clark  (17),  an  employee  of  Otis  Engineering  appeared  to  be 


incapable  of  continuing  his  job  (allegedly  he  was  intoxicated). 
The  supervisor  suggested  that  the  employee  go  home  and 
rest  and  return  the  next  day.  The  employee  then  left  in  his 
automobile  and  on  the  way  home  was  involved  in  a wreck 
which  killed  four  people  including  the  plaintiffs.  The  suit  was 
against  the  employer,  Otis  Engineering,  by  the  survivors  of 
two  of  the  deceased  persons. 

The  trial  court  granted  Otis'  Motion  for  Summary  Judgment 
on  the  grounds  that  as  a matter  of  law  the  company  had  no 
duty  to  these  third  persons  because  it  had  no  duty  to  restrain 
its  employee  or  to  control  his  actions  while  he  was  off  duty 
and  not  on  the  premises.  The  Court  of  Appeals  reversed  and 
remanded  the  case  for  trial  saying  that  when  an  employer 
takes  action  amounting  to  some  assumption  of  control  over 
an  employee  who  is  likely  to  be  dangerous  to  others  (in  this 
case,  advises  the  employee  to  go  home)  a special  relation 
arises  which  may  in  the  proper  case  impose  a duty  of  reason- 
able care  and  resulting  liability  if  that  duty  is  breached. 

The  Supreme  Court  noted  that  Otis  Engineering  main- 
tained a nursing  station  on  its  premises  for  the  benefit  of  ill  or 
disabled  employees.  Otis  Engineering  did  not  take  advan- 
tage of  this  facility  nor  did  it  give  the  employee  a ride  home  or 
telephone  his  wife  or  the  police  or  a taxi.  The  Texas  Supreme 
Court  said:  "What  we  must  decide  is  if  changing  social  stan- 
dards and  increasing  complexities  of  human  relationships  in 
today’s  society  justify  imposing  a duty  upon  an  employer  to 
act  reasonably  when  he  exercises  control  over  his  servants” 
(18). 

The  court  concluded  that  when,  because  of  an  employee's 
incapacity,  an  employer  exercises  control  over  the  employee, 
the  employer  has  the  duty  to  take  such  action  as  a reason- 
ably prudent  employer  under  the  same  or  similar  circum- 
stances would  take  to  prevent  the  employee  from  causing  an 
unreasonable  risk  of  harm  to  others.  The  duty  of  the  em- 
ployer or  one  who  can  take  charge  over  a dangerous  person 
is  not  an  absolute  duty  to  ensure  safety,  but  requires  only 
reasonable  care.  Therefore,  the  Supreme  Court  concluded 
that  the  case  should  proceed  at  the  trial  level  for  determina- 
tion of  the  issues. 

A strong  dissenting  opinion  was  filed  by  Justice  McGee, 
joined  by  Chief  Justice  Pope  and  Justices  Barrow  and  Camp- 
bell (19).  The  dissenting  justices  state  that  Otis  Engineering 
was  under  no  legal  duty  to  restrain  its  employee  or  to  refrain 
from  sending  him  home  before  the  end  of  his  shift.  The  ma- 
jority of  the  court  in  the  dissenting  justice's  opinion  failed  to 
state  why  Otis  owed  a duty  to  the  injured  third  parties.  Here, 
the  majority  has  held  an  employer  liable  for  an  off-duty,  off- 
premise  tort  of  one  of  its  intoxicated  employees  when  the 
employer  has  not  contributed  to  the  employee's  state  of 
intoxication. 

This  decision  radically  increases  the  potential  liability  for  all 
Texans  without  even  acknowledging  those  policies  that  mili- 
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tate  against  the  recognition  of  a duty  in  cases  such  as  these. 
In  the  dissenting  justices’  opinion,  the  bench,  the  bar,  and  the 
public  are  entitled  to  know  the  reasons  for  and  the  conse- 
quences of  expanded  liability.  The  majority  opinion  chose  not 
to  address  these  matters. 

Conclusion 

The  Texas  Supreme  Court  today  does  not  hesitate  to  change 
prior  case  law  or  interpret  statutes  away  in  order  to  obtain  the 
judgment  it  deems  fair.  Many  of  these  result-oriented  opin- 
ions are  5-4  decisions.  As  Justice  McGee  stated  in  his 
dissenting  opinion  in  Otis  Engineering,  ‘‘The  result  the  major- 
ity reaches  in  this  case  will  no  doubt  reinforce  cynical  public 
attitudes  that  tort  liability  is  not  based  upon  fault,  but  upon 
ability  to  satisfy  a judgment"  (20). 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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The  IBM  Personal  Computer 

A tool  for  modern  times 

in  the  Medical  Office. 


MEDI-SCAN®,  an  Authorized  IBM®  Value- 
Added  Dealer  for  the  Personal  Computer 


Our  Comprehensive  $8,995.00  MEDI-SCAN  In-office 

Billing  And  Accounting  System  Includes: 

• The  IBM  Personal  Computer  XT  with  128K, 

10  Megabyte  hard  disk. 

• The  IBM  Graphics  Printer. 

• MEDI-SCAN  software — customized  for  your 
practice,  including  procedure  numbers  for  state 
agencies.  Generates  accounting  reports, 
comprehensive  patient  statements,  insurance 
and  third  party  forms. 

• Optional  electronic  paperless  billing  to  third  party 
agencies,  where  applicable. 

• Training — Complete  in-office  training  for  your  staff. 

• Support — “HOT-LINE”  800  number  for 
continuous  support. 


MEDI-SCAN  Single  Source 
Support  System 


MEDI-SCAN’S  unique,  comprehensive  hardware  and  software  maintenance  agreement  guarantees  continuing 
service  and  repair,  system  updates  and  additional  customization,  plus  in-office  training — all  from  one  source.  Our 
local  training  consultants  and  technicians  are  dedicated  to  giving  you  the  best  possible  service. 


IBM  Personal  Computer  XTs  are  in  stock  in  our  local  warehouses  ready  to  be  immediately  installed.  Over  three 
hundred  physicians  are  using  the  MEDI-SCAN  System — join  them  in  making  the  IBM  PC-XT  “A  tool  for  modem 
times  in  the  medical  office.” 


Networking  available  for  group  practices  and  clinics 


I would  like  to  know  more  about  the  MEDI-SCAN 
System  on  the  IBM  Personal  Computer  XT. 

Dr. 


Address 

Citv 

State 

Zip 

Phone ( 

) 

Or  call:  800-922-1021 
In  MA-  800462-1009 

Send  to:  MEDI-SCAN 
90  Madison  Street,  Worcester,  MA  01608 


Service  centers  currently  in:  New  England  • Mid  Atlantic  States  • Mid  Western  States  • California  • Texas 

®MEDI-SCAN  is  a registered  trademark  of  PAL  Assoc.  Inc. 

PAL  Associates  is  an  Authorized  IBM  Value-Added  Dealer  for  the  Personal  Computer. 

®IBM  is  a registered  trademark  of  International  Business  Machines  Corporation. 


Volume  80  Aprill  984 


77 


In  a word,  it  means  service.  Service 
to  the  State  of  Texas  and  the  impor- 
tant work  underway  there  in  radi- 
ology. Service  from  the  world 
leader  in  diagnostic  imaging— 
Picker  International. 

Service  that’s  fast. 
Service  that’s  efficient. 
We  promise. 

We’ve  relocated  experienced,  special- 
ized service  engineers  from  around  the 
U.S.  to  augment  the  professionals 
we’ve  added  from  within  Texas. 
Plugged  Texas  into  our  computerized 
parts  network.  Stocked  key  parts  in 
Texas.  And  set  up  24-hour  service  hot- 
lines to  assure  the  fastest  response  time 
for  your  service  needs. 

A service  team  of  factory- 
trained  technical  experts. 
We  promise. 

No  one  knows  your  Picker  equipment 
like  your  Picker  Service  Representa- 
tive. He’s  backed  by  intensive  head- 
quarters training,  substantial  field  ex- 


perience as  a specialist  in  his  particular 
modality.  He’s  got  the  technical  ex- 
pertise and  diagnostic  tools  it  takes  to 
identify  your  problem.  The  hands-on 
experience  to  fix  it  fast. 

The  worldwide  resources 
of  factory-direct  service. 
We  promise. 

In  CT,  in  NMR,  in  X-ray,  Nuclear,  Ultra- 
sound, Radiological  Consumables  and 
Accessories.  Picker  service  people  are 
up-to-the-minute  specialists  in  the 
science  of  diagnostic  imaging.  Backed 
by  Picker’s  worldwide  capabilities,  they 
bring  you  a knowledge  base,  an  ex- 
perience base,  and  a parts  inventory 
access  no  other  service  organization 
can  beat. 

The  service  contract 
that’s  right  for  you. 

We  promise. 

Because  you  and  your  equip- 
ment have  unique  needs,  we 
tailor  every  service  contract  in- 
dividually. But  every  one  has 


the  same  goal:  maximum  uptime, 
maximum  throughput.  All  at  a price 
that’s  competitive  and  never  includes 
any  hidden  charges.  Whether  it’s  for 
preventive  and/or  corrective  main- 
tenance, for  parts,  for  labor,  for  X-ray 
tubes. 

If  you  have  Picker  equipment  in 
your  hospital  or  clinic,  you’ve  already 
made  a wise  investment.  Now,  make 
that  investment  pay  even  higher  divi- 
dends. With  service  from  Picker  Inter- 
national. Call  today  at  214-669-3697. 


PICKER  INTERNATIONAL 
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s prescribing,  see  complete  prescribing  Information  in 
CO.  literature  or  PDR.  The  following  Is  a brief  summary 


ARNING 

ns  drug  is  not  indicated  lor  initial  therapy  ot  edema  or 
ypertension  Edema  or  hypertension  requires  therapy 
■ated  to  the  individual  If  this  combination  represents  the 
usage  so  determined,  its  use  may  be  more  convenient  in 
itient  management.  Treatment  of  hypedension  and  edema 
not  static,  but  must  be  reevaluated  as  conditions  In  each 
stient  warrant 


itraindicatlons:  Concomitant  use  with  other  potassium 
nng  agents  such  as  spironolactone  or  amiloride.  Further  use 
nuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
existing  elevated  serum  potassium.  Hypersensitivity  to  either 
nponent  or  other  sulfonamide-derived  drugs 
rnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
a,  unless  hypokalemia  develops  or  dietary  intake  of  potas- 
n is  markedly  impaired.  It  supplementary  potassium  is 
ded,  potassium  tablets  should  not  be  used  Hyperkalemia 
occur,  and  has  been  associated  with  cardiac  irregularities.  It 
■ore  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
il  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
ed  If  hyperkalemia  develops,  substitute  a thiazide  alone, 
net  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
requires  prompt  additional  therapy.  Thiazides  cross  the 
«ntal  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
uires  weighing  anticipated  benefits  against  possible  hazards, 
jding  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
erse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
terene  may  appear  in  breast  milk  It  their  use  is  essential,  the 
ent  should  stop  nursing.  Adequate  information  on  use  in 
dren  is  not  available  Sensitivity  reactions  may  occur  in 
ants  with  or  without  a history  of  allergy  or  bronchial  asthma. 
;sible  exacerbation  or  activation  of  systemic  lupus  erythe- 
tosus  has  been  reported  with  thiazide  diuretics 
cautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ilarly  important  in  patients  vomiting  excessively  or  receiving 
enteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
corticosteroids  or  codicotropin  [ACTH]).  Periodic  BUN  and 
□m  creatinine  determinations  should  be  made,  especially  in 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
ifficiency  Cumulative  effects  of  the  drug  may  develop  in 
cents  with  impaired  renal  function  Thiazides  should  be  used 
1 caution  in  patients  with  impaired  hepatic  function  They  can 
cipitate  coma  in  patients  with  severe  liver  disease.  Observe 
ularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
cratic  reactions  Blood  dyscrasias  have  been  reported  in 
lents  receiving  triamterene,  and  leukopenia,  thrombocyto- 
na,  agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
jn  reported  with  thiazides  Thiazides  may  cause  manifestation 
atent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
decreased  when  used  concurrently  with  hydrochlorothiazide; 
age  adjustments  may  be  necessary.  Clinically  insignificant 
luctions  in  arterial  responsiveness  to  norepinephrine  have 
?n  reported  Thiazides  have  also  been  shown  to  increase  the 
alyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
locurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
iodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
rertensive  effects  may  be  enhanced  in  post-sympathectomy 
tents  Use  cautiously  in  surgical  patients  Triamterene  has 
tn  found  in  renal  stones  in  association  with  the  other  usual 
cuius  components.  Therefore.  'Dyazide’  should  be  used  with 
ition  in  patients  with  histories  of  stone  formation.  A few  occur- 
ices  of  acute  renal  failure  have  been  repoded  in  patients  on 
'azide'  when  treated  with  indomethacin  Therefore,  caufion  is 
/ised  m administering  nonsteroidal  anti-inflammatory  agents 
h 'Dyazide  The  following  may  occur:  transient  elevated  BUN 
creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
ulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
litalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
h possible  metabolic  acidosis  Dyazide  interferes  with  fluores- 
nt  measurement  of  quinidine  Hypokalemia  is  uncommon  with 
.-azide',  but  should  it  develop,  corrective  measures  should  be 
;en  such  as  potassium  supplementation  or  increased  dietary 
3ke  ot  potassium-rich  foods  Corrective  measures  should  be 
•tituted  cautiously  and  serum  potassium  levels  determined, 
icontinue  corrective  measures  and  Dyazide1  should  labora- 
y values  reveal  elevated  serum  potassium  Chloride  deficit 
iy  occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
h chlorpropamide  may  increase  the  risk  of  severe  hypo- 
iremia  Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
.turbance  Calcium  excretion  is  decreased  by  thiazides, 
azide'  should  be  withdrawn  before  conducting  tests  for  para- 
/roid  function. 

nazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
isive  drugs. 

uretics  reduce  renal  clearance  ot  lithium  and  increase  the  risk 
lithium  toxicity. 

Iverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
he,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
irpura.  other  dermatological  conditions;  nausea  and  vomiting, 
arrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
-al  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
increatitis,  xanthopsia  and  respiratory  distress  including  pneu 
onitis  and  pulmonary  edema,  transient  blurred  vision,  sialade- 
lis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
is  been  found  in  renal  stones  in  association  with  other  usual 
ilculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
i ve  been  reported.  Impotence  has  been  reported  in  a few 
itients  on  Dyazide',  although  a causal  relationship  has  not 
ten  established 

upplied:  Dyazide'  is  supplied  in  bottles  ot  1000  capsules: 
Ingle  Unit  Packages  (unit-dose)  ot  100  (intended  for  institu- 
>nal  use  only);  in  Patient-Pak”  unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  You  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
\bur  Assurance  of 
SK&F  Quality 


— 


ft./;:-:  s-Tf'T  t.;"T 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  \fears  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
\bur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


©SK&F  Co.,  1983 


(ASPIRIN)  RELEASE 

Arthritis  Therapy 
That  Checks  Out. 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 

ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


1 HR/pH  1.2 

2 HR/pH  7.5 

3 HR/pH  7.5 

■ 

1 j 

gjgjL  Jkp 

Convenient  b.i.d.  dosage... enhances  patient  compliance. 

Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORprin  (ASPIRIN)  Zero-Order  Release. 


Pioneers  in  medicine  for  the  family 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE,  PO.  BOX  6750 
SHREVEPORT,  LOUISIANA  71106-9989 


© Boots  Pharmaceuticals,  Inc.,  1983 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorprin  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion.  The  controlled  availability  of  aspirin  provided  by  Zorprin  approximates  zero-order  release;  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug.  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorprin,  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known  □ Zorprin  dissolution  is  pH-dependent.  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas,  Zorprin  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH.  It  is  this  pH  dependence  of  Zorprin  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential.  □ Bioavailability  data  for  Zorprin  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose.  This 
substantiates  a twice  daily  dose  regimen.  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  for  conventional  release  aspirin  using  the  same  total  daily  dose.  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days).  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorprin  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours.  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined.  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%);  acyl  glucuromdes  (5%)  and  gentisic  acid  (<1%).  □ INDICATIONS  & USAGE: 
Zorprin  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis.  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care).  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorprin  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients.  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS).  Zorprin  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration.  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  for  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders.  Zorprin  is  not  recommended  for  children  under  12  years  of  age;  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration. 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time.  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended.  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics.  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid.  □ USE  IN  PREGNANCY:  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women.  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus.  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy.  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates.  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout.  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants.  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction.  □ Salicylates 
can  produce  changes  in  thyroid  function  tests.  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia,  Vitamin  K deficiency  and  in  those  undergoing  surgery,  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures.  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2.0  grams/day.  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin.  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs.  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin.  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding.  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity. 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates.  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration  Urinary  alkalimzers  decrease  aspirins  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction.  □ Pregnancy  Category  D.  See  WARNINGS  Section.  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers.  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother. 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis.  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin.  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn.  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding.  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects.  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis.  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes,  e g.  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus.  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted.  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease.  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction.  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism:  tinnitus,  vertigo,  headache,  confusion,  drowsmes,  sweating,  hyperventilation,  vomiting  or  diarrhea.  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160'  mg/dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  7.1  may  indicate 
serious  poisoning.  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants;  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old.  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate.  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate.  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required.  □ ('A  plasma  salicylate  level, of  160  mg/dl  in  an  adult  is  usually  considered  lethal.)  □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  of  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  of  the 
drug . □ It  is  recommended  that  Zorprin  be  taken  with  sufficient  quantities  of  fluids  (8  oz  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day.  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream,  Zorprin  tablets  may  be  taken  as  a b i d.  dose.  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs.  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin.  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment.  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  for  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain,  white  capsule-shaped  tablets.  □ Bottles  of  100  Tablets  — NDC  0524-0057-01.  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  □ U S Patent  No  4,308,251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS,  INC.,  Shreveport,  Louisiana  71106  U.S.A. 

12/8/83  0057-04 


e Boots  Pharmaceuticals.  Inc. 

H540  LINE  AVENl'E.  HO.  BOX  H750 
SHREVETOKT.  LOt'ISIANA  71100-1)989 


The  structural 
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Community 
Alimentation 
Services  Inc. 


Serving  the  Community  Since  1978 


Community  Alimentation 
Services  Inc.  is  a professional, 
clinical-intravenous  and 
nutritional  support  service. 

Our  primary  purpose  is  to  serve 
outpatients  receiving  home 
fluid  therapy  — parenteral 
nutrition,  enteral  nutrition, 
and  intravenous  fluids  or 
medication. 


Home  Care  Products 
Community  Alimentation  Services 
will  provide  any  selected  products 
directly  to  the  home  fluid  therapy 
and  / or  oncology  patient. 

Patient  Services 
All  services  are  provided  as 
indicated  for  each  individual 
patient’s  safest  and  most  effective 
home  fluid  therapy.  Professional 
services  are  free  of  charge. 


Now  Serving  the  San  Antonio  Area 

7529  Reindeer  Trail  • San  Antonio,  Texas,  78238  • (512)  680-3636 


In  the  automobile 
leasing  jungle, 
you  need  a good 
guide. 

Leasing  an  automobile  is  sometimes  a 
confusing,  mysterious  proposition.  But  it 
doesn’t  need  to  be. 

For  nearly  15  years,  Curry  Auto  Leasing 
has  leased  thousands  of  cars  --  all  makes 
and  models,  large  and  small,  imports  and 
domestics.  We  specialize  in  custom  design- 
ing flexible  lease  plans  for  each  individual  or 
company.  And  we  have  put  together  a 
“Guide  to  Leasing”  that  answers  nearly 
every  question  you  might  have  about  your 
own  needs. 

Before  you  lease,  call  or  write  us.  We’ll 
send  you  a free  guide.  Remember,  it’s  a 
jungle  out  there. 


CURRY  AUTO  LEASING 


5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
Telephone:  (214)  239-1 1 1 1 
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TMA  ADDS  TWO  NEW  SECTIONS  TO  SCIENTIFIC 
PROGRAMMING 

1984  marks  the  debut  of  the  Sections  on  Endocrinology 
and  Oncology  as  full  sections  of  the  annual  session  sci- 
entific programming. 

On  Friday,  May  1 1 , the  Section  on  Endocrinology  will 
provide  new  information  about  developments  in  diabe- 
tes management,  pituitary  tumor  cases,  obesity,  and 
infertility. 

“Hypoglycemia — Pitfalls  in  the  Management  of  Type  I 
Diabetes  Mellitus’’  will  be  the  Sunrise  Session  topic,  pre- 
sented by  Jay  S.  Skyler,  MD,  of  Miami,  Fla.  Dr  Skyler  also 
will  speak  on  the  medical  management  of  pregnant  dia- 
betic patients.  His  discussion  will  be  followed  by  TMA 
members  Manuel  E.  Rivera-Alsina,  MD,  of  Houston, 
speaking  on  obstetrical  management  of  pregnant  dia- 
betics, and  C.  Joan  Richardson,  MD,  of  Galveston, 
speaking  on  the  medical  management  of  infants  of  dia- 
betic mothers.  Daniel  W.  Foster,  MD,  of  Dallas,  will 
discuss  endocrinological  involvement  in  “Update  on 
Obesity— 1984.” 

Guest  speaker  Ronald  C.  Strickler,  MD,  of  St  Louis,  will 
present  “Evaluation  of  the  Infertile  Couple  With  Empha- 
sis on  the  Female.”  Dr  Strickler  is  an  associate  professor 
at  Washington  University  School  of  Medicine. 

On  Thursday  morning,  May  10,  the  Section  on  Oncol- 
ogy will  meet  with  the  Section  on  Pathology  in  the 
convention  center  for  a joint  session  on  melanoma  fea- 
turing guest  speakers  Charles  M.  Balch,  MD,  of 
Birmingham,  Ala;  Terence  J.  Harrist,  MD,  of  Boston, 
Mass;  and  Larry  Nathanson,  MD,  of  Mineola,  NY. 

Dr  Balch  will  preside  at  a Sunrise  Session  titled  “Treat- 
ment Options  in  Primary  Breast  Cancer,”  and  later  speak 
on  the  clinical  management  of  melanoma.  Dr  Balch  is  the 
chief  of  the  Section  of  Surgical  Oncology  at  the  Univer- 
sity of  Alabama  and  a professor  of  surgery  and 
microbiology.  Dr  Nathanson  will  discuss  “Management 
of  Disseminated  Melanoma:  New  Agents.”  He  is  the  di- 
rector of  the  Oncology-Hematology  Division  at  Nassau 
Hospital  in  Mineola,  NY,  and  professor  of  medicine  at  the 
State  University  of  New  York  at  Stony  Brook.  Dr  Terence 
J.  Harrist  will  present  talks  on  “Prognostic  Factors  in 
Malignant  Melanoma,”  and  “Melanoma-related  Antigens 
and  Antibodies.”  Dr  Harrist  is  assistant  professor  in  the 
Department  of  Pathology  at  Massachusetts  General 
Hospital  and  Harvard  Medical  School. 

The  afternoon  portion  of  the  oncology  program  will  in- 
clude presentations  on  progesterone  receptors  in  breast 
cancer,  and  germ  cell  tumor  markers. 

Valerye  M.  Bull 

Editorial  Assistant,  TMA  Department  of  Annual  Session  and  Scientific 

Programming 
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The  Challenge  of 
Change — TMA  annual 
session  May  9-1 3 

The  1984  Texas  Medical  Association  annual  session  May 
9-13  in  Fort  Worth  offers  physicians  an  opportunity  to  update 
their  medical  know-how  with  three  full  days  of  scientific  pro- 
gramming at  no  charge  to  TMA  members.  This  extensive  and 
accredited  scientific  program  will  help  Texas  physicians  learn 
of  recent  advances  in  their  specialties,  as  well  as  of  the  grow- 
ing socioeconomic  and  governmental  issues  confronting 
medicine. 

Taking  a hard  look  at  the  rapid  changes  that  are  shaking 
the  traditional  foundations  of  medicine,  it  offers  a scientific 
program  which  includes  24  section  programs,  43  guest 
speakers,  600  special  speakers,  12  sunrise  sessions, 
curbstone  consultations,  and  two  general  meeting 
luncheons. 

In  addition,  the  TMA  policymaking  body,  the  321 -member 
House  of  Delegates,  will  meet  to  chart  a course  of  TMA  ac- 
tion in  the  year  ahead.  Many  boards,  councils,  and 
committees  will  conduct  meetings  in  conjunction  with  the 
session  and  new  officers  will  be  installed.  The  TMA  Auxiliary 
will  conduct  its  annual  proceedings  and  elect  new  officers. 

GENERAL  MEETING  LUNCHEONS 
Three  major  luncheons  will  be  held  during  the  Fort  Worth 
meeting.  On  Thursday,  May  10,  James  Davis,  MD,  of  Dur- 
ham, NC,  will  speak  during  the  House  of  Delegates 
luncheon.  Dr  Davis  is  vice  speaker  of  the  American  Medical 
Association  House  of  Delegates.  General  meeting  luncheons 


The  Tarrant  County  Convention  Center  serves  as  the  hub  of  activity  for  the 
1984  annual  meeting. 


TEXAS  MEDICINE 


are  scheduled  Friday  and  Saturday  in  the  Hyatt  Regency’s 
Grand  Crystal  Ballroom.  Speakers  were  pending  at  press 
time. 

Scientific  exhibits  award  winners  will  be  announced  and 
recipients  of  the  Anson  Jones  Award  for  journalistic  excel- 
lence in  communicating  health  information  to  the  public  will 
be  recognized  at  the  Thursday  luncheon.  New  officers  will  be 
installed  at  Saturday’s  general  meeting  luncheon. 

WHERE  WILL  IT  HAPPEN? 

Fort  Worth’s  Tarrant  County  Convention  Center  serves  as 
the  hub  for  the  1 984  annual  meeting.  All  exhibits  and  most 
scientific  sessions  will  be  held  there.  Sessions  of  the  House 
of  Delegates,  and  board,  council,  and  committee  meetings 
are  slated  for  the  Fort  Worth  Hilton  Hotel.  Auxiliary  meetings 
will  be  held  at  the  Americana  Hotel. 

SCIENTIFIC  PROGRAMS— WHEN  DO  THEY  BEGIN? 

The  scientific  program,  the  major  activity  for  most  physicians 
who  attend,  commences  Thursday,  May  10,  and  continues 
through  Saturday,  May  12.  Many  of  the  more  than  300  hours 
of  scientific  programming  qualify  for  Category  1 credit  toward 
the  AMA's  Physician’s  Recognition  Award. 

SPECIAL  PROGRAMS 

Two  special  symposia  are  scheduled  for  Wednesday,  May  9. 
A physician  cost  awareness  symposium  entitled  “In  Search 
of  Solutions  to  Containing  the  Cost  of  Medical  Care”  will  be 
held  from  1 -5  pm.  The  symposium  will  explore  what  business 
expects  from  the  medical  community,  physician  fee  sched- 
ules, marketing  medical  care,  and  legislative  issues.  A ques- 
tion and  answer  session  will  follow  the  presentations. 

A second  special  symposium  will  focus  on  computers  in 


medicine.  This  session  will  explore  computers  in  the  fifth 
generation,  business  applications  for  a medical  practice, 
computer  goals  for  the  Texas  Medical  Association,  and  will 
provide  case  studies  of  “Why  and  How  I Got  Interested  in 
Computers.”  This  symposium  will  be  held  from  1 -5  pm  at  the 
Hyatt  Regency  Hotel. 

Many  other  symposia  are  scheduled  Thursday  through 
Saturday,  and  details  are  provided  in  the  advance  program. 

EXHIBITS 

TMA  annual  session  participants  may  break  away  from  sci- 
entific discussion  to  tour  the  extensive  scientific  and  techni- 
cal exhibits  which  will  be  on  display  in  the  Tarrant  County 
Convention  Center.  The  more  than  200  exhibits  provide  op- 
portunities to  enhance  one’s  knowledge  about  the  breadth  of 
medical  advances.  In  fact,  this  year’s  session  will  have  more 
scientific  presentations  than  ever  before:  60  are  anticipated. 

TMA  HOUSE  OF  DELEGATES 

In  addition  to  the  scientific  program,  the  350-member  pol- 
icymaking body  of  the  association  will  conduct  a business 
meeting,  May  10-11.  Key  issues  confronting  the  House  of 
Delegates  include  an  update  on  the  physician  fee  freeze, 
changes  in  Medicare  law,  and  the  Texas  state-appointed 
Task  Force  on  Indigent  Health  Care. 

The  house  will  open  its  deliberations  Thursday  morning 
and  reference  committees  will  hear  debate  on  reports  and 
resolutions.  Business  will  resume  Friday  morning  when  the 
house  takes  up  reference  committee  reports. 

AUXILIARY  ACTIVITIES 

If  you’re  interested  in  learning  about  using  a home  computer, 
managing  time,  French  cooking,  witnessing  a dramatic  de- 


Sundance  Square,  in  downtown  Fort  Worth,  is  a collection  of  turn-of-the- 
century  buildings  which  house  dress  shops,  restaurants,  pubs,  a bakery,  and 
the  Sid  Richardson  Collection  of  Western  Art. 


Twentieth  century  art  including  works  of  Joseph  Cannell  and  Picasso  can  be 
found  in  the  Fort  Worth  Art  Museum. 
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piction  of  Nancy  Russell,  or  hearing  Kathryn  Childer  s 
experiences  as  a Secret  Service  agent,  register  for  the  TMA 
Auxiliary's  annual  session  activities. 

Kathryn  Childers,  host  producer  of  KIII-TV’s  Morning 
Magazine,  former  National  Ski  Patrol  member,  first  woman  to 
pass  through  Executive  Protective  Services,  wife  of  Cecil  A. 
Childers,  MD,  of  Corpus  Christi,  mother,  will  speak  to  Auxili- 
ary members  at  Thursday's  luncheon  about  her  experiences 
with  the  Secret  Service.  Joan  Johnson  Stauffer,  of  Tulsa, 
Okla,  will  entertain  members  attending  Friday's  luncheon 
with  her  portrayal  of  Nancy  Russell,  wife  of  western  painter 
Charles  M.  Russell,  in  a costumed  monologue  titled,  “Behind 
Every  Man — The  Story  of  Nancy  Russell."  Two  Wichita  Falls 
women,  Liz  Miller  and  Carol  Burns,  will  demonstrate  ways  to 
bring  order  to  the  task  of  household  management  in  a Friday 
morning  workshop.  These  are  just  a few  of  the  many  activi- 
ties planned  for  Auxiliary  members.  Refer  to  the  advance 
program  mailed  to  all  members  in  February  for  details. 

The  Auxiliary  will  conduct  its  own  meetings  and  activities 
during  the  five-day  annual  session  at  The  Americana  Hotel. 
Committee  meetings  will  be  held  Wednesday  and  Thursday; 

The  Japanese  Gardens,  located  in  the  Botanical  Gardens,  offer  a view  of 
pools,  bridges,  waterfalls,  and  moon  deck. 


TMAA  will  also  present  reports  to  the  TMA  House  of  Dele- 
gates and  sponsor  receptions  for  outgoing  TMAA  President 
Mrs  William  Shelton  and  the  incoming  President  Mrs 
Robert  A.  McClure. 

FOR  FUN 

Many  alumni  events,  class  reunions,  and  fraternity  parties 
are  scheduled  Thursday  through  Saturday. 

And  lordy,  don’t  miss  the  Hoe-Down  Uptown.  TMA  and 
TMAA  will  cosponsor  this  country-western  hoedown  Friday 
evening,  beginning  at  7:30  pm,  in  the  Hyatt  Regency  Fort 
Worth  Grand  Crystal  Ballroom.  The  program  includes  a silent 
art  auction  to  benefit  the  TMA  Student  Loan  Fund,  country- 
western  musical  entertainment,  a buffet  dinner,  and  mechan- 
ical bull  for  those  who  dare.  (An  insurance  policy  has  been 
purchased.)  Proceeds  from  the  Hoe-Down  Uptown  will  bene- 
fit the  Medical  Student  Loan  Fund. 

For  the  athletes,  golf  and  tennis  tournaments  are  sched- 
uled to  begin  Wednesday.  The  golf  tournament  is  scheduled 
at  the  Rivercrest  Country  Club,  beginning  at  8 am.  An  entry 
fee  of  $60  covers  green  fee,  cart  rental,  trophies,  lunch,  and 
beverage.  Participants  should  register  in  advance.  The  golf 
chairman  is  Donald  N.  Natheson,  MD,  800  Fifth  Ave,  Fort 
Worth  76104.  Entry  deadline  is  April  25. 

Preliminary  rounds  of  tennis  are  scheduled  for  Wednesday 
with  playoffs  set  for  Thursday.  The  tournament  will  be  played 
at  the  Mary  Potishman  Lard  Tennis  Center  on  the  Texas 
Christian  University  campus.  Entry  fee  is  $1 0.  Register  by 
sending  checks  to  Tom  Rogers,  Jr,  MD,  1 533  Merrimac  Cir- 
cle, Fort  Worth  76107,  (817)336-4040. 

For  the  first  time,  a racquet  ball  tournament  also  will  be 
offered.  Play  begins  at  8 am  Thursday  and  Friday  at  the  Fort 
Worth  Club.  The  entry  fee  is  $1 0 per  person  and  registration 
is  limited.  For  details  and  registration,  send  checks  to  TMA 
Racquet  Ball,  Lorimer  Clinic,  Attn:  Ms  Lou  Chancellor,  901 
West  Leuda,  Fort  Worth  76104. 

Saturday  offers  the  athletic  and  sedentary  a chance  to 
move  about  in  the  Fort  Worth  sun.  A three-mile  Fun  Run  and 
a 1 .5  mile  Riverwalk  along  the  Trinity  River  are  scheduled.  To 
register  contact  Stephen  N.  Martin,  MD,  Sports  Medicine 
Center,  St  Joseph's  Hospital,  Suite  2000,  Fort  Worth,  76104, 
(817)877-0230. 

Youngsters  may  tour  the  Fort  Worth  Museum  of  Science 
and  History  on  Saturday  as  part  of  the  TMAA  Youth  program. 
The  trip  includes  transportation,  viewing  of  To  Fly  at  the  Omni 
Theater,  and  lunch. 

Advance  program  information  has  been  sent  to  all  TMA 
members,  and  it  contains  specifics  of  scientific  presenta- 
tions. The  TMA  annual  meeting  provides  an  opportunity  to 
stay  on  top  of  your  field  and  learn  about  some  of  the  key 
issues  in  medicine  today. 
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Ideas  for  city  viewing: 
ask  the  local  doctors 

Ask  Fort  Worth  physicians  what  they  like  about  their  city  and 
watch  the  pleasure  light  up  their  faces  as  they  share  their 
enthusiasm  along  with  a tall  list  of  attractions.  During  your 
visit  to  Fort  Worth  for  the  1 984  Texas  Medical  Association 
annual  session,  May  9-1 3,  physicians  from  Tarrant  County 
want  to  share  the  excitement  of  a new  vibrant  downtown  as 
well  as  relive  the  vivid  past  of  “Cowtown — Where  the  West 
Began.” 

DOWNTOWN  TRAIL 

In  the  shadow  of  towering  office  buildings  and  gleaming  new 
hotels,  take  a walking  tour  of  downtown  to  find  the  charm  of 
Fort  Worth.  Beginning  at  the  north  end  of  Main  Street  is  the 
newly  restored  Tarrant  County  Court  House,  built  in  1895  as 
a small  replica  of  the  Texas  State  Capitol.  Walking  south  just 
past  the  Americana  Hotel  is  Sundance  Square,  a restored 
collection  of  1 2 turn-of-the-century  buildings  where  dress 
shops,  restaurants,  pubs,  a baker,  and  the  Sid  Richardson 
Collection  of  Western  Art  invite  pleasant  browsing.  The  Sid 
Richardson  Collection  holds  more  than  1 00  paintings  by  Fre- 
deric Remington  and  Charles  M.  Russell. 

One  block  west  on  Houston  Street  is  the  newest  attraction 
in  Fort  Worth,  the  Caravan  of  Dreams,  an  avant-garde  per- 
forming arts  center  for  jazz,  blues,  dance,  and  film.  A 
geodesic  dome  encloses  rare  desert  plants;  the  center's  res- 
taurant contains  spectacular  murals  depicting  the  history  of 
jazz. 

To  complete  your  north  end  of  downtown  tour,  visit  the 
Tandy  Center  (Throckmorton  and  Weatherford),  where  res- 
taurants and  shops  reflect  the  excitement  and  sparkle  of  the 
enclosed  ice  rink. 

At  the  south  end  of  downtown  is  the  massive  1 70,000  sq  ft 
Tarrant  County  Convention  Center.  It  stands  over  the  ruins  of 
“Hell’s  Half  Acre"  where  Butch  Cassidy  and  the  Sundance 
Kid  rested  between  robberies.  Across  the  street  is  Fort 
Worth’s  Water  Garden,  an  award-winning  oasis  designed  by 
Philip  Johnson  consisting  of  five  separate  pools  (Aerated, 
Active,  Cascade,  Wet-Wall,  and  Quiet). 

CULTURE  TRAIL 

Journey  to  Fort  Worth’s  cultural  district  via  the  Culture  Trail 
trolley,  which  runs  every  30  minutes  from  1 0 am  to  5 pm 
Tuesday  through  Saturday,  and  1 pm  to  5 pm  on  Sunday. 
Catch  this  trolley  wherever  you  see  a Culture  Trail  trolley  stop 
sign — about  every  two  blocks  downtown  on  Main  and  Cal- 
houn streets.  Take  the  trolley  from  one  museum  to  another; 
just  ask  your  trolley  operator  for  a culture  pass  when  you 


board.  You  will  head  west  from  downtown  on  West  Lancaster 
past  Casa  Manana,  the  Will  Rogers  Memorial  Coliseum,  and 
myriad  shops  and  restaurants  down  to  the  four  famed  mu- 
seums within  walking  distance  of  each  other. 

These  four  comprise  what  has  been  called  “The  Acropolis 
of  the  Southwest.”  The  Museum  of  Science  and  History  con- 
tains more  than  1 00,000  artifacts  and  specimens  from 
around  the  world:  pre-Columbian,  African,  Asian,  native 
American,  and  historical  materials  such  as  fossils,  mete- 
orites, live  specimens,  and  computers.  It  houses  the  Nobel 
Planetarium  and  Medical  Hall.  The  Medical  Hall  is  dedicated 
to  May  Owen,  MD,  noted  Fort  Worth  pathologist  and  past 
president  of  the  Texas  Medical  Association.  It  holds  a section 
on  the  history  of  medicine  and  a periodic  room  of  doctors’ 
offices.  The  new  physiology  hall  is  a must.  Louis  J.  Levy,  MD, 
spearheaded  the  planning  of  the  new  hall.  Try  pitting  your 
knowledge  of  human  physiology  against  the  computers! 
Here,  too,  is  the  Omni  Theatre,  the  largest  science  theatre  of 
its  kind  having  a tilt  dome  with  multi-image  projection.  Don’t 
miss  the  attraction,  To  Fly,  which  is  showing  during  your  stay 
in  Fort  Worth. 


The  Will  Rogers  Memorial  Center  is  among  the  sights  to  see  as  you  travel  on 
the  Culture  Trail  trolley. 
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The  Fort  Worth  Art  Museum  holds  a distinguished  collec- 
tion of  20th  Century  art  including  works  of  Joseph  Cannell 
and  Picasso.  Move  on  to  the  Amon  Carter  Museum  which 
features  the  works  of  Frederic  Remington  and  Charles  M. 
Russell  and  American  prints  from  the  museum’s  permanent 
collection.  This  includes  works  of  Winslow  Homer,  Charles 
Deas,  Georgia  O’Keeffe,  Gilbert  C.  Stuart,  and  many  others. 

The  world-renowned  Kimbell  Museum  is  a masterpiece  of 
architectural  design  by  Louis  Kahn.  The  museum’s  perma- 
nent collection  includes  masterpieces  of  the  world’s  art  from 
the  prehistoric  to  the  20th  century,  including  works  of  Ce- 
zanne, Duccio,  El  Greco,  Matisse,  Picasso,  Rembrandt,  Ru- 
bens, European  paintings,  prints  and  drawings,  Asian  ceram- 
ics, sculpture,  scrolls,  as  well  as  pre-Columbian  objects  and 
African  sculpture. 

STOCKYARD  TRAIL 

To  experience  the  good  ol’  country-western  flavor  of  Cow- 
town,  take  the  trolley  to  North  Main  and  Exchange.  You  can 
catch  the  trolley  wherever  you  see  the  sign  “Stockyard  Trail.” 
(There’s  one  about  every  two  blocks  on  Main  and  Commerce 
Streets  downtown.  No  trolley  service  to  the  Stockyards  on 
Sunday.) 

The  Stockyard  Trail  is  where  it  all  began.  More  than  a cen- 
tury ago,  millions  of  Texas  Longhorns  were  driven  north  to 
the  cattle-shipping  depot  in  Kansas  along  the  legendary 
Chisolm  Trail.  Fort  Worth  was  the  last  chance  for  rest  and 
revelry  on  the  way  north  and  the  first  on  the  way  home.  Doz- 
ens of  saloons  and  dance  halls  cropped  up  to  accomodate 
the  saddle-weary  cowhands.  Today,  you  can  walk  the  same 
wooden  sidewalks  and  brick  streets  that  cowboys  and  cattle 
barons  once  trod.  In  our  historic  stockyards,  you  can  sense 
the  past  all  around.  Shop  where  the  real  cowboys  shopped 
for  hand-made  boots,  hats,  and  belts.  Dine  on  such  regional 


The  Caravan  of  Dreams  is  a performing  arts  center  for  jazz,  blues,  dance,  film. 


delicacies  as  barbecue,  chili,  calf  fries,  Mexican  food,  Texas 
steaks.  On  Exchange  Street  you’ll  find  the  North  Fort  Worth 
Historical  Society  Visitor  Information  Center  tucked  inside 
the  Livestock  Exchange  Building.  The  White  Elephant  Sa- 
loon, a rustic  replica  of  a famous  19th  century  outlaw 
hangout  with  country  music,  beer  garden,  and  barbecue  is 
there  too.  Visit  Billy  Bob’s,  the  world’s  grandest  honky-tonk 
which  features  famous  country  entertainers,  live  bull  riding, 
and  real  cowboys.  Fort  Worth  is  Texas! 

ADDITIONAL  POINTS  OF  INTEREST 
Many  say  that  Fort  Worth’s  most  beautiful  spot  is  the  Japa- 
nese Gardens,  located  in  the  Botanical  Gardens  off  Univer- 
sity Drive.  This  is  a 71/2  acre  Oriental  garden  with  pools, 
bridges,  waterfalls,  a stone  garden,  and  moon  deck.  Also  off 
University  Drive  is  the  Fort  Worth  Zoo/Forest  Park  Miniature 
Train  Ride.  The  zoo  is  the  home  of  the  largest  herpetarium  in 
the  country  and  the  James  R.  Record  Aquarium.  There  is  a 
new  ape  house  and  many  other  exhibits  in  natural  settings. 
The  world’s  longest  miniature  train  ride  is  five  miles  (45  min- 
utes) and  connects  the  zoo  with  the  Trinity  Park  duck  pond. 

Fort  Worth  is  a city  where  cowboys  and  culture  exist  side 
by  side.  It  has  attractions  for  the  whole  family,  from  the  Sun- 
dance Square  Restoration  to  the  historic  Stockyards  for  that 
good  ol’  country-western  flavor,  to  the  culture  complex  boast- 
ing four  museums  and  the  Omni  Theatre. 

So  get  a big  hat,  a big  smile,  and  come  to  Fort  Worth  for 
the  annual  meeting.  You’ll  have  a big  time! 

Margie  B.  Peschel,  MD 

Host  City  Intormation  Chairman 

A.R.  Daniell,  MD 

Host  City  Information  Committee 


Inside  the  Livestock  Exchange  Building  is  the  North  Fort  Worth  Historical 
Society  Visitor  Information  Center. 
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Fort  Worth:  from 
“cowtown”  to 
cosmopolitan  center 

Fort  Worth  was  once  the  home  of  Luke  Short,  the  osten- 
tatious gambler  and  gunslinger  who  founded  the  finest, 
fanciest  saloon  and  gambling  house  the  city  has  ever  known, 
the  White  Elephant.  In  1 885,  Henry  McElwin,  on  his  journey 
through  Texas,  stopped  in  Fort  Worth  and  remarked  of  Mr 
Short’s  saloon,  "The  hour  of  9 pm  is  a fitting  one  to  arrive  in 
Fort  Worth,  for  this  is  the  Texas  city  which  never  sleeps.  She 
tolerates  one  of  the  largest  gambling  establishments  in 
Texas,  which  is  just  as  open,  day  or  night,  as  their  post  office. 
I understand  the  mirrors  alone  cost  $27,000,  and  the  bar 
room  outfit  must  have  cost  a fabulous  sum  of  money.  This 
goddess  of  chance  and  public  education  of  crime  revels  un- 
der the  sporting  name  of  the  White  Elephant.” 

Fort  Worth,  named  after  Brig  Gen  William  Jenkins  Worth 
who  served  under  Gen  Zachary  Taylor  in  the  Mexican  War, 
means  many  things  to  many  people.  It  was  “home”  to  the  late 
William  J.  Marsh,  author  of  Texas,  Our  Texas,  the  official 
state  song,  early  home  for  syndicated  gossip  columnist  Liz 
Smith,  and  livestock  showcase  to  some  of  the  most  discern- 
ing cattle  buyers  in  the  country. 

Located  on  the  Clear  Fork  of  the  Trinity  River  in  central 
Tarrant  County,  Fort  Worth  was  built  in  1 849  as  one  of  an 
eight-fort  cordon  of  American  outposts  designed  to  deter  In- 
dians from  infiltrating  nearby  settlements — in  this  case, 
Dallas. 

The  area  had  a slow  start,  but  eventually  attracted  its  first 
merchants.  In  1 849  Press  Farmer  erected  a tent  at  the  river 
crossing  and  A.C.  Coleman  opened  a store.  Several  years 
later,  Lawrence  Steele  opened  a hotel,  Bob  Slaughter  formed 
the  mercantile  house  of  Brinson  and  Slaughter,  Dick  King 
settled  in  as  Fort  Worth’s  first  civilian  blacksmith,  Tom  Ha- 
good  began  a carpenter  and  cabinet  shop,  and  Julian  Field 
established  a flour  mill.  Fort  Worth’s  first  saloon  was  opened 
in  1856  by  Noel  Burton.  Called  the  First  and  Last  Chance 
Saloon,  it  was  literally  that,  for  it  was  the  only  place  in  town 
where  one  could  buy  Robertson  County  Kentucky  Whiskey, 
local  moonshine,  or  Burton’s  famous  peach  brandy.  That 
same  year,  the  city’s  first  post  office  was  built,  a one-story 
wooden  structure  on  the  west  side  of  present  Main  Street 
between  Second  and  Third  Streets.  Not  long  after  came  the 
first  stage  coach  licensed  to  carry  US  mail  to  Fort  Worth. 

The  embryo  of  city  government  and  the  heart  of  economic 
development  began  to  form  in  1 856  when  Fort  Worth 
wrested  the  county  seat  from  nearby  Birdville  in  a bitter  elec- 
tion. Fort  Worth  soon  became  a political  meeting  ground  and 


a trading  and  supply  depot  for  cattlemen  who  drove  herds  up 
the  northern  trails.  In  the  next  20  years,  stockyards  were  es- 
tablished, railroad  track  was  laid,  and  by  1 876  more  than 
2,000  traincars  of  cattle  had  been  shipped  from  the  city. 

In  1884  Fort  Worth  opened  a small  meatpacking  plant  and 
six  years  later  the  state’s  first  two  modern  plants  were  built  in 
the  city.  By  the  turn  of  the  century,  Fort  Worth  was  the  pulse 
of  the  meatpacking  industry,  spawning  many  small  plants  in 
Dallas,  San  Antonio,  El  Paso,  Amarillo,  and  other  Texas 
cities. 

In  the  meantime,  other  industries  were  contributing  to  the 
state’s  economic  development.  These  included  the  process- 
ing of  agricultural  products  including  cottonseed  and  flour, 
textile  manufacturing,  lumbering,  mining,  and  the  develop- 
ment of  the  railroads  after  the  Civil  War. 

But  all  these  products  and  processes  were  only  forerun- 
ners to  Texas’  biggest  tool  of  industralization — oil.  The  first 
recorded  gusher  sprang  from  a well  drilled  by  Capt  Anthony  F. 
Lucas,  a Louisiana  prospector,  in  Beaumont  in  January 
1901.  Later  discoveries  in  the  Wichita  County  area,  coupled 
with  oil  developments  in  Erath,  Stephens,  and  Eastland 
counties,  made  Fort  Worth  an  oil  well  supply  center  and 
headquarters  for  many  large  oil  company  offices.  As  a result, 
the  city’s  population  grew  from  6,663  in  1 880  to  26,668  in 
1900.  In  1930,  the  population  was  163,447;  it  increased  to 
177,662  in  1940  and  277,047  in  1950. 

By  the  1 950s  and  1 960s,  aircraft  manufacturing  had  be- 
come the  area’s  major  economic  contributor.  General  Dy- 
namics, established  in  1 941 , currently  employs  about  1 7,000 
workers.  Other  products  manufactured  in  the  area  include 
air-conditioning  units,  oilfield  equipment,  steel  and  wood 
products,  clothing,  candies,  and  plastics.  The  city  is  the 
headquarters  for  numerous  insurance  firms,  savings  and 
loan  associations,  and  petroleum  companies.  And,  although 
the  stockyard  industry  has  become  less  important  over  the 
years,  Fort  Worth’s  Southwestern  Exposition  and  Fat  Stock 
Show  remains  a major  attraction  for  residents  and  tourists. 

In  1963,  the  city  council  and  a group  of  prominent  busi- 
nessmen breathed  new  life  into  the  city’s  government.  Within 
two  years,  renewed  finances  and  commitments  laid  the  foun- 
dation for  a new  14-block  convention  center,  a new  sports 
arena,  an  airport  near  Grapevine,  flood  control  and  water 
conservation,  numerous  city  improvements  and  salary  ad- 
vancements, and  new  schools. 

Public  education  in  Fort  Worth  dug  in  its  spurs  early  when 
in  1 866,  the  lower  floor  of  the  Masonic  Hall  was  converted 
into  a schoolroom.  By  1 885,  the  town  had  several  private 
schools,  a public  high  school,  and  two  colleges.  Other  educa- 
tional institutions  located  in  Fort  Worth  include  Texas 
Christian  University,  Texas  Wesleyan  College  (originally 
Polytechnic  College),  Southwestern  Baptist  Theological 
Seminary,  Tarrant  County  Junior  College  System  (three  cam- 
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puses),  and  the  Texas  College  of  Osteopathic  Medicine 
(merged  with  North  Texas  State  University  in  1975).  The  Uni- 
versity of  Texas  at  Arlington  is  nearby,  and  Southwestern 
Union  College  is  in  Keene. 

Fort  Worth’s  cultural  development  burgeoned  in  1 963  with 
the  establishment  of  the  Arts  Council  of  Greater  Fort  Worth 
by  a group  of  citizens  who  wanted  to  raise  funds  for  six  cul- 
tural organizations.  By  1 967,  the  city  had  a symphony  or- 
chestra, a civic  opera  association,  a community  theater,  and 
a civic  ballet  organization.  Fort  Worth  is  well-known  today  for 
its  theater-in-the-round,  the  Casa  Manana,  the  Texas  Boys 
Choir  of  Fort  Worth,  and  its  many  museums.  The  Fort  Worth 
Public  Library  (seven  branches),  six  other  public  libraries, 
and  the  more  than  22,000  matriculants  of  the  city’s  univer- 
sities and  colleges  help  foster  the  city’s  growth  as  a 
cosmopolitan  center. 

Fort  Worth  continues  to  grow  with  a population  now  ex- 
ceeding 406,000.  Its  air,  freight,  and  trucking  lines,  easy 
access  to  Dallas,  and  a fertile  business  environment  are  ma- 
jor drawing  cards  for  many  companies.  The  city’s  continuing 
dedication  to  culture,  its  many  institutions  of  higher  educa- 
tion, and  a mild  climate,  make  Fort  Worth  an  attractive  place 
to  live. 

Jeannine  Grenier 

Editorial  Assistant,  Texas  Medicine 


Built  in  1895,  the  Tarrant  County  Court  House  is  a small  replica  of  the  Texas 
State  Capitol. 


ANNUAL  SESSION:  A FORUM  FOR  EXCHANGING 
INFORMATION 

The  Symposium  on  Sports  Medicine,  Dialogue,  and 
Forum  of  Originial  Research  are  examples  of  the  scien- 
tific programs  available  to  physicians  attending  the 
Annual  Session.  See  your  advance  program  notices  for 
details  of  the  many  other  section  meetings  and 
symposia. 

Rehabilitation  of  the  injured  athlete  is  the  focus  of  the 
1984  Symposium  on  Sports  Medicine.  Morning  presen- 
tations will  cover  such  topics  as  educational-support 
endeavors  in  West  Texas  sports  medicine,  arthroscopic 
meniscectomy,  and  Osgood-Schlatter’s  disease. 

Guest  speaker  J.  Richard  Steadman,  MD,  South  Lake 
Tahoe,  Calif,  will  discuss  “Functional  Rehabilitation  of 
Athletic  Injuries.”  Dr  Steadman  chairs  the  Medical 
Group,  United  States  Ski  Team,  and  is  associated  with 
the  Tahoe  Fracture  and  Orthopedic  Medical  Clinic,  Inc. 
His  presentation  on  Friday,  May  1 1,  will  focus  on  ways  to 
put  injured  athletes  back  in  top  condition. 

The  Section  on  Physical  Medicine  and  Rehabilitation 
and  the  Texas  Society  of  Sports  Medicine  will  join  the 
symposium  for  a joint  afternoon  program.  It  will  feature 
guest  presentations  on  shoulder  injuries  with  emphasis 
on  the  throwing  athlete  by  Jeffrey  A.  Saal,  MD,  of  Portola 
Valley,  Calif. 

The  annual  meeting  also  will  feature  two  programs 
which  encourage  physician  input.  Dialogue  consists  of 
six  one-hour  programs  where  participating  professors 
provide  a 10-minute  presentation,  and  then  guide  the  au- 
dience in  a question  and  answer  session.  The  Dialogue 
presentations  are  scheduled  at  11  am,  1 pm,  and  3 pm, 
on  Thursday  and  Friday,  May  10-11. 

A second  program  geared  toward  physician  interac- 
tion is  the  Forum  of  Original  Research.  This  program 
provides  TMA  members  and  guests  the  opportunity  to 
present  original  work  in  basic  medical  sciences  and 
clinical  research,  with  discussion  with  attendees. 

The  1984  Forum  is  scheduled  at  9 am-3:40  pm  on 
Thursday,  May  10,  and  from  2 pm-4:20  pm  on  Friday,  May 
11. 

A wide  variety  of  topics  is  scheduled.  These  include: 
“Laser  Iridotomy:  A Potential  Cure  for  Pigmentary 
Glaucoma;”  “Long-Term  Evolution  in  Crossed  Aphasia;” 
and  “Blood  Volume  Receptors  and  Control  of  Renal  Ex- 
cretion in  Nonhuman  Primates.” 

Valerye  M.  Bull 

Editorial  Assistant,  TMA  Department  of  Annual  Session  and  Scientific 

Programming 
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Add  Spirometry 
to  your  practice.. 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print-out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address— 
City 


-State. 


-Zip — 


Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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W.W.  Goldman,  Jr 

Winfrey  Wozencraft  Goldman,  Jr,  MD,  professor  and  chair- 
man of  family  practice  and  community  medicine  at  South- 
western Medical  School,  died  Nov  27, 1983,  at  the  age  of  55. 
In  addition,  Dr  Goldman  was  a member  of  the  medical  staffs 
of  Parkland  Memorial  and  Arlington  Memorial  hospitals. 

A graduate  of  Southern  Methodist  University  and  The  Uni- 
versity of  Texas  Southwestern  Medical  School  in  Dallas,  he 
completed  an  internship  and  a residency  at  Parkland  Memo- 
rial Hospital  in  1 959.  Dr  Goldman  was  a captain  in  the  US  Air 
Force  from  1 954  to  1 956  and  served  as  a flight  surgeon  at 
Randolph  Air  Force  Base.  He  was  director  of  medical  educa- 
tion at  John  Peter  Smith  Hospital  in  Fort  Worth  during  1962- 

1 968  and  program  director  there  from  1 962  to  1 974.  From 

1969  to  1977,  he  was  the  hospital’s  medical  director. 
Survivors  of  Dr  Goldman  include  his  son,  Winfrey  Lynn 

Goldman,  Arlington;  and  mother,  Roberta  Goldman,  Dallas. 

W.H.  Ledbetter 

William  Harry  Ledbetter,  MD,  a Wichita  Falls  orthopedic  sur- 
geon, died  Dec  1 2, 1 983.  He  was  69. 

Dr  Ledbetter,  a native  of  Ardmore,  Okla,  was  educated  at 
the  University  of  Oklahoma  and  the  University  of  Oklahoma 
Medical  School.  Following  an  internship  at  Emory  University 
Hospital  in  Atlanta  and  a residency  at  Wichita  General  Hospi- 
tal, he  completed  postgraduate  work  at  John  Sealy  Hospital 
in  Galveston  and  University  Hospital  in  Oklahoma  City,  Okla. 
From  1 941  until  his  death,  Dr  Ledbetter  practiced  medicine  at 
the  Wichita  Falls  Medical  and  Surgical  Clinic. 

Surviving  family  members  include  his  wife,  Norene  Ledbet- 
ter, Wichita  Falls;  daughters,  Harla  Jean  Carpenter,  Arling- 
ton; and  Bobbie  Lurene  Cannedy,  and  Judith  Dean  Morgan, 
both  of  Wichita  Falls;  son,  William  H.  Ledbetter,  Jr,  Merit; 
brother,  Eugene  Ledbetter,  Cincinnati;  and  nine 
grandchildren. 

A.  Lehmann 

Albert  Lehmann,  MD,  a retired  Houston  anesthesiologist  and 
allergist,  died  Dec  21 , 1 983,  at  the  age  of  59. 

Dr  Lehmann  was  born  in  LaGrange,  Ga,  and  was  a 1 944 
graduate  of  Emory  University  in  Atlanta,  Ga.  He  received  his 
medical  degree  from  the  Medical  College  of  Georgia  in  Au- 
gusta. Following  an  internship  at  Charity  Hospital  in  New 
Orleans,  he  completed  a residency  at  the  Medical  College  of 
Georgia  University  Hospital  in  Augusta.  He  was  an  anesthe- 
siologist in  Houston  for  many  years  and  also  worked  with  the 
McGovern  Allergy  Clinic  in  Houston. 

Surviving  family  members  include  his  wife,  Jane  Lehmann, 
Houston;  daughters,  Elizabeth  Blalock,  New  York;  Martha 
Carroll,  San  Antonio;  and  Katherine  Lehmann,  Houston;  and 
sister,  Eloise  Kent,  Columbus,  Ga. 


R.N.  Ludwig,  Jr 

Raymond  Nathan  Ludwig,  Jr,  MD,  died  Dec  9, 1983,  at  the 
age  of  40.  Dr  Ludwig  was  a Houston  family  practitioner  since 
1972. 

A native  of  Baton  Rouge,  La,  Dr  Ludwig  received  his  pre- 
liminary education  at  Texas  Lutheran  College  in  Seguin  and 
his  medical  education  at  The  University  of  Texas  Medical 
Branch  at  Galveston.  He  completed  an  internship  and  a resi- 
dency at  Memorial  Baptist  Hospital,  Houston. 

Dr  Ludwig  is  survived  by  his  parents,  Hazel  and  Raymond 
Ludwig,  Groves;  and  his  sister,  Joanne  Mathis,  Minot,  ND. 

W.E.  McKiski 

Wendell  Ellsworth  McKiski,  MD,  a San  Antonio  anesthesiolo- 
gist, died  Dec  26, 1983.  He  was  62. 

Born  in  Belvidere,  III,  Dr  McKiski  was  graduated  with  a 
bachelor’s  degree  from  Hardin-Simmons  University  in 
Abilene  and  with  a medical  degree  from  Baylor  University 
College  of  Medicine  in  Houston.  He  served  his  internship  at 
Tripler  General  Hospital  in  Honolulu  and  his  residencies  at 
State  University  of  Iowa  Hospital  in  Iowa  City  and  the  Vet- 
erans Administration  Hospital  in  Des  Moines,  Iowa.  From 
1953  until  his  death,  Dr  McKiski  practiced  anesthesiology  in 
San  Antonio. 

Surviving  Dr  McKiski  are  his  wife,  Betty  McKiski,  San 
Antonio;  son,  John  McKiski,  Big  Spring;  brother,  Russell 
McKiski,  Big  Spring;  and  sister,  A.F.  Aves,  Belvidere,  III. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


W.  W.  GOLDMAN,  JR 
Arlington,  1928-1983 

W.  H.  LEDBETTER 
Wichita  Falls,  1914-1983 

A.  LEHMANN 
Houston,  1924-1983 

R.  N.  LUDWIG,  JR 
Houston,  1943-1983 

W.  E.  MCKISKI 

San  Antonio,  1 921  - 1 983 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1 ,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association . 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ , Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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it  can  happen.  Even  to  your  well- 
established  practice.  And  the  glut  of  doctors 
on  the  urban  market  isn’t  helping  matters. 

Preferred  Texas  Professionals  (PTP) 
offers  an  alternative  system  of  health  care. 
It’s  a cost  containment  program  that 
gives  you  greater  patient  access.  And  it 
gives  patients  quality  medical  care  at  a 
price  they  can  afford. 

PTP  is  a statewide  physician-controlled 
corporation  designed  to  allow  medical 
decisions  to  be  made  by  physicians  and 
business  decisions  to  be  made  by  busi- 
ness consultants. 

As  a member  of  PTP  your  name  is  cir- 
culated through  corporate  group  health 


care  programs  using  our  services.  Tl 
when  an  employee  seeks  medical  atten- 
tion, they  select  from  physicians  on  the 
PTP  list.  This  provides  you  greater  expo- 
sure for  increasing  and  maintaining  your 
patient  load. 

Medicine  is  fast  becoming  a highly 
competitive  business.  So  why  not  hire  an 
expert  to  market  your  services?  After  all, 
your  expertise  is  medicine — not  marketing. 

If  you  find  your  patients  are  losing 
their  patience  with  rising  medical  costs, 
call  us.  We’ll  send  you  a brochure  that 
more  thoroughly  explains  how  the  PTP 
concept  can  work  for  you.  Call  toll-free 
800  392-5847,  in  Houston  270-0712. 


Preferred  Texas  Professionals 


Curbing  the  cost  of  quality  health  care. 


Don't  Let 

Out  of  Sight  Charges 
Cost  You  Business 


LITERATURE 


MEDICINE  IN 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1 984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Baum  GL,  Wolinsky  E (eds):  Textbook  of  Pulmonary  Dis- 
eases. Boston,  Little,  Brown,  and  Company,  1983. 

Burns  LA:  Ambulatory  Surgery.  Developing  and  Managing 
Successful  Programs.  Rockville,  Md,  Aspen  Systems  Corpo- 
ration, 1984. 

Cantor  DW,  Drake  EA:  Divorced  Parents  and  Their  Chil- 
dren—A Guide  for  Mental  Health  Professionals.  New  York, 
Springer  Publishing  Company,  1983. 

DeSpelder  LA,  Strickland  AL:  The  Last  Dance— Encounter- 
ing Death  and  Dying.  Palo  Alto,  Calif,  Mayfield  Publishing 
Company,  1983. 

Donohue  JP  (ed):  Testis  Tumors.  Baltimore,  Williams  & 
Wilkins,  1983. 

Gans  SL  (ed):  Pediatric  Endoscopy.  New  York,  Grune  & 
Stratton,  1983. 

Gunz  FW,  Henderson  ES  (eds):  Leukemia,  ed  4.  New  York, 
Grune  & Stratton,  1983. 

Lees  DH,  Singer  A:  Color  Atlas  of  Gynaecological  Surgery, 
Volume  6:  Surgery  of  Conditions  Complicating  Pregnancy. 
Chicago,  Year  Book  Medical  Publishers,  Inc,  1983. 

Mace  NL,  Rabins  PV:  The  36-Hour  Day.  A Family  Guide  to 
Caring  for  Persons  with  Alzheimer's  Disease,  Related  De- 
menting Illnesses,  and  Memory  Loss  in  Later  Life.  Baltimore, 
The  Johns  Hopkins  University  Press,  1 981 . 

Mayer  A:  Incest:  A Treatment  Manual  for  Therapy  with  Vic- 
tims, Spouses  and  Offenders.  Holmes  Beach,  Fla,  Learning 
Publications,  Inc,  1983. 

McCracken  GH  Jr,  Nelson  JD:  Antimicrobial  Therapy  for 
Newborns,  ed  2.  New  York,  Grune  & Stratton,  1983. 


National  Cancer  Institute:  Atlas  of  Early  Lung  Cancer.  New 
York,  Igaku-Shoin,  1983. 

Physician's  Guide  to  Preferred  Provider  Organizations.  De- 
partment of  Health  Care  Financing  and  Organization,  Health 
Service  Policy  Group,  Chicago,  American  Medical  Associa- 
tion, 1983. 

Reece  RM:  Manual  of  Emergency  Pediatrics,  ed  3.  Phila- 
delphia, W.B.  Saunders  Company,  1984. 

Robertson  JA:  The  Rights  of  the  Critically  III.  Cambridge, 
Mass,  Ballinger  Publishing  Company,  1983. 

Ruskin  AP  (ed):  Current  Therapy  in  Physiatry.  Philadelphia, 
W.B.  Saunders  Company,  1984. 

Rutherford  RB  (ed):  Vascular  Surgery.  Philadelphia,  W.B. 
Saunders  Company,  1984. 

Sagov  SE,  Feinbloom  Rl,  Spindel  P:  Home  Birth.  A Practi- 
tioner's Guide  to  Birth  Outside  the  Hospital.  Rockville,  Md, 
Aspen  Systems  Corporation,  1984. 

Shoemaker  WC,  Thompson  WL,  Holbrook  PR:  Textbook  of 
Critical  Care.  Philadelphia,  W.B.  Saunders  Company,  1984. 

Steichen  FM,  Ravitch  MM:  Stapling  in  Surgery.  Chicago, 
Year  Book  Medical  Publishers,  Inc,  1984. 

Stoll  BA,  Parbhoo  S (eds):  Bone  Metastasis:  Monitoring  and 
Treatment.  New  York,  Raven  Press,  1983. 

Sutow  WW,  Fernbach  DJ,  Vietti  TJ:  Clinical  Pediatric  Oncol- 
ogy, ed  3.  St  Louis,  The  C.V.  Mosby  Company,  1984. 

The  Cervical  Spine  Research  Society:  The  Cervical  Spine. 
Philadelphia,  J.B.  Lippincott  Company,  1983. 

Zollinger  RM,  Zollinger  RM  Jr:  Atlas  of  Surgical  Operations, 
ed  5.  New  York,  Macmillan  Publishing  Company,  1983. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  aliowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


WILLIAM  R.  McKENNA,  MD 

Diplomate,  American  Board  oi  Allergy  and  Immunology 
2121  Pease  St.,  Suite  2-E,  Harlingen,  TX  78550;  512  425-9240 
Branch  Offices: 

222  E.  Ridge,  Suite  117,  McAllen,  TX  78503;  512  G8G-3705 

844  Central  Blvd.,  Suite  200,  Brownsville,  TX  78520;  512  541-1561 


Anesthesiology 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Clinics 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7G01  Glenview  Drive 
Fort  Worth,  Texas  761 18 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  & Psychological 
Testing 

Behavioral  Analysis 


McGovern  allergy  clinic 


DALLAS  DIAGNOSTIC  ASSOCIATION 


Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


RICHARD  A.  LIPTAK,  MD.  FAAP.  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 


7777  Forest  Lane.  Suite  303,  Dallas,  Texas  75230 
214  66 1-7770 


CARDIOLOGY 

I.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  Wnite,  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes.  MD 
Joe  H.  Sample,  Jr..  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  oi  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck,  Clinic  Coordinator 


1107  Doctors  Drive,  Tyler,  Texas  75701 
214  592-6635 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  oi  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  436,  Fort  Worth  76109 
817  731-7222 


SLEEP  DISORDERS  CENTER 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350,  Houston,  Texas  77055 

713  973-NITE 


Todd  J.  Swick,  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

lack  D.  Van  Campen,  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan,  MD 

Cardiology 

Irvin  J.  Saron,  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  240,  Houston,  Texas  77055 

713  973-3400 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick.  San  Antonio,  Texas  78209 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 
blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 
arrows.) 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 


Jeffrey  Brown,  MD,  Director-Endocrinologist 

Ilene  Kreuser,  RN,  CPNP,  Program  Coordinator/Educator 


Diagnostic  Radiology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy.  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


DON  R.  READ.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
and  Endocrinology /Metabolism 

3500  Gaston  Avenue,  Dallas.  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


DONALD  H.  PEREZ,  MD 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 


Endocrinology 

Rosa  Verde  Towers. 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


TMA  Members  Retirement  Trust 


. . . Another  service  of  your  association 
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ERIC  A.  ORZECK,  MD.  FACP 


Hand  Surgery 


Endocrinology  <£  Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA  MD 

FRED  F.  CZAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 

Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208,  Dallas,  Texas  75208; 

214  948-8664 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 

B.  J.  WROTEN,  MD 

WILLIAM  J.  VAN  WYK,  MD 

JAIME  H.  CASTRO,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue,  Fort  Worth,  Texas  76106;  817  625-6253 

7505  Glenview  Drive,  Fort  Worth,  Texas  76118;  817  625-6254 

Surgery  of  the  Hand 

801-803  West  Terrell,  Ft.  Worth,  Texas  76104 

Telephone  817  335-5411 

W.  DENNIS  STRIPLING,  MD,  PA 

MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Gastroenterology 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 

CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 

214  358-2545 

KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 

Telephone  214  631-7488 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas,  MD 

George  T.  DeVaney,  MD 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 

Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 

General  Surgery 

Nephrology 

DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS 
B.  Ward  Lane,  MD,  FACS 
John  W.  Winter.  MD,  FACS 
Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane.  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  <S  Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  <£  Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


Neurological  Surgery 


CLICK — the  Sound  of  Saving  a Life. 

Order  waiting  room  poster  from  TMA 
Communication  Department,  today! 

. . . Another  service  of  your  association 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  383-8524 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Proiessional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Proiessional  Bldg..  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  oi  the  American  Boards  oi  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood.  Suite  120.  Houston.  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211.  Houston.  TX  77074;  713  270-1188 


Ophthalmology 


DRS.  CHERRY,  LONG  <S  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long.  MD.  DABNS.  FACS 
Bennie  B.  Scott.  MD.  DABNS.  FACS 
John  V.  Coon.  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue— Dallas.  Texas  75246;  Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson.  MD.  Neurosurgery 
John  T.  O'Neal.  MD.  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston, 
Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow.  MD.  FACS 
Robert  H.  Stewart.  MD,  FACS 
Robert  B.  Wilkins,  MD.  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD.  FACS 
Paul  C.  Salmonsen,  MD.  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia,  MD 

Jack  T.  Holladay,  MD  

Sylvan  Brandon,  MD,  FACS,  FICS 

Rosa  A.  Tang,  MD 

Jeffrey  B.  Arnoult,  MD 

Louise  C.  Kaldis.  MD 

John  W.  Lewis,  MD 

R.  Wayne  Bowman,  MD 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


JACK  E.  McCALLUM.  MD.  PA 
PHILIP  C.  BECHTEL.  MD.  PA 
WARREN  D.  WILSON.  MD.  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper.  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN.  JR,  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio.  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN.  MD,  MPH,  FACS,  PA 

Diplomats  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934.  Houston.  Texas  77074; 
Telephone  713  988-2020 
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RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr.,  MD 


555  Wadley  Tower,  Baylor  Medical  Plaza, 
3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  332-6200 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton.  Texas  76012;  817  261-8284 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


SOUTHWEST  RETINA  CONSULTANTS  ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  Surgery  & Diseases  of  the  Foot  and  Ankle 


Roy  A.  Levit,  MD 


Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


Sierra  Towers,  Suite  3800,  1700  Curie  Donald  M.  Mauldin,  MD 

El  Paso,  Texas  79902;  915  532-3912  6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO.  MD.  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy. 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL.  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


TMA  Medical  Student  Loan  Programs  3702  20th  street,  suite  b.  Lubbock.  Texas  79410 

. . . Another  service  of  your  association  Telephone  806  797-9666 


100 


TEXAS  MEDICINE 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fori  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fori  Worth,  Texas  76101 
Telephone  817  336-7137 


PRESBYTERIAN  HOSPITAL  OF  DALLAS 
Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy, 
Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison,  MD,  Director.  Physical  Medicine 
8200  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-7454 


Plastic  Surgery 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne.  Texas  76031;  817  641-2245 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD.  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St„  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Complete  Anatomical  & Clinical 
Laboratory  Pathology 


Wilson  G.  Brown,  MD 
S.  Joseph  Skinner,  MD 
Robert  H.  McNeely,  MD 
Elaine  V.  Shalek,  MD 
Edward  T.  Kott,  MD 
Jack  S.  Garland,  MD 
John  R.  Thomas,  MD 


Enrique  vanSanten,  MD 
R.  Dudley  Kov,  MD 
Humberto  A.  Lara,  MD 
Gerard  W.  del  Junco.  Jr.,  MD 
William  M.  Olson,  MD 
Gary  L.  Hollingsworth,  MD 
Joe  G.  Ford,  MD 


220  Park  Plaza  Professional  Building 

1213  Hermann  Dr.,  Houston,  Texas  77004  (713)  527-5230 

165  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77030  (713)  527-5234 

102  Plaza  Del  Oro  Professional  Building 

7800  Fannin,  Houston,  Texas  77054  ( 713  ) 527-5384 

Mailing  containers  and  pickups  in  Houston  area  provided  on  request 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomats  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

5*50  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll.  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  4865,  Austin,  Texas  78765 
Telephone:  512  452-2529 

Office  Pickup  Service  in  Austin  Area 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT.  MD,  FACS 

Diplomat©  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <&  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER.  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomat©  American  Board  of  Physical  Medicine  <S  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock,  Texas  79410;  806  792-2313 
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STEPHEN  C.  LESAUVAGE,  MD 

Diplomat©  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical'  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW.  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


JOSEPH  P.  FLEMING,  MD.  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD.  FACS.  PA 

Diplomat#  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston.  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  4 Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup.  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


ROBERT  E.  HAZLEWOOD.  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th.  Suite  C-4.  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES. 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  R.  Baker.  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove.  MD 
Joel  A.  Holiner.  MD 


William  R,  Lynch.  MD 
Claude  R.  Nichols.  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood.  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway.  Suite  304.  Dallas.  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  2411.  Dallas.  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


Jerry  M.  Lewis,  MD 

John  G.  Looney.  MD 

Doyle  I.  Carson.  MD 

Kathleen  B.  Erdman,  MD 

Keith  H.  Johansen,  MD 

Don  C.  Payne.  MD 

James  K.  Peden.  MD 

Mark  J.  Blotcky.  MD 

Charles  G.  Markward,  MD 

L.  Dwight  Holden.  MD 

Byron  L.  Howard.  MD 

Paul  M.  Hamilton.  MD 

Roy  H.  Fanoni.  MD 

Mark  P.  Unterberg,  MD 

William  W.  Estabrook,  III,  MD 

Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas, 

Texas 

Timberlawn  Psychiatric  Hospital 

4600  Samuell  Blvd.,  Dallas.  Texas 

Telephone  381-7181 

RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate.  American  Board  Psychiatry  4 Neurology,  Child  Psychiatry 
Diplomate.  American  Board  Psychiatry  4 Neurology.  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404. 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 

TMA  Memorial  Library 
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Psychiatry  & Neurology 

STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


Pulmonary  Diseases 


John  R.  Burk.  MD.  FACP  David  R.  Stoop.  MD,  FACP.  FCCP 

Mitchell  C.  Kuppinger.  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb,  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS.  PA 

Physiology,  Diagnosis  Therapy.  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

800  Fifth  Avenue.  Suite  504,  Fort  Worth,  Texas  76104;  817  332-7273 

801  Road  to  Six  Flags  West.  Suite  137,  Arlington.  Texas  76012; 

817  461-0201  (Metro) 


Medical  Films,  Video  Tapes  and  Slides 
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TEXAS  MEDICINE 


Radiology 

Urology 

THERAPEUTIC  RADIOLOGY  AT 

MEMORIAL  HOSPITAL 

Radiotherapy  Department 

7600  Beechnut 

Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

ELGIN  W.  WARE,  JR.  MD 

GEORGE  E.  HURT.  JR,  MD 

L.  MICHAEL  GOLDSTEIN.  MD 

STEVE  M.  FROST.  MD 

Urology 

3600  Gaston  Avenue.  Dallas.  Texas  75246 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  ol  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

External  or  Internal  Irradiation 

Inpatient  and  Outpatient  Services 

THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 

Grant  F.  Begley,  MD 

Hugh  Lamensdorl.  MD 

Ira  N.  Hollander.  MD 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

817  336-5711 

Rheumatology 

EUGENE  R.  TODD.  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 

Fellow  of  the  American  College  of  Suraeons 

Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza. 

Wadley  Tower,  Suite  755,  Dallas.  Texas  75246 

214  826-3500 

DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan.  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D retner,  MD,  PA 

Diplomates  oi  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  230.  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 

DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 

4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 

Thoracic  Surgery 

ALLAN  L.  GRAHAM,  MD,  FACS 

KARAMAT  U.  CHOUDHRY,  MD.  FACS 

ROBERT  W.  MILEY.  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104:  332-7878 

WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway.  Suite  207.  Professional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano.  Texas  75075;  214  867-3928 

RICHARD  E.  WOOD,  MD 

ROBERT  E.  RAWITSCHER.  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower.  3600  Gaston  Avenue. 

Suite  404.  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 

KIRBY  B.  TARRY.  MD.  FACS 

Diplomate.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois.  Midland,  Texas  79701 

915  687-4553 

BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


SUSHIL  M.  SETHI,  MD,  FRCS  (C) 

Diplomate  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery 

1400  South  Main,  Suite  409,  Fort  Worth,  Texas  76104 
Phone:  817  334-0623;  Answered  24  hours. 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  yaii-fime.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 

Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proc- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


GENERAL  SURGEON  AND  OB/GYN  for  eight  member  multi-specialty 
group.  Located  in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island 
beach,  several  colleges  and  a major  medical  center.  Salary  negotiable 
first  year.  Partnership  second  year  if  mutually  desirable.  Excellent 
benefits.  Contact  San  Benito  Medical  Association,  P.O.  Drawer  642,  San 
Benito,  Texas  78586;  512  399-2443. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid. 
Call  713  861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77248. 


INTERNISTS,  PEDIATRICIANS,  GENERAL  SURGERY,  FAMILY  PRAC- 
TICE. Group  or  solo.  New  medical  office  building  to  be  constructed 
adjacent  to  the  hospital.  Practice  opportunities  in  a multispecialty 
group  with  salary  guarantee  and  excellent  fringe  benefits  or  will 
assist  in  starting  solo  practice.  Contact  Bruce  Dyer,  Administrator, 
Haltom  General  Hospial,  2919  Markum  Drive,  Fort  Worth,  Texas  76117; 
817  831-0311. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians.  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Excellent  workinq  conditions,  fee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TIRED  OF  BIG  CITY  PRACTICE?  Move  to  Ranger,  Texas  where  oppor- 
tunities are  good  for  a family  practice  physicians.  Call  collect:  1-817- 
647-1182. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


URGENTLY  REQUIRE  FAMILY  PHYSICIAN  to  take  over  busy  practice 
from  retiring  physician  in  a group  setting.  Located  in  prosperous  small 
town  30  miles  from  central  Dallas.  Physician  good-will  available.  Con- 
tact: David  Ellis,  MD,  101  N.  Houston  Street,  Kaufman,  Texas  75142; 
214  932-2141. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


PEDIATRICIAN — URGENTLY  NEEDED  for  20  year  plus  practice  in  Dallas- 
Fort  Worth  metroplex.  Intact  office  records,  equipment.  Reasonable 
lease.  Population  75,000.  Full  or  part-time.  Near  medical  school,  hospi- 
tals. Will  establish.  Terms.  James  R.  Phillips,  MD,  308  N.  W.  2nd,  Grand 
Prairie,  Texas  75050;  214  641-1286  or  264-1861. 


PEDIATRICS — REAL  OPPORTUNITY  AVAILABLE  in  Abilene  starting  July 
1984.  Good  family  and  recreational  environment.  Very  busy  practice  in 
group  with  two  other  pediatricians.  Call  915  695-1080. 


UROLOGIST  NEEDED— WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


FAMILY  PRACTITIONER  WANTED— Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


HEMATOLOGIST-ONCOLOGIST  sought  to  join  two  other  Heme-One 
specialists  in  busy  practice  in  Texas  Gulf  Coast  area.  Excellent  reim- 
bursement, enjoyable  lifestyle.  Send  CV  to  Ad-437,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — Board  certified/eligible  to  join  seven  physician  de- 
partment within  multispecialty  group.  Kaiser-Permanente  Medical  Care 
Program.  Competitive  salary,  extensive  benefits.  Reply  with  CV  to 
Medical  Director,  12720  Hillcrest,  Suite  600;  Dallas,  Texas  75230. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 

mand  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
Richmond,  Houston,  Texas,  77057.  For  outside  Texas  call  80G 
231-7578. 


FAMILY  PHYSICIAN  TO  JOIN  THREE  OTHERS  in  modern  well-equipped 
building  in  community  of  150,000.  Top  income;  progressive  medical 
community;  partnership  available  after  first  year.  Contact  James  S. 
Spurlock,  MD,  5912  Amarillo  Blvd.,  West,  Amarillo,  Texas  79106;  806 
359-4701. 


FIRST  TEXAS  MEDICAL,  INC.  is  presently  recruiting  board  eligible/ 
certified  Ob/Gyn  physicians  to  join  our  board  certified  Ob/Gyn  staff 
in  Lewisville,  Texas.  We  are  a diverse,  growth  oriented  group  operat- 
ing hospitals  and  three  centers  located  in  Denton,  Carrollton  and  Lew- 
isville, Texas  (Dallas-Fort  Worth  area).  Physicians  are  paid  a guar- 
anteed income  with  liberal  benefits.  We  have  no  junior/senior  part- 
ners and  strive  to  provide  an  atmosphere  that  ensures  the  practice  of 
good  medicine.  If  interested,  send  CV  to:  Margaret  Bacon,  First  Texas 
Medical,  Inc.,  560  West  Main  Street,  Lewisville,  Texas  75067;  214 
221-2322. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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FAMILY  PRACTICE  PHYSICIANS  NEEDED— Modern  42  bed  progressive 
hospital  district.  Rural  community  in  South  Central  Texas  with  easy 
access  to  metro  areas;  excellent  hunting  and  lishing.  Office  space 
available.  Contact  Harold  Boening,  Administrator,  Otto  Kaiser  Memorial 
Hospital,  Rt.  1,  Box  450,  Kenedy,  Texas  78119,  512  583-3401. 


DALLAS  AND  NORTHEAST  TEXAS— EMERGENCY  PHYSICIANS.  Imme- 
diate openings  available  in  established  ACEP  oriented  group.  Posi- 
tions available  in  emergency  departments  and  free-standing  ambula- 
tory care  clinics.  Flexible  scheduling,  fee-for-service  with  guarantee, 
malpractice  insurance.  Contact  Brenda  Lancaster,  EmCare,  3600  Gas- 
ton Avenue,  Dallas,  Texas  75246,  or  call  214  823-6850. 


RADIOLOGIST  NEEDED:  Position  open  immediately.  Board  certified. 
General  radiology  to  include  CAT  Scan,  ultrasound,  nuclear  medicine, 
arteriography,  and  interventional  radiology  required.  Texas  license. 
Acute  care  hospital  and  private  office  practice.  Houston,  Texas.  Please 
reply  to  Ad-438,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PEDIATRICIAN — BC/BE  to  join  pediatric  group  in  Texas  City-Galves- 
ton  area.  Spacious  offices,  excellent  salary  and  benefits.  Tertiary  re- 
ferral centers  in  Galveston  and  Houston.  Cultural  and  recreational 
opportunities  abound.  Send  resume  to:  Galveston  County  Pediatric 
Associates,  6400  Memorial  Drive,  Texas  City,  Texas  77591. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 
713  496-7777. 


SAN  ANTONIO:  Family  practice/emergency  medicine.  Immediate  open- 
ing in  minor  emergency  center  operating  14  hours  per  day.  Salary  and 
fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  6311  Bay  Meadows, 
San  Antonio,  Texas  78224;  phone  512  661-4891. 


ASSOCIATE  IN  FAMILY  PRACTICE:  Active  practice  in  suburban  Rosen- 
berg, Texas,  20  minutes  from  Houston.  Full  family  services,  immediate 
care  for  minor  emergencies,  with  x-ray  and  lab  within  clinic.  Excellent 
hospital  facilities.  Send  resume  to  1002  Wilson  Drive,  Rosenberg,  Texas 
77471. 


GENERAL  PRACTITIONER:  Dynamic  growing  community  in  West  Texas 
needs  an  energetic  physician  to  associate  with  a modern,  full-service, 
JCAH  accredited  hospital.  Excellent  first  year  income  guarantee,  office 
rent,  staff  salary  assistance,  and  practice-building  support.  Will  assist 
in  locating  office  space  near  hospital  and  well  traveled  areas.  Com- 
munity offers  wide  variety  of  recreational,  cultural  and  educational 
activities,  along  with  low  real  estate  costs  and  taxes.  Excellent  future 
for  growth  and  financial  success.  For  immediate  consideration,  call 
collect:  Patricia  Fitzsimmons,  Director  of  Physician  Recruitment,  Summit 
Health  Ltd.,  4070  Laurel  Canyon  Blvd.,  Studio  City,  California  91604. 
818  985-8386. 


GENERAL  INTERNIST  NEEDED  to  join  busy  small  group  in  Houston 
environs.  450  bed  fully  equipped  hospital  across  street  from  office. 
Salary  with  bonus  initially,  then  partnership.  Send  CV  to  Ad-451, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  WANTED  to  join  active  surgeon,  small  northeast 
Texas  city  with  good  hospitals,  many  other  specialists.  Board  certifica- 
tion necessary.  Present  surgeon  near  retirement,  seeks  associate  who 
would  share  present  practice  while  developing  his  own,  eventually  take 
over.  Contact  Ad-452,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


POSITIONS  AVAILABLE:  Seeking  board  certified  or  board  eligible  cardi- 
ologist, oncologist,  and  general/vascular  surgeon  to  join  eight  mem- 
ber multispecialty  clinic  in  San,  Antonio  Texas.  Send  CV  to  Mr.  Robert 
J.  Knapp,  Administrator,  124  Dallas  Street,  San  Antonio,  Texas  78205. 


PHYSICIANS  WANTED,  TO  STAFF  WALK-IN  CLINIC,  FM  1960  West 
area,  Houston,  Texas.  Part  time  or  full  time.  Call  713  444-3183. 


STUDENT  HEALTH  PHYSICIAN  with  family  medicine  experience.  Modern 
clinic,  East  Texas  recreational  area,  10.5  month  year  plus  annual  vaca- 
tion and  university  holidays.  Texas  license  required.  Clinic  hours 
Monday-Friday,  8:00-5:00,  no  calls  or  night  work.  Contact  Foy  Varner, 
MD,  P.O.  Box  13058,  SFASU,  Nacogdoches,  Texas  75962;  409  569-4008. 
EO/AAE. 


TEXAS  DEPARTMENT  OF  CORRECTIONS:  Opportunities  for  physicians 
in  correctional  institutions.  Texas  license  required.  Office  space  pro- 
vided; salary  plus  benefits.  Contact  Glynda  J.  Baker,  Health  Services 
Division,  P.O.  Box  99,  Huntsville,  Texas  77340,  or  call  409  295-6371,  ext. 
718. 


ALTERNATIVE  TO  OFFICE  PRACTICE— Established  firm  with  freestand- 
ing emergency  centers  in  Dallas-Houston  area  is  seeking  qualified 
physicians  to  fill  medical  director  and  staff  positions.  Training  in  in- 
ternal medicine,  family  practice,  emergency  medicine  or  equivalent 
preferred.  Excellent  compensation  and  benefits.  Call  Physician  Re- 
sources, Medical  Networks,  713  999-4353  collect,  or  write  P.O.  Box  4448, 
Houston,  Texas  77210-4448. 


PORT  ARTHUR,  TEXAS— 25  miles  from  Gulf  of  Mexico,  270+  bed  hos- 
pital with  16,000  patient  volume.  Completely  new,  modern  emergency 
department  seeking  experienced  physician.  Compensation  commensu- 
rate with  qualifications  and  experience.  Contact  Physicians  Resources, 
Medical  Networks,  713  999-4353  collect;  or  write  P.O.  Box  4448,  Houston, 
Texas  77210-4448. 


FAMILY  PRACTITIONER  to  assume  established  office  practice.  Call 
schedule  may  be  shared,  if  desired.  Laboratory  and  x-ray.  Unlimited 
opportunity.  San  Antonio,  Texas.  Please  reply  to  Ad-434,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BC/BE  FAMILY  PRACTITIONER.  Licensed  or  eligible  for  licensure  in 
state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private  practice 
opportunities  and  guarantees.  Call  R,  Nast  at  713  529-3399  or  send 
CV  to  R.  I.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston, 
Texas  77006. 


FAMILY  PRACTICE:  Well-established  family  practice  opportunity  for  a 
family  practitioner  or  internist  in  Centra!  Texas  community  close  to 
Austin/Houston.  36  bed  hospital.  Partnership  opportunity  with  excellent 
professional  and  economic  growth  potential.  Please  reply  to  AD-454, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78071. 


GENERAL  INTERNIST  WANTED  to  associate  with  two  other  internists. 
Small,  multi-specialty  group.  Gulf  Coast  area.  Prefer  experienced  in- 
dividual with  strong  background  in  primary  care  and  geriatric  medicine. 
Generous  first-year  package  including  $72,000  salary  plus  bonus  based 
on  productivity.  Reply  with  curriculum  vitae  to  Raymond  T.  Torp,  MD, 
3027  N.  Richmond  Road,  Wharton,  Texas  77488  , 409  532-2440. 


OBSTETRICS/GYNECOLOGY  OPPORTUNITIES— several  Charter  Medical 
Corporation's  hospitals  located  in  the  sunbelt  will  assist  qualified 
obstetricians/gynecologists  to  relocate  and  setup  fee-or-service 
practices.  Minimal  income  guarantee  and  benefits  available.  Special 
opportunities  available  in  Texas.  Contact  and/or  forward  a curriculum 
vitae  to  Bernard  F.  Carr,  Director,  Physician  Relations,  31291  E.  Nine 
Drive,  Laguna  Niguel,  CA  92667,  or  call  714  661-8301. 


PRIMARY  CARE  PHYSICIANS:  Family  practice,  internal  medicine,  OB/ 
GYN,  pediatrics,  general  surgery;  BC/BE,  wanted  to  join  stable  ex- 
panding prepaid  group  practice  in  Dallas/Fort  Worth.  Competitive 
salaries,  liberal  fringe  benefits,  no  business  headaches.  Contact:  Med- 
ical Director,  P.O.  Box  55,  CIGNA  Healthplan  of  Texas,  8131  LBJ,  Suite 
350,  Dallas,  Texas  75251;  214  669-8069. 


BC/BE  OBSTETRICS  & GYNECOLOGY.  Licensed  or  eligible  for  licen- 
sure state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private 
practice  opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or 
send  CV  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222, 
Houston,  Texas  77006. 


NEUROLOGIST  NEEDED  IN  McALLEN.  Excellent  professional  oppor- 
tunity. Guaranteed  minimum  income  of  $50,000  first  year.  Liberal  vaca- 
tion and  meeting  times.  EEG,  EMG,  CAT  Scan  are  available.  Send 
curriculum  vitae  to  Ad-455,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


EMERGENCY  CONSULTANTS,  INC.  is  now  reviewing  applications  for 
full-time  and  part-time  opportunities  in  Texas  beginning  July  1,  1984, 
with  limited  opportunities  available  now.  Competitive  hourly  rates. 
Malpractice  insurance  provided;  directorships  available.  Call  today 
for  more  information:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Suite  126,  Traverse  City,  MI  49684;  1 -800-253- 1 795 , or  in  Michigan 
1-800-632-3496. 


TEXAS:  IMMEDIATE  FULL-TIME  position  in  hospital  affiliated  family 
practice  clinic.  Located  north  of  Dallas.  Attractive  hours  and  guaran- 
teed hourly  compensation.  Malpracitce  insurance  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Suite  126, 
Traverse  City,  MI  49684;  1-800-253-1795,  or  in  Michigan  1-800-632-3496. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


RETIRING  UROLOGIST — Board  certified,  Texas  license.  Baylor  gradu- 
ate. Seeks  employment.  Not  at  all  adverse  to  general  medical  work. 
Institutions  or  otherwise.  Health  excellent.  Very  capable.  Presently 
in  daily  urological  practice.  Anything  ethical  appreciated.  Please 
reply  to  James  L.  Shelton,  MD,  934  Palo  Verde  Avenue,  Long  Beach, 
California  90815. 


PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham, 
lexas  77833;  409  830-0400. 


ANESTHESIOLOGIST — Board  eligible  with  15  years  anesthesia  exper- 
ience, Texas  license,  desires  to  relocate.  Experience  with  all  types 
anesthesia.  Available  within  reasonable  period  of  time.  Good  recom- 
mendations. Reply  to  Ad-426,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST.  BOARD  ELIGIBLE,  has  Texas  license  and  desires  to  relo- 
cate. Looking  to  join  single  or  multispecialty  group  practice  in  Texas 
area.  Any  other  practice  options  also  considered.  Available  from  July 
1984.  Please  reply  to  Ad-445,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  wants  to  relocate  in  small  town  with  extensive 
surgical  experience.  Willing  to  do  general  practice.  Want  to  be  busy. 
All  offers  considered.  Please  reply  to  AD-429,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701 


BOARD  CERTIFIED  GENERAL  SURGEON,  43,  desires  relocation  in 
Texas.  Availability  and  geographical  location  flexible  Hold  OH,  PA, 
TX,  MI  licenses.  Please  reply  to  Ad-443,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd,  Austin,  Texas  78701. 


WANTED:  LOCUM  TENENS— DIAGNOSTIC  RADIOLOGY.  Texas  raised 
radiology  resident  desires  1-2  weeks  of  locums  preferably  late  June  or 
early  July  (but  flexible).  To  discuss,  inquire,  or  hire  write  to  J.  Martin 
Stewart,  MD,  Mayo  Clinic  (East  2),  Rochester,  MN  55905.  Call  507 
284-2311.  Texas  licensed. 


DERMATOLOGIST,  board  certified,  age  35,  currently  practicing  in 
Texas,  seeks  relocation  within  the  state.  Reply  to  Ad-456,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


LUFKIN— MEDICAL  OFFICE  CONDOS  for  sale  or  lease  with  option 
to  buy.  Located  between  this  growing  city’s  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901. 


HOUSTON  AREA:  Well  established  family  practice.  Gross  over  250,000. 
Excellent  net.  Will  introduce.  Growing  practice.  Well  equipped  office, 
lab,  and  x-ray.  Reply  to  Ad-441,  TEXAS  MEDICINE.  1801  North  Lamar 
Blvd.,  .Austin,  Texas  78701. 

MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 
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WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  last  growth  south 
Austin  area.  Must  have  excellent  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
station.  The  latest  in  equipment.  Contact  Katherine  D.  Perkins,  MD, 
512-44 1 -5678. 


PRACTICE  AND  BUILDING  FOR  SALE  IN  AUSTIN— rapidly  growing 
area  of  city  of  over  400,000.  Included  3,500  square  foot  building,  five 
years  old;  1 ,500  square  feet  leased,  other  2,000  square  feet  shared  with 
second  internist.  I cm  retiring  and  now  working  25-30  hours/week 
and  grossing  over  $200,000.  Can  do  as  much  as  you  like.  For  additional 
information  write  Ad-440,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


INTERNIST  RETIRING — Active  six  figure  medical  practice  for  sale. 
Also  selling  or  leasing  medical  building  completely  furnished,  including 
well  equipped  x-ray  unit.  Located  on  busy  corner  convenient  to  all 
major  expressways  and  three  minutes  from  four  major  hospitals,  excel- 
lent parking,  in  progressive  city  of  San  Antonio,  Texas.  Owner  financing. 
512  225-5425. 


TEXAS — LIVINGSTON — We  need  an  Ob/Gyn  and  orthopedist  to  com- 
plete our  new  ultramodern  20,000  ft.  medical  plaza;  scheduled  opening 
July  84.  Already  involved  are  three  FPs,  surgeon,  dentist  and  phar- 
macy. Beautiful  lakeside,  rapidly  growing  town  70  miles  north  of 
Houston.  Incentive  discounts  for  early  signings.  Reply  to  Michael  Shu- 
kan,  MD,  409  327-3845. 


OFFICE  SPACE  AVAILABLE  FOR  RENT  OR  LEASE  in  modern  clinic 
adjacent  to  largest  hospital  in  area.  This  space  ideal  for  internist  or 
family  physician  who  desires  to  establish  a large  practice.  Physicians 
presently  in  the  clinic  will  help  newcomer  establish  himself.  This  mod- 
ern clinic  is  located  on  the  upper  Texas  Gulf  Coast  in  large  thriving 
industrial  community.  Good  schools,  good  churches,  unlimited  oppor- 
tunity for  aggressive  person.  For  details  write  Ad-444,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE — 1000  square  feet  office  space.  4 exam  rooms,  private 
office,  business  office,  reception  room  and  kitchen/lab  areas.  Close  to 
TCU  and  hospital  district  in  Fort  Worth,  Texas.  $600  month.  Call  817 
926-4601. 


WELL  ESTABLISHED  ACTIVE  cardiology  practice  in  Austin,  Texas  for 
immediate  sale/lease.  Please  reply  to  Ad-453,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


SANTA  FE;  Large  luxurious  2 BR,  2 bath  condominiums  within  walking 
distance  of  Plaza.  Completely  furnished  in  the  traditional  style.  Private 
outdoor  decks,  washer-dryer,  all  amenities.  Available  by  the  week  or 
month.  Book  early  for  a great  season.  Miramontes  Properties,  511  Rio 
Grande  Avenue,  Santa  Fe,  New  Mexico  87501;  505  984-0640  or  505 
758-1150. 


TAOS:  Studio  and  1 BR  condominiums  only  one  block  from  Taos  Plaza. 
Completely  furnished  in  traditional  decor.  Private,  charming,  quiet. 
Minimum  3 days  visit.  Miramontes  Properties,  511  Rio  Grande  Avenue, 
Santa  Fe,  New  Mexico  87501;  505  984-0640  or  505  738-1150. 


AUSTIN,  TEXAS — Office  condominiums  for  sale  or  lease.  An  established 
medical  park  consisting  of  five  distinct  buildings  designed  specifically 
for  the  medical  community.  High  growth  versus  hiqh  congestion.  Lease 
rates  below  market.  Plenty  of  parking  available.  Work  with  new 
families  in  explosive  south  Austin.  Before  you  select  an  office  call 
Buddy  Francese  at  512  346-6100. 


FOR  SALE:  Established  allergy  practice.  Physician  retiring.  Good  loca- 
tion in  Metroplex.  Available  June  first.  Equipment  included.  Reply  to 
Ad-457,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE — office  space  available  in  just  completed  professional 
building  with  pharmacy.  Adjacent  to  new  hospital  in  rapidly  expanding 
suburb  of  DFW  Metroplex.  Rent  $12  per  square  ft.  plus  finishing  allow- 
ance. Area  currently  supports  five  general  practitioners;  excellent 
referral  base  for  specialist.  For  more  information  call  817  473-9035 
during  working  hours. 


GREAT  TAX  ADVANTAGE.  Fourplexes  in  Brookshire,  Texas.  $152,600; 
$10,000  down,  2nd  note  on  balance.  Appraised  at  $170,000.  Write  off 
$7,000  in  five  years.  Approximately  130%  return  on  your  money  in 
three  years.  All  preceding  information  is  on  each  building.  Call  713 
497-4243  for  further  information. 


GOOD  OPPORTUNITY  for  aggressive  Spanish  speaking  doctor.  Very 
low  overhead.  No  part  time  please.  For  further  information  call:  Rudy 
Davila,  512  226-5293,  Davila  Pharmacy,  1110  El  Paso,  San  Antonio, 
Texas  78207. 


FAMILY  PRACTICE  FOR  SALE — Dallas,  new  office  and  equipment. 
Office  including  equipment  $70,000.  Contact  Lisa  at  214  271-5643. 


ORTHOPEDIC  SURGERY:  Well  established  practice  for  sale  with 
quality  reputation.  Enjoys  extra  fine  income.  3>/2  days/week.  Near 
hospital  facilities.  Comfortable  city  of  30,000.  Contact  B&PA  for  more 
information  at  713  771-5011  or  9888  Bissonnet  #530,  Houston,  Texas. 
TMH  395. 


HOUSTON  AREA  FAMILY  PRACTICE  FOR  SALE:  Well  established,  busy 
practice  with  family/industry  mix.  No  OB,  no  surgery.  Also  enjoys  ex- 
cellent new  patient  flow.  Has  fine  equipment  and  facilities.  Contact 
B&PA  for  more  information  at  713  771-5011  or  9888  Bissonnet  #530, 
Houston,  Texas  77036.  TMH  386. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


WRITING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  & Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


PROFESSIONAL  MONEY  MANAGEMENT — Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  75%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
recoras  available.  Over  $15  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  ts  planning  adoption  for  her  baby.  Oosts 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CANT  BEAT  THE  QUALITY  or  the  price]  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained  and  supervised.  $35  for 
cassette  reports,  $45  for  reel-to-reel  reports.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCC  Interpretation  313  879-8860. 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES. 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
winter,  spring,  summer.  Approved  for  18-24  CME  Cat.  1 credits  (AMA/ 
PRA).  Distinguished  professors.  Fly  roundtrip  free  on  Caribbean, 
Mexican,  and  Alaskan  Cruises.  Excellent  group  fares  on  finest  ships. 
Registration  limited.  Pre-scheduled  in  compliance  with  present  IRS 
requirements.  Information:  International  Conferences,  189  Lodge  Ave- 
nue, Huntington  Station,  New  York  11746;  516  549-0869. 


CLINIC  ADMINISTRATOR:  Responsible  for  the  overall  management  of 
clinic,  including  the  hiring  and  training  of  medical,  nursing  and  ad- 
ministrative staffs,  as  well  as  for  all  budgetary  matters.  Also  respon- 
sible for  purchasing  equipment  and  pharmaceutical  supplies.  Must  act 
as  liaison  between  staff  and  Persian  patients.  BS  degree  or  equivalent 
in  economics,  business  administration  or  hospital  management,  with 
one  year  experience.  Must  speak  Farsi.  40  hours  per  week;  $2,200  per 
month  salary.  Apply  at  the  Texas  Employment  Commission,  Houston, 
Texas,  or  send  resume  to  the  Texas  Employment  Commission,  TEC 
Building,  Austin,  Texas  78778,  J.  O.  #3223030.  Ad  paid  by  an  equal 
employment  opportunity  employer. 


QUALITY  HUNTING  AND  FISHING  LEASES  for  doctors.  10,000  acres 
on  Lake  Palo  Pinto,  U/2  hours  from  DFW  Airport.  Trophy  deer  manage- 
ment, excellent  turkey,  dove  and  duck  hunting.  Six  months  of  quail 
and  pheasant  hunting,  fishing.  Furnished  lodge,  cabins,  shooting  range, 
year-round  recreation.  Limited  membership.  Other  areas  coming  avail- 
able. Contact  Jerry  Woods  at  915  762-3811  evenings. 


Make  the 


Connection 


Texas  Department  ot  Public  Safety 


FAMILY  PRACTICE/OB-GYN/GEN.  SURG. 

Seeking  a third  physician  to  join  a well  established  and 
rapidly  expanding  general  practice  in  San  Antonio,  Texas. 
Our  facility  is  a total  health  care  center  with  laboratory, 
x-ray,  stress  testing,  and  Holter  monitoring  services 
already  established.  I will  offer  unlimited  opportunity  and 
will  encourage  development  of  individual  talents  and  in- 
terests. Texas  license  in  specialty  area  preferred.  Please 
send  curriculum  vitae,  references,  and  current  photo- 
graph. Direct  inquiries  to: 

M.  Sewell 

7115  Blanco  Rd.,  Suite  114-80 
San  Antonio,  Texas  78216 
512-342-7442 
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A candidate 
who  isn’t 
heard 

is  only  a name 
on  the  ballot 

Let's  face  it.  A candidate  for  public  office  who  doesn't 
get  financial  and  technical  support  has  little  chance 
of  influencing  the  voting  public. 

TEXPAC,  the  political  voice  of  medicine  in  Texas,  pro- 
vides support  to  candidates  who  share  views  on 
medical  and  public  policy  issues  with  the  medical 
constituency. 

The  effectiveness  of  TEXPAC  begins  with  the  thou- 
sands of  concerned  physicians  and  their  spouses 
who  make  up  the  strong  and  influential  voice  of 
medicine. 

Physicians  control  TEXPAC — responsible  physicians 
like  yourself;  physicians  who  realize  that  their  political 
involvement  at  the  local  level,  and  their  support  of 
TEXPAC  through  membership  and  financial  contribu- 
tion is  essential  to  continuing  the  effectiveness  of  the 
voice  of  medicine  in  Texas. 

Your  voice  and  membership  is  needed.  Join  with 
those  who  realize  that  medicine  is  a constituency. 

Join  TEXPAC. 


TEXPAC 

Texas  Medical 
Political  Action  Committee 

1905  North  Lamar  Blvd.  Austin,  Texas  78705 

TEXPAC  is  the  officially  recognized  political 
action  committee  of  the  Texas  Medical  Association 

Political  responsibility  is  responsible  medicine 
For  membership  information,  call  512/474-1812 


Please  make  checks  payable  to  TEXPAC 

Voluntary  political  contributions  (Texas  Medical  Association  PAC  %, 
American  Medical  Association  PAC  'A)  are  not  limited  to  the  sug- 
gested amount  Neither  TMA  or  AMA  will  favor  or  disadvantage  any- 
one based  on  the  amounts  or  failure  to  make  contributions.  Contribu- 
tions are  subject  to  Federal  Election  Commission  regulations 


Advertising  Directory 


American  Physicians  Insurance  Exchange 

27,  29,  31 

Boots  Pharmaceutical 

80,  81,  82 

Burroughs  Wellcome 

26 

Coastal  Emergency  Services 

32 

Community  Alimentation  Service 

83 

Curry  Auto  Leasing 

83 

Dallas  Medical  & Surgical  Clinic  and  Hospital 

2nd  Cover 

Dallas  Rehabilitation  Institute 

22 

Davenport  X-ray 

22 

Diagnostic  Clinic  of  Houston 

67 

I.C.  System,  Inc. 

International  Congress  for  Hair  Transplant 

7 

Surgery 

28 

Janssen  Pharmaceutica 

51 

Kelsey-Seybold  Clinic 

3rd  Cover 

La  Hacienda  Treatment  Center 

30 

Levi  Arthritis  Hospital 

30 

Eli  Lilly  and  Company 

6 

Management  Systems  of  Wausau 

38,  39 

Martine  Properties 

22 

Med  Center  Bank 

57 

Medical  Arts  Clinic  of  Corsicana 

27 

The  Medical  Protective  Company 

75 

Medi-Scan 

77 

Picker  International 

78 

Plaza  Medical  Center 

11 

Primacare  Inc. 

30 

Quinn-L  Management  Corporation 

74 

R-B  Instruments  Co. 

91 

Roche  Laboratories 

1,2 

Roerig 

12,  13,  14 

Schick  Shadel  Hospital 

29 

Scott  and  White  Clinic 

Back  Cover 

Smith  Kline  & French  Laboratories 

79 

Staff  Leasing 

68 

Starlite  Village  Hospital 

32 

Symposium  on  Medical  Writing 

Texas  Medical  Association 

37 

Annual  Session 

33,  34,  35,  36 

Memorial  Library 

Texas  Medical  Association  Automobile  Lease 

93 

Program 

65 

Texas  Medical  Association  Insurance  Program 

15 

Texas  Medical  Liability  Trust 

8,  68 

Timberlawn  Psychiatric  Hospital 

Back  Cover 

Torbett-Hutchings-Smith  Memorial  Hospital 

2nd  Cover 

Upjohn 

23 

Upjohn  Healthcare  Services 

31 

Villas  on  Travis 

44 

Vivigen 

32 

Warm  Springs  Rehabilitation  Hospital 

40,  41,42,  43 

Wyeth  Laboratories 

69,  70 

Tax  credit  information 

The  TEXPAC  portion  of  your  TEXPAC/AMPAC  contribution  may  be 
eligible  for  a tax  credit  on  your  federal  return  A maximum  tax  credit 
of  $50  on  a single  return  and  $1 00  on  a joint  return  is  allowed  300 
Club  members  may  claim  a maximum  of  $100  on  their  $300  contri- 
bution when  filing  a joint  return 


Texas  Physicians’  Directory  96-103 

Classified  Advertising  104-106 

Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAM 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA's  1 17th  Annual  Session,  May  9-13,  1984,  in  Fort  Worth. 
Most  courses  are  scheduled  to  be  in  the  Tarrant  County  Convention 
Center;  others  will  be  held  in  adjacent  hotels.  For  further  information, 
contact  Mrs  Dale  Willimack,  Director,  Department  of  Annual  Session 
and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701,  (512)477-6704. 

As  an  organization  accredited  for  continuing  medical  education,  the 
Texas  Medical  Association  designates  these  continuing  medical  ac- 
tivities as  meeting  the  criteria  for  hour-for-hour  credit  in  Category  1 
of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

Adolescent  Medicine 

Thursday,  May  10,  8 am-4:15  pm 

SYMPOSIUM  ON  SCHOOL  HEALTH  Room  A-128,  Convention  Cen- 
ter. Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 
hours 

Friday,  May  11,9  am-1 2 pm 

SYMPOSIUM  ON  CHRONIC  ILLNESSES  OF  CHILDHOOD:  AM- 
BULATORY CARE.  Room  A-295,  Convention  Center.  Fee  none. 
Category  1,  AMA  Physician’s  Recognition  Award;  3 hours 

Aerospace  Medicine 

Thursday,  May  10,  9 am-4:45  pm 

TEXAS  AIR-MEDICS  ASSOCIATION  AND  FLYING  PHYSICIANS 
ASSOCIATION,  TEXAS-SOUTHWEST  REGION  SCIENTIFIC  PRO- 
GRAM. Room  A-295,  Convention  Center.  Fee  none.  Category  1 , 
AMA  Physician’s  Recognition  Award;  5 hours 

Allergy 

Saturday,  May  12,  9:30  am-5  pm 

SECTION  ON  ALLERGY.  Room  A-262,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  4 hours 

Arthritis  and  Rheumatism 

Friday,  May  11,2-5  pm 
Saturday,  May  1 2,  9 am-5: 1 5 pm 

TEXAS  RHEUMATISM  ASSOCIATION.  Friday,  A-141 , Convention 
Center;  Saturday,  A-129,  Convention  Center.  Fee  none.  Category  1, 
AMA  Physician's  Recognition  Award,  10  hours 

Anesthesiology 

Saturday,  May  12,  8 am-5  pm 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS.  Room  A-277,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  7 hours 

Cardiovascular  Diseases 

Thursday,  May  10,  8:30  am-5  pm 

SYMPOSIUM  ON  CARDIOVASCULAR  DISEASES.  Room  A-141 , 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  7 hours 


Chest  Disease 

Saturday,  May  1 2,  9:30  am-5  pm 

SECTION  ON  DISEASES  OF  THE  CHEST.  Room  A-242,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award; 

5 hours 

Colon  and  Rectal  Surgery 

Saturday,  May  12,  9:30  am-4:30  pm 

SECTION  ON  COLON  AND  RECTAL  SURGERY.  Room  A-295,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  5 hours 

Dermatology 

Saturday,  May  12,  9 am-1  pm 

TEXAS  DERMATOLOGICAL  SOCIETY.  South  Bay  Room,  Convention 
Center.  Fee  none.  Category  1 , Physician’s  Recognition  Award;  4 
hours 

Digestive  Diseases 

Thursday,  May  10,  8:15  am-4:30  pm 

SECTION  ON  DIGESTIVE  DISEASES.  Room  A-262,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 

6 hours 

Emergency  Care 

Wednesday,  May  9,  1-5  pm 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  ScottA/an 
Zandt  Rooms,  Hyatt  Regency  Hotel.  Fee:  $40.  Category  1,  AMA 
Physician's  Recognition  Award;  4 hours 

Thursday,  May  1 0,  8 am-1 2 pm 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Trinity  Ball- 
room East,  Americana  Hotel.  Fee:  $40.  Category  1 , AMA  Physician’s 
Recognition  Award;  4 hours 

Thursday,  May  10,  8 am-5: 15  pm 

SYMPOSIUM  ON  INITIAL  TRAUMA  CARE.  South  Bay  Room,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  8 hours 

Thursday,  May  10,  1-5  pm 
Friday,  May  11,8  am-5  pm 
Saturday,  May  12,  8 am-1 2 pm 

ADVANCED  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Trinity 
Ballroom  East  I,  II,  III,  Americana  Hotel.  Fee:  $160.  Category  1,  AMA 
Physician's  Recognition  Award;  16  hours 

Endocrinology 

Friday,  May  11,8:15  am-5  pm 

SECTION  ON  ENDOCRINOLOGY.  Room  A-262,  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  6 hours 

Family  Practice 

Thursday,  May  10,8:15  am-4:30  pm 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Room  A-277,  Conven- 
tion Center.  Fee  $50,  TAFP/AAFP  member;  $60,  physician  non- 
member; $20,  resident  TAFP/AAFP  member;  $30,  resident  nonmem- 
ber, RN/PAs.  Category  1 , AMA  Physician’s  Recognition  Award; 

AAFP  Prescribed;  5 hours 

Friday,  May  11,8:15  am-5  pm 

SECTION  ON  FAMILY  PRACTICE.  Room  A-277,  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  6 hours 
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Geriatrics 


Thursday,  May  1 0,  9 am-1 2 pm 

TEXAS  MEDICAL  DIRECTORS  ASSOCIATION  Room  A-243,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recogntion 
Award;  3 hours 

Thursday,  May  10,  2-5  pm 

SYMPOSIUM  ON  AGING  Room  A-243,  Convention  Center  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  3 hours 

Hematology 

Friday,  May  1 1 , 2-5  pm 

SYMPOSIUM  ON  BLOOD  BANKING  Columbus  and  Barclay 
Rooms,  Hilton  Hotel.  Fee  none.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  3 hours 

Internal  Medicine 

Friday,  May  11,8:15  am-5  pm 

SECTION  ON  INTERNAL  MEDICINE.  Room  A-141 , Convention  Cen- 
ter. Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  6 
hours 

Legal  Medicine 

Thursday,  May  10,  2-5:30  pm 

SYMPOSIUM  ON  MEDICINE  AND  THE  LAW.  Room  A-129,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours 

Saturday,  May  12,  9 am-1 2 pm 

SYMPOSIUM  ON  PROFESSIONAL  LIABILITY.  Columbus,  Barclay, 
and  Astor  Rooms,  Hilton  Hotel.  Fee  none.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  3 hours 

Neurological  Surgery 

Friday,  May  11,8  am-1 2:30  pm 
Saturday,  May  12,  8 am-1 2:30  pm 

SECTION  ON  NEUROLOGICAL  SURGERY  Texas  Ballroom  A and 
B,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  8 hours 

Neurology 

Friday,  May  11,8:15  am-4:30  pm 
Saturday,  May  12,  8:15  am-1 2:30  pm 

SECTION  ON  NEUROLOGY.  Texas  Ballroom  C and  D,  Hyatt  Re- 
gency Dallas.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  11  hours 

Obstetrics  and  Gynecology 

Friday,  May  1 1 , 9:30  am-5  pm 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY.  Room  A-297 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  5 hours 

Occupational  Medicine 

Friday,  May  1 1 , 2:30-5: 1 5 pm 
Saturday,  May  12,8:15  am-1 2 pm 

SECTION  ON  OCCUPATIONAL  MEDICINE.  Room  A-243,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours 

Oncology 

Saturday,  May  12,  8:15  am-5  pm 

SECTION  ON  ONCOLOGY.  Room  A-141  (morning);  Room  A-298 
(afternoon),  Convention  Center.  Fee  none.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  5 hours 

Ophthalmology 

Friday,  May  11,8  am-5  pm 
Saturday,  May  12,  7 45  am-1 2 pm 

SECTION  ON  OPHTHALMOLOGY.  Times  Square  Ballroom  West, 


Hilton  Hotel.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  10  hours 

Orthopedic  Surgery 

Saturday,  May  12,  8 am-5  pm 

TEXAS  ORTHOPAEDIC  ASSOCIATION.  Room  A-120,  Section  A, 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  7 hours 

Otolaryngology 

Friday,  May  1 1 , 9:00  am-4:30  pm 
Saturday,  May  12,  9:30  am-1 2 pm 

SECTION  ON  OTOLARYNGOLOGY.  Room  A-120,  Section  A,  (Fri), 
Room  A-121 , (Sat),  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  8 hours 

Pathology 

Saturday,  May  12,  8:15  am-4:45  pm 

SECTION  ON  PATHOLOGY.  Room  A-141 , Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours 

Pediatrics 

Saturday,  May  12,  7:30  am-4:30  pm 

SECTION  ON  PEDIATRICS.  Room  A-128,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Physical  Medicine  and  Rehabilitation 

Friday,  May  1 1 , 8:15  am-4:20  pm 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION.  Room 
A-242,  Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s 
Recognition  Award;  6 hours. 

Physician  Impairment 

Thursday,  May  10,  2-5  pm 

SYMPOSIUM  ON  THE  IMPAIRED  PHYSICIAN  Room  A-197,  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours 

Plastic  Surgery 

Friday,  May  11,8  am-5  pm 
Saturday,  May  12,  9 am-1 2 pm 

SECTION  ON  PLASTIC,  RECONSTRUCTIVE,  AND  MAXILLO- 
FACIAL SURGERY.  Trinity  Ballroom  West  I,  II,  III,  Americana  Hotel. 
Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  12 
hours 

Psychiatry 

Saturday,  May  12,  8:15  am-1 2:30  pm 

SECTION  ON  PSYCHIATRY.  Room  A-297,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  4 hours 

Public  Health 

Friday,  May  1 1 , 8:30  am-5  pm 

SECTION  ON  PUBLIC  HEALTH  Room  A-128,  Convention  Center 
Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  6 hours 

Radiology 

Friday,  May  1 1 , 8: 1 5 am-5  pm 

SECTION  ON  RADIOLOGY.  Room  A-129,  Convention  Center  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours 
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Saturday,  May  12,  8:15  am-5  pm 

SECTION  ON  NUCLEAR  MEDICINE  Citizens  Room  A and  B,  Hyatt 
Regency  Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  6 hours 

Sports  Medicine 

Friday,  May  11, 8:00  am-5: 10  pm 

SYMPOSIUM  ON  SPORTS  MEDICINE  South  Bay  Room,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  7 hours 

Surgery 

Thursday,  May  10,  2-5  pm 

INTERNATIONAL  COLLEGE  OF  SURGEONS.  Room  A-121 , Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours 

Friday,  May  1 1 , 9:30  am-5  pm 

SECTION  ON  SURGERY.  Room  A-1 21 , Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Urology 

Friday,  May  1 1 , 9:30  am-12  pm 

SECTION  ON  UROLOGY.  Room  A-294,  Convention  Center  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  3 hours 

Other 

Wednesday,  May  9,  1-5  pm 

SYMPOSIUM  ON  COMPUTERS  IN  TEXAS  MEDICINE  TODAY. 

Grand  Crystal  Ballroom,  Hyatt  Regency  Hotel.  Fee  none.  Category 
1 , AMA  Physician’s  Recognition  Award;  4 hours 

Wednesday,  May  9,  1-5  pm 

SYMPOSIUM  ON  PHYSICIAN  COST  AWARENESS  Times  Square 
Ballroom,  Hilton  Hotel.  Fee  none.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  4 hours 

Thursday,  May  10,  1-5  pm 

SYMPOSIUM  ON  MEDICAL  WRITING.  Room  A-242,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
4 hours 

COURSES 


Critical  Care 

May  26,  1984 

ACUTE  CARE  UPDATE.  UT  Health  Science  Center,  San  Antonio.  Fee 
$125.  Credit  TBA.  Contact  Marilyn  Rennels,  Conference  Coordina- 
tor, Medical  School  Continuing  Education  Services,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

General  Medicine 

May  10-11,  1984 

AGING  IN  AMERICA.  UT  Medical  Branch,  Galveston.  Fee  TBA. 
Credit  TBA.  Contact  Pat  Biesecker,  Coordinator,  Office  of  Continuing 
Education,  UT  Medical  Branch,  Galveston,  TX  77550  (409)761-2934 

May  17-18,  1984 

ADVANCED  TRAUMA  LIFE  SUPPORT  COURSE.  Lubbock  General 
Hospital,  Lubbock.  Fee  $325.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  CME-American  College  of  Surgeons;  1 6 hours. 

Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
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Texas  Tech  University  Health  Science  Center,  Lubbock,  TX  79430 
(806)743-2929 

May  23,  1984 

9th  ANNUAL  INFECTIOUS  DISEASES  SEMINAR.  Loews  Anatole 
Hotel,  Dallas.  Fee  TBA.  Category  1,  AMA  Physician's  Recognition 
Award;  6 hours.  Contact  Diane  Averna,  Coordinator,  Continuing 
Physician  Education,  St  Paul  Hospital,  5909  Harry  Hines  Blvd, 

Dallas,  TX  75235  (214)689-4588 

Internal  Medicine 

May  29-June  1,  1984 

UPDATE  IN  INTERNAL  MEDICINE:  1984.  UT  Health  Science  Center 
at  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Kerry  Sheets,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Obstetrics  and  Gynecology 

May  12,  1984 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNE- 
COLOGY. Registry  Hotel,  Dallas.  Fee  $75.  Category  1 , AMA 
Physician's  Recognition  Award;  ACOG;  AAFP;  6 hours.  Contact  Di- 
ane Averna,  Continuing  Medical  Education,  St  Paul  Hospital,  5909 
Harry  Hines,  Dallas,  TX  75235  (214)689-4588 

Pathology 

May  6-10,  1984 

A REVIEW  OF  CLINICAL  MICROBIOLOGY.  Dallas  Hilton  Inn,  Dallas. 
Fee  $310  Category  1 , AMA  Physician's  Recognition  Award;  40 
hours.  Contact  LaNelle  Chancellor,  Assistant  to  the  Dean,  A.  Webb 
Roberts  Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (21 4)820-231 7 

May  17-19,  1984 

SURGICAL  PATHOLOGY  III.  UT  Health  Science  Center  at  Dallas. 
Fee  $400,  complete  course;  $300,  basic  course.  Category  1 , AMA 
Physician's  Recognition  Award;  Category  1 , ACCME;  20  hours.  Con- 
tact Kerry  Sheets,  Coordinator,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pediatrics 

May  16,  1984 

DO  3 AND  4 ALWAYS  ADD  UP  TO  7?  OR  TO  MAKE  SENSE  OUT  OF 
THYROID  TESTING  UT  Medical  Branch  at  Galveston.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  PREP;  AAFP;  1 
hour.  Contact  Warren  F.  Dodge,  MD,  Department  of  Pediatrics, 
UTMB,  Galveston,  TX  77550  (409)761-3536 

Psychiatry 

May  16,  1984 

AUSTIN  PSYCHIATRIC  SOCIETY  LECTURE  SERIES.  Austin  Hyatt 
Regency.  Fee  None.  Category  1,  AMA  Physician's  Recognition 
Award;  1 hour.  Contact  Paul  Whitelock,  MD,  3724  Jefferson,  Austin, 
TX  78731  (512)452-9463 

May  25,  1984 

THE  FAMILY  AS  A GROUP.  Learning  Center,  UT  Medical  Branch, 
Galveston.  Fee  TBA.  Credit  TBA.  Contact  Pat  Biesecker,  Course 
Coodinator,  Office  of  Continuing  Education,  UT  Medical  Branch, 
Galveston,  TX  77550  (409)761-2934 

Radiology 

May  3-6,  1984 

1 6th  ANNUAL  POSTGRADUATE  COURSE  IN  HEAD  AND  NECK 
RADIOLOGY.  Four  Seasons  Hotel,  San  Antonio.  Fee  $250,  Society 
members;  $300,  Nonmembers.  Credit  TBA.  Contact  Vicki  Forgac 
Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 

May  14-18,  1984 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
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Award;  36  hours.  Contact  Marilyn  Rennels,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

May  18-20,  1984 

CLINICAL  NUCLEAR  MEDICINE  SEMINAR  AND  NMR  IMAGING. 
Anatole  Hotel,  Dallas.  Fee  $300.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  1 7 hours.  Contact  Dolly  Christensen,  Dept  of 
Radiology,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2502 

RADIATION  SAFETY  OFFICERS'  COURSE  UT  Health  Science 
Center  at  San  Antonio.  Fee  $650  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  36  hours.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

May  2-5,  1984 

ADVANCED  SURGICAL  TECHNIQUES  OF  THE  ANTERIOR  SEG- 
MENT La  Mansion  del  Norte  Hotel,  San  Antonio  Fee  $600;  $250, 
residents  didactic  portion,  $150,  nurses  and  technicians.  Credit 
TBA.  Contact  Kathleen  L.  Paul,  Corneal  Research  Foundation,  4499 
Medical  Dr,  Suite  150,  San  Antonio,  TX  78229  (512)692-0218 

JUNE 

Allergy 

June  15-17,  1984 

ALLERGY  AND  IMMUNOLOGY  APPLIED  TO  PRACTICE.  UT  Health 
Science  Center  at  San  Antonio  Fee  $225  Category  1 , AMA  Physi- 
cian's Recognition  Award;  16  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Family  Medicine 

June  8-9,  1984 

TOPICS  IN  FAMILY  PRACTICE.  Baylor  University  Medical  Center, 
Dallas.  Fee  $100;  $60,  Fri  only;  $75,  Sat  only.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  14  hours.  Contact  Barbara  Grayson, 
3500  Gaston,  Dallas,  TX  75246  (214)820-231 7 

General  Medicine 

June  2,  1984 

THE  SHORT  (65  cm)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE- 
PRACTICAL  OFFICE  APPLICATIONS.  Baylor  University  Medical 
Center,  Dallas.  Fee  $150.  Category  1 , AMA  Physician's  Recognition 
Award;  8 hours.  Contact  Barbara  Grayson,  3500  Gaston  Ave, 

Dallas,  TX  75246  (21 4)820-231 7 

June  8-10,  1984 

DIAGNOSIS  AND  MANAGEMENT  OF  THE  VARIOUS  DISEASES  OF 
AIDS.  Houston.  Fee  $200.  Category  1 , AMA  Physician's  Recognition 
Award;  AAFP  Prescribed;  11  hours.  Contact  Marjorie  Kraft,  Box 
20367,  Houston,  TX  77225  (713)792-4671 

Family  Practice 

June  8-9,  1984 

FAMILY  PRACTICE  SEMINAR.  Baylor  University  Medical  Center, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson,  A Webb 
Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214)820-2317 

Ophthalmology 

June  16, 1984 

DEPARTMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES 
ANNUAL  MEETING.  Texas  Tech  University  Health  Sciences  Center, 
Lubbock.  Fee  TBA.  Credit  TBA.  Contact  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 
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Orthopedics 

June  8-10,  1984 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW  UT  Health 
Science  Center  at  Dallas.  Fee  $300  Category  1 , AMA  Physician's 
Recognition  Award  Contact  June  Bovill,  Coordinator,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

June  17-21,  1984 

ARTHROSCOPIC  SURGERY.  Hyatt  Lake  Tahoe,  California  Fee 
$450;  $300,  residents.  Credit  TBA  Contact  Jo  Ingram,  Division  of 
Orthopedics,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Otolaryngology 

June  21-23,  1984 

FACIAL  PLASTIC  SURGERY.  Learning  Center,  UT  Medical  Branch  at 
Galveston  Fee  $200  Category  1 , AMA  Physician's  Recognition 
Award;  1 4 hours.  Contact  Shirley  Arledge,  Course  Coordinator, 
Office  of  Continuing  Education,  UTMB,  Galveston,  TX  77550 
(409)761-2934 

Pediatrics 

June  4-8,  1984 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART  Mariner’s  Inn,  Hilton  Head  Island,  South  Carolina.  Fee 
$300.  Category  1 , AMA  Physician's  Recognition  Award;  AAFP 
Prescribed;  26  hours.  Contact  Lynne  Tiras,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Texas 
Medical  Center,  Houston,  TX  77030  (713)799-6020 

June  14-15,  1984 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESS  UT  Health  Science  Center  at  Dallas.  Fee  TBA 
Credit  TBA.  Contact  Kerry  Sheets,  Coordinator,  Division  of  Continu- 
ing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

June  14-16,  1984 

1984  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE  Child  Health 
Center,  UT  Medical  Branch,  Galveston  Fee  $150.  Category  1,  AMA 
Physician's  Recognition  Award;  PREP;  AAFP  Prescribed;  15  hours. 
Contact  Gayle  McKay,  Course  Coordinator,  Office  of  Continuing 
Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Psychiatry 

June  1 , 1984 

THE  FAMILY  AS  A GROUP  UT  Medical  Branch  at  Galveston.  Fee 
$90.  Category  1 , AMA  Physician's  Recognition  Award;  7.5  hours. 
Contact  Pat  Biesecker,  Coordinator,  Office  of  Continuing  Education, 
UTMB,  Galveston,  TX  77550  (409)761-2934 

Sports  Medicine 

June  29-30,  1984 

SECOND  ANNUAL  CONFERENCE  ON  INNOVATION  IN  SPORTS 
MEDICINE  UT  Medical  Branch,  Galveston.  Fee  TBA  Credit  TBA. 
Contact  Pat  Biesecker,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550  (409)761-2934 

JULY 

Pathology 

July  6-7,  1984 

6TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP  St 
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Luke's  Episcopal  Hospital,  Texas  Medical  Center,  Houston.  Fee 
$100;  $50,  registrants  from  outside  this  area.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  approx  14  hours.  Contact  Alexander  E. 
Brodsky,  MD,  Director,  Orthopedic  Pathology  Laboratory,  St  Luke’s 
Episcopal  Hospital,  Box  20269,  Houston,  TX  77025 

Psychiatry 

July  19-21,  1984 

HYPNOTHERAPY.  Crowne  Plaza,  New  Orleans.  Fee  TBA.  Category 
1 , AMA  Physician’s  Recognition  Award;  15  hours.  Contact  Carol 
Soroka,  Program  Coordinator,  Office  of  Continuing  Education,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Texas  Medical  Center, 
Houston,  TX  77030  (713)799-6020 

AUGUST 

General  Medicine 

Aug  1-4,  1984 

4th  CONGRESS  OF  COLOMBIAN  DOCTORS  IN  THE  USA.  Miami. 
Contact  UT  Health  Science  Center  at  Houston,  Division  of  Continu- 
ing Education  (713)792-4671 

Internal  Medicine 

Aug  6-10,  1984 

4th  ANNUAL  REVIEW  OF  INTERNAL  MEDICINE  FOR  THE  PRIMARY 
CARE  PHYSICIAN.  Lakeway  Resort,  Austin.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White,  2401  S 
31  st  St,  Temple,  TX  76508  (81 7)774-2350 

SEPTEMBER 

General  Medicine 

Sept  20-21,  1984 

ADVANCED  TRAUMA  LIFE  SUPPORT  COURSE.  Lubbock  General 
Hospital,  Lubbock.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)743-2929 

Sept  21-22,  1984 

PULMONARY  DISEASE  UPDATE.  Wyndham  Hotel,  Dallas.  Contact 
Diane  Averna,  Coordinator,  Continuing  Physician  Education,  St  Paul 
Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)689-4588 

Neurology 

Sept  15,  1984 

NEUROLOGY  CONFERENCE.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  (806)743-2929 

Obstetrics  and  Gynecology 

Sept  28-29,  1984 

SIXTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY. 
Texas  Tech  University  Health  Sciences  Center,  Lubbock.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Psychiatry 

Sept  7,  1984 

ADVANCES  IN  PSYCHIATRY.  Baylor  University  Medical  Center, 
Dallas.  Contact  LaNelle  Chancellor,  Assistant  to  the  Dean,  A.  Webb 


Roberts  Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (21 4)820-231 7 

OCTOBER 

Anesthesiology 

Oct  19-20,  1984 

THIRD  INTERNATIONAL  SYMPOSIUM  ON  ENDOCRINOLOGY  IN 
ANESTHESIOLOGY  AND  SURGERY.  Registry  Hotel,  Dallas.  Contact 
June  Bovill,  Coordinator,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (21 4)688-2166 

Emergency  Medicine 

Oct  27,  1984 

THE  FIFTH  ANNUAL  SPEMS  UPDATE  ON  EMERGENCY  MEDICAL 
SERVICES.  Texas  Tech  University  Health  Sciences  Center,  Lub- 
bock. Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)743-2929 

Gynecology 

Oct  26-27,  1984 

OFFICE  GYNECOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Marriott  Hotel,  Austin.  Contact  Lynn  Calvert,  Office  of  Continuing 
Medical  Education,  Scott  and  White,  2401  S 31  st  St,  Temple,  TX 
76508  (817)774-2350 

Internal  Medicine 

Oct  18-20,  1984 

FIFTH  TARBOX  PARKINSON'S  DISEASE  SYMPOSIUM-THE 
NORMAN  ROCKWELL  CONFERENCE  ON  ALZHEIMER'S  DISEASE. 
Holiday  Inn  Civic  Center,  Lubbock.  Contact  Vicki  Hollander,  Office 
of  Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 

Nutrition 

Oct  13,  1984 

NUTRITION  CONFERENCE.  Texas  Tech  University  Health  Sciences 
Center,  Lubbock.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)743-2929 

Psychiatry 

Oct  4,  1984 

TREATING  THE  TEENAGER,  IV.  UT  Health  Science  Center  at  Dallas. 
Contact  Gale  Quilter,  Coordinator,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Radiology 

Oct  16-17,  1984 

Gl  RADIOLOGY-THE  M.  KENNETH  GILBERT  SEMINAR  IN  RADIOL- 
OGY. Baylor  University  Medical  Center,  Dallas.  Contact  LaNelle 
Chancellor,  Assistant  to  the  Dean,  Baylor  University  Medical  Center, 
3500  Gaston  Ave,  Dallas,  TX  75246  (21 4)820-231 7 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
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tion,  Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  (713)799-6020 

Tuesday,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st.  Temple,  TX 
76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 
1500  E Avenue,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  16  hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician’s  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  IN  VIVO  NMR  IMAGING.  NMR 
Lab,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Category  1 , 
AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki  Sayre, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician’s  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physicians  Recognition 


Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  Fee  $35-program.  Contact  Phyllis 
Wood,  Coordinator,  Teleconference  Network  of  Texas,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Diego,  May  7-1 0,  1 984 
R.  R.  Hessberg,  MD,  Washington  National  Airport,  Washington,  DC 
20001 

AMERICAN  ACADEMY  OF  FACIAL  & PLASTIC  RECONSTRUCTIVE 
SURGERY,  Palm  Beach,  Fla,  May  11-12,  1984.  Lee  VanBremen, 

1 1 01  Vermont  Ave,  NW,  Suite  304,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Palm  Beach, 
Fla,  May  5,  1984.  Barbara  L.  Buchman,  1101  Vermont  Ave,  NW. 

Suite  302,  Washington,  DC  20005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS  CHAPTER,  Fort 
Worth,  Tex,  May  12,  1984.  Mary  Greene,  1801  N Lamar  Blvd,  Austin, 
TX  78701 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  Los  Angeles,  May 
3-6,  1 984.  Vivian  Mendelsohn,  30  E 40th  St,  Suite  608,  New  York, 

NY  10016 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  SCI- 
ENCE, New  York,  May  24-29,  1984.  Catherine  Borras,  1776 
Massachusetts  Ave,  NW,  Washington,  DC  20036 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY  New  York, 
May  7-9,  1984.  William  T Maloney,  13  Elm  St,  Box  1565,  Manchester, 
MA  01944 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS,  Chicago, 

May  6-9,  1 984.  William  C.  Trier,  MD,  Univ  of  N Carolina  Medical 
School,  Wing  D 208H,  Chapel  Hill,  NC  27514 

AMERICAN  CLEFT  PALATE  ASSOCIATION,  Seattle,  May  21-24, 
1984.  Jane  Angelone  Graminski,  University  of  Pittsburgh,  331  Salk 
Hall,  Pittsburgh,  PA  15261 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  Scottsdale,  Ariz,  May 
9-12,  1984.  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chicago, 

IL  60610 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, San  Francisco,  May  7-10,  1984.  W.  H.  McDannel,  600 
Maryland  Ave,  SW,  Washington,  DC  20024 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION,  New  Or- 
leans, May  19-25,  1984.  Charles  B Slack,  6900  Grove  Rd, 

Thorofare,  NJ  08086 

AMERICAN  GERIATRICS  SOCIETY,  INC,  Denver,  May  17-18,  1984 
Marcia  Roye,  10  Columbus  Circle,  Suite  1470,  New  York,  NY  10019 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND  OTOLOGI- 
CAL  SOCIETY,  Palm  Beach,  Calif,  May  8-10,  1984.  Ann  Holm,  2954 
Dorman  Rd,  Broomall,  PA  19008 
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May  11-12,1 984.  Iris  Wenzel,  1 801  N Lamar  Blvd,  Austin,  TX  78701 


AMERICAN  LUNG  ASSOCIATION/AMERICAN  THORACIC  SO- 
CIETY, Miami  Beach,  Fla,  May  20-23,  1984  S.  R.  lanotta,  1740 
Broadway,  New  York,  NY  10019 

AMERICAN  SOCIETY  FOR  HEAD  & NECK  SURGERY,  Palm  Beach, 
Fla,  May  5-12,  1984  W E.  Fee,  Jr,  MD,  Div  of  Oto/Head  & Neck 
Surgery,  Stanford  University  Med  Ctr,  Stanford,  CA  94305 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS,  New 
Orleans,  May  6-11,  1984.  H.  Gibson,  61 5 Griswold  #516,  Detroit,  Ml 
48226 

AMERICAN  SOCIETY  OF  GASTROINTESTINAL  ENDOSCOPY,  New 
Orleans,  May  19-25,  1984.  W.  T.  Maloney,  13th  Elm  St,  Manchester, 
MA  01944 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla,  May  20-23, 
1984.  S.  R.  lannotta,  1740  Broadway,  New  York,  NY  10019 

AMERICAN  UROLOGICAL  ASSOCIATION,  New  Orleans,  May  6-10, 
1984  Louisa  Shaw,  AUA  Office  of  Education,  Box  25147,  Houston, 
TX  77265 

ASSOCIATION  OF  AMERICAN  PHYSICIANS,  Washington,  DC,  May 
4-7,  1 984.  Jean  D.  Wilson,  MD,  Dept  of  Internal  Medicine,  UTHSC, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 

■FLYING  PHYSICIANS  ASSOCIATION,  TEXAS  CHAPTER,  Fort 
Worth,  Tex,  May  10,  1984  Dennis  F.  Coffman,  MD,  4800  NE  Stallings 
Dr,  Suite  109,  Nacogdoches,  TX  75961 

■INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  STATE  SUR- 
GICAL DIVISION,  Fort  Worth,  Tex,  May  10, 1984.  Henry  V Birdwell, 
Jr,  MD,  1200  Summit,  Fort  Worth,  TX  76102 

■TEXAS  AIR-MEDICS  ASSOCIATION,  Fort  Worth,  Tex,  May  10, 

1984.  Dennis  F Coffman,  MD,  4800  NE  Stallings  Dr,  Suite  109, 
Nacogdoches,  TX  75961 

■TEXAS  ASSOCIATION  OF  OTOLARYNGOLOGY  HEAD  AND  NECK 
SURGERY,  Fort  Worth,  Tex,  May  1 1 , 1984.  Paul  J.  Marmesh,  MD, 

816  Nix  Professional  Bldg,  San  Antonio,  TX  78205 

■TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE, 
Fort  Worth,  Tex,  May  12,  1984.  Herbert  L.  Steinbach,  Jr,  MD,  3500 
Gaston  Ave,  Baylor  Medical  Center,  Dallas,  TX  75246 

■TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  Texas,  May  3-6, 

1984.  Michelle  Zavala,  1946  S IH  35,  Austin,  TX  78704 

■TEXAS  DERMATOLOGICAL  SOCIETY,  Fort  Worth,  Tex,  May  12, 
1984  Philip  W.  Giles,  MD,  1410  Pruett,  Fort  Worth,  TX  76104 

■TEXAS  DIABETES  & ENDOCRINE  ASSOCIATION,  Fort  Worth,  Tex, 
May  12,  1984  David  M Feinstein,  MD,  122  Colorado  #403,  Dallas, 
TX  75208 

■TEXAS  MEDICAL  ASSOCIATION,  Fort  Worth,  Tex,  May  9-13, 
1984.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  NEUROLOGICAL  SOCIETY,  Fort  Worth,  Tex,  May  11-12, 
1984.  Alan  G.  Nogen,  MD,  800  5th  Ave,  Suite  419,  Fort  Worth,  TX 
76104 

■TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Fort  Worth, 

Tex,  May  11,  1984  Joseph  R.  Davis,  MD,  16030  Vista  Del  Mar, 
Houston,  TX  77083 

■TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Fort  Worth,  Tex, 
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■TEXAS  ORTHOPEDIC  ASSOCIATION,  Fort  Worth,  Tex,  May  12, 
1984.  Thomas  O.  Moore,  Jr,  MD,  1213  Hermann  Dr  #770,  Houston, 
TX  77004 

■TEXAS  PEDIATRIC  SOCIETY,  Fort  Worth,  Tex,  May  9-12,  1984. 

Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PHYSICAL  MEDICINE  AND  REHABILITATION  SOCIETY, 
Fort  Worth,  Tex,  May  11,1 984.  Norman  G.  Gall,  MD,  7703  Floyd  Curl 
Dr,  UT  Health  Science  Center,  San  Antonio,  TX  78284 

■TEXAS  RHEUMATISM  ASSOCIATION,  Fort  Worth,  Tex,  May  12, 

1 984.  Roy  M.  Fleischmann,  MD,  5959  Harry  Hines  Blvd  #708, 
Dallas,  TX  75235 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Fort  Worth,  Tex,  May 
11,1 984.  Mary  Jones,  1 905  N Lamar  Blvd,  Austin,  TX  78705 

■TEXAS  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS,  Fort 
Worth,  Tex,  May  11,  1984  Lawrence  Petta,  MD,  1556  Magnolia,  Fort 
Worth,  TX  76104 

■TEXAS  SOCIETY  OF  PATHOLOGISTS,  Fort  Worth,  Tex,  May  13, 

1 984.  Iris  Wenzel,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Fort  Worth,  Tex,  May 
11,  1984.  Frank  J.  Gerow,  MD,  6560  Fannin  #1034,  Houston, 

TX  77030 

■TEXAS  SOCIETY  OF  SPORTS  MEDICINE,  Fort  Worth,  Tex,  May  1 1 , 
1984  Howard  A Moore,  MD,  9262  Forest  Lane  #102,  Dallas, 

TX  75235 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE, 
Louisville,  May  23-26,  1984.  Judith  E.  Tintinalli,  MD,  900  W Ottawa, 
Lansing,  Ml  48915 

JUNE 

AMERICAN  ASSOCIATION  OF  IMMUNOLOGISTS,  St  Louis,  June 
3-7,  1984.  Blanche  Reines,  9650  Rockville  Pike,  Bethesda, 

MD  20817 

AMERICAN  DIABETES  ASSOCIATION,  Las  Vegas,  June  7-12,  1984. 
Andrea  Simon,  2 Park  Ave,  New  York,  NY  1 001 6 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago.  June  17-21,1 984. 
Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago,  IL  6061 0 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  Chicago,  June 
17-20,  1984.  H H.  Lewis,  535  N Dearborn  St,  Chicago,  IL  60610 

■AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  Houston,  June 
27-July  1,  1984.  Karen  Bader,  465  Grand  St,  New  York,  NY  10002 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  Las  Vegas,  June 
17-21,  1 984  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria, 

VA  22303 

■TEXAS  ASSOCIATION  OF  MEXICAN-AMERICAN  MEDICAL  STU- 
DENTS, Fort  Worth,  Tex,  June  22-23,  1984.  Texas  College  of 
Osteopathic  Medicine,  Camp  Bowie  at  Montgomery,  Fort  Worth,  TX 
76107 

■TEXAS  HOSPITAL  ASSOCIATION,  San  Antonio,  Tex,  June  4-6, 
1984.  Patty  Roberts,  Box  15587,  Austin,  TX  78761 

JULY 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  St  Pe- 
tersburg, Fla,  July  20-22,  1984.  Sherry  Milligan,  1720  Regal  Row, 
Suite  112,  Dallas,  TX  75235 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  Fort  Worth, 
Tex,  July  13-15,  1984.  Michael  Wolf,  Box  15186,  Austin,  TX  78761 

FLYING  PHYSICIANS  ASSOCIATION,  Montreal,  July  22-27,  1984. 
Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 


TEXAS  MEDICINE 


Iay84 


TexasMedicine 


Squamous  cell  carcinoma  of  the  esophagus 


ilftmurrutl  Hospital 

nnb  ©orbptt-^Sutclitngs-^mt 

tlj  (Eltmc 

322  COLEMAN  STREET 

4®tarltn,  tEexas  76661 

TELEPHONE: 

POST  OFFICE  BOX  60 

(817)  883-3561 

GENERAL  SURGERY 

FAMILY  PRACTICE 

* NEUROPSYCHIATRY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  PEDIATRICS 

S.  B.  Morrison,  M.D. 

D.  R.  Swetland,  M.D  , F.A.C.S. 

William  Pickvance,  M.D. 

* NEUROSURGERY 

INTERNAL  MEDICINE 

Barry  E.  Phillips,  M.D. 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

W F.  McKinley,  Jr.,  M.D. 

GENERAL  DENTISTRY 

* DERMATOLOGY 

James  S.  Bussell,  M.D. 

G.  Glenn  Rose,  D.D.S. 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

C.  G.  Brown,  M.D. 

* DENTISTRY  FOR  CHILDREN 

ADMINISTRATOR 

EYE,  EAR,  NOSE,  AND  THROAT 

T.  Brad  Willis,  D.D.S. 

J.  D.  Norris,  Jr. 

S.  W.  Hughes,  M.D. 

RADIOLOGY 

ASSISTANT  ADMINISTRATOR 

ALLERGY 

J.  M Brown,  M.D.,  F.A.C.R. 

W.  R.  Lux,  Jr 

S.  W.  Hughes,  M.D. 

*PATHOLOGY 

DIRECTOR-COORDINATOR,  NURSING 

TRAUMATIC  AND  ORTHOPEDIC 

Ronald  E.  Henderson,  Jr.,  M.D. 

SERVICE 

SURGERY 

David  M.  McTaggart,  M.D. 

Diane  Howton,  R.N. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

S.  M.  Bunn,  Jr.,  M.D. 

DIRECTOR  OF  PATIENT  CARE 

CARDIOLOGY 

E.  B.  Morrison,  M.D. 

Marie  Kotch,  R.N. 

W F.  McKinley,  Jr.,  M.D 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

The  original  hospital  was  founded  by  Dr.  J. 

* Consultants 

W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 

THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-415  1 


INTERNAL  MEDICINE 
Morris  E Magers,  M D , DABIM 
Channing  Woods,  M.D. 

Richard  C.  Stone,  M D , Gastroenterology  & Endoscopy 

Landon  W.  Stewart,  M D , DABIM 

Cloyce  L.  Stetson,  Jr.,  M.D.,  DABIM 

David  S.  Sowell,  III.  M D , DAB  I M , Cardiology 

Don  E.  Cheatum,  M D , DABIM,  and  D A B Rhu, 

F A.C.P.,  Rheumatology 
W Mark  Armstrong,  M D , DABIM 
Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D.,  DABIM 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D.,  D A BOG  , F.A.C.O.G. 
VernieD.  Bodden,  M.D..  D A, B O G,,  FA.C.O.G, 

PEDIATRICS 

Halcuit  Moore,  M D , D A B P , F.A.A.P 
P E.  Luecke, Jr,  M.D,  DAB  P,  F.A.A.P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D.,  D A B S.,  FA  C S. 

Charles  W.  Coleman,  M.D  , D A B S. 

UROLOGY 

Harry  M Spence,  M.D  , D.A.B.U.,  F A C S. 

William  11  Hoffman,  M.D,  D.A.B.U.,  F A C S. 

Richard  B Dulany,  M.D  , D.A.B.U.,  F A C S. 


RADIOLOGY 

Joe  B Caldwell,  M.I)  , D.A.B.R. 

James  B.  Evans,  M.D,  D.A.B.R. 

DERMATOLOGY 

William  N New,  M.D,  F.A.A.D.,  FA  C P 
Constance  Shadwick,  M.D  . D A B D 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D,  D A B O. 

OPHTHALMOLOGY 

lames  M.  Copps,  M D , D A B O 
R Roy  \X  hitaker,  M l),  D A BO 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S McNamire,  R.N  B.S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D,  Surgery 
B.  Celia  Slaughter,  M.I),  I).A  B P . F.A.A.P 
John  B Bourland,  M.I)  , D.A.B.O.G. 
lohn  B Allen,  M.D,  DABIM 


COMPLETE 

LABORATORY 

DOCUMENTATION  5. . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE 

flurazepam  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
12  691-697,  Jul-Aug  1971  2.  Kales  A et  al.  Clin  Phar- 
macol Ther  18: 356-363,  Sep  1975.  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32  781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A.  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1 ) 85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326.  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26  121-137,  1983 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI,  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
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shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
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This  month's  issue  of  Texas  Medicine  fea- 
tures an  update  on  squamous  cell  carci- 
noma of  the  esophagus.  Written  by 
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ports on  autologous  bone  marrow  trans- 
plantation for  human  solid  tumors,  viral 
encephalitis,  treatment  of  substance  abuse, 
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"It  was  a dull  ache.  I was  having  a heart  attack." 


For  more  information  about 
services  provided  by  Hermann 
Hospital,  call  (713)  797-4300 
or  write:  Hermann  Hospital, 
1203  Ross  Sterling,  Houston, 
Texas  77030. 


"From  the  moment  Life  Flight  picked  me  up 
until  the  moment  I went  home,  I was 
surrounded  by  people  who  knew  exacdy 
how  to  take  care  of  me,”  said  54-year-old 
John  Fleck,  an  accounting  supervisor 
for  a local  pipeline  firm,  who 
underwent  a lifesaving  treatment, 
streptokinase,  almost  immediately 
after  arriving  at  Hermann  Hospital. 

"This  was  my  first  time  in  a hos- 
pital. I spent  10  of  my  14  days  at 
Hermann  in  the  Cardiac  Care  Unit. 

I got  wonderful  care. 

"I  still  can’t  believe  I had  a 
heart  attack.  I’m  back  at  work. 

Exercising.  My  wife  and  I just 
finished  building  a deck 
together.  Even  now,  we  talk 
about  how  well  everyone  at 
Hermann  treated  both  of  us.” 


V 


Gl 


Hermann  Hospital 

Life  is  our  life’s  work.™ 


Located  in  the  Texas  Medical  Center,  Hermann  Hospital  is  affiliated  with  The  University  of  Texas  Medical  School  at  Houston. 
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EDITORIAL 


Prospective  pricing  and  hospital  staff  regulations 

Prospective  pricing  as  a basis  for  reimbursement  for  hospital 
patient  care  under  federal  programs  is  a relatively  new 
method  of  payment  established  by  law  to  be  implemented 
gradually.  The  program  began  on  Oct  1 , 1 983.  The  present 
“cost  plus”  formulation  for  Medicare-Medicaid  hospital  pay- 
ment is  generally  regarded  as  unmanageable  and  probably 
more  conducive  to  inflation  than  to  cost  control. 

The  rationale  for  prospective  pricing  rests  on  an  assump- 
tion that  a classification  of  hospital  cases  can  be  achieved 
which  produces  disease  groups  that  are  reasonably  homog- 
eneous with  respect  to  hospital  resource  consumption.  Re- 
late these  groups  to  hospital  charge  and  payment  records, 
establish  size  of  the  pie  to  be  distributed,  and  calculate  each 
group’s  share  of  the  pie,  and  prospective  pricing  by  disease 
related  groups  is  effected. 

Studies  under  way  in  New  Jersey  and  data  from  New  York, 
Massachusetts,  and  Maryland  where  state  rate  fixing  com- 
missions have  existed  for  more  than  five  years  have  not  been 
concluded  nor  have  they  been  conclusive  with  regard  to  ad- 
justed or  “reconciled"  reductions  in  money  spent.  Nonethe- 
less, there  appears  to  be  a majority  consensus  in  government, 
hospital  associations,  hospital  management,  and  educators 
and  theoreticians  that  management  of  cost  which  may  even- 
tually result  in  control  of  costs  can  best  be  achieved  by  some 
type  of  prospective  price  payment  formulation. 

The  difficulty  in  establishing  homogeneous  groups  for  pay- 
ment classification  is  real.  A technologically  changing  hospi- 
tal environment,  the  changing  character  of  populations  and 
their  disease  patterns,  and  variations  in  physicians’  practices 
based  on  training,  skill,  and  new  scientific  data  are  obvious 
parts  of  this  complexity.  However,  it  does  appear  that  federal 
hospital  payment  will  change,  and  the  mood  seems  to  be  that 
a start  toward  this  change  must  be  made,  hopefully  for  "bet- 
ter” but  possibly  for  “worse.” 

Physicians  also  must  find  a starting  point  in  their  adjust- 
ment to  this  new  environment  whether  they  feel  positively  or 
negatively  toward  it.  Hospital  managers  interposed  between 
the  new  program  and  the  hospital  patient  and  his  physician 
are  more  acutely  compelled  to  understand  and  to  move. 

In  May  of  1983,  TMA  cosponsored  an  educational  program 
with  the  Texas  Hospital  Association,  and  regular  contacts 
with  the  Texas  Hospital  Association  continue.  Obviously  the 
reports  that  this  new  program  may  result  in  the  failure  of 
1 ,000  hospitals  nationwide  (and  at  least  partial  loss  of  hospi- 
tal privileges  for  30,000  to  50,000  physicians)  is  an  attention- 
getter. 

There  are  many  paradoxes  in  the  responses  so  far  to  this 
unique  but  confused  program.  For  example,  the  Dallas  Acad- 
emy of  Internal  Medicine  sponsored  in  May  1 983  a speaker 
(Susan  Horn,  PhD)  who  spoke  of  “Severity  Indexing  of 
DRGs.”  The  Dallas  Hospital  Association  sponsored  a semi- 


nar on  preferred  provider  organization  and/or  other  types  of 
practice  associations  in  July  1983.  Many  conversations  cen- 
ter around  controlled  or  reduced  patient  services  as  a means 
of  “beating”  the  prospective  pricing,  but  in  Texas,  hospital 
pricing  and  cost  are  only  loosely  related.  No  hospital  is  oper- 
ating consistently  at  100%  utilization,  and  physicians  don’t 
impact  directly  on  at  least  50%  of  fixed  hospital  costs  (ie,  debt 
service,  major  equipment,  maintenance,  and  administration). 
Tight  and  strict  utilization  review  will  be  a keystone  in  this 
structure.  This  is  not  universally  tested  nor  available  in  the 
US.  We  are  all  beginning  to  comprehend  this  new  language. 
Physicians  will  play  a major  role  in  the  continued  improve- 
ment in  hospital  care  and  cost  management  in  the  US.  New 
ideas  and  new  insights  will  come  from  this  change.  To  be 
alert,  curious,  and  concerned  is  urgent.  To  develop  better 
rapport  and  realistic  communications  between  medical  and 
management  staffs  is  essential.  The  Texas  Medical  Associa- 
tion staff  and  committees  will  help  us  with  this.  Drastic  altera- 
tion of  the  balance  of  medical  staff-management  staff 
relations  in  carrying  forward  our  mutual  goal  of  better  and 
better  patient  care  seems  premature  and  should  be  consid- 
ered experimental  at  this  time. 

Albert  F.  Hendler,  MD 

1 151  N Buckner  #204,  Dallas,  TX  75218. 


Clinical  acumen 

It  has  been  said  that  the  best  computers  even  today  are 
mass  produced  by  unskilled  labor — the  human  mind.  I have 
seen  physicians  stand  at  the  foot  of  a patient’s  bed  and,  with- 
out even  touching  the  patient,  draw  a diagnosis  from  the  his- 
tory, physical  examination,  and  a few  routine  laboratory 
tests.  Additional  tests  confirmed  accuracy  of  about  90%  in 
the  instances  I recall. 

An  alternate  approach,  taken  especially  by  some  recent 
graduates,  is  to  throw  the  entire  laboratory  and  modern  tech- 
nology at  the  patient  and  to  pick  out  here  and  there  positive 
findings  and  put  these  together  to  make  a diagnosis.  Thus, 
the  young  doctor  avoids  abstract  reasoning.  But  the  cost  is 
terrific.  In  fact,  it  is  this  approach  to  clinical  medicine  that  is 
making  medical  costs  skyrocket. 

Medical  students’  fascination  for  modern  technology  is  en- 
tirely proper,  and  to  master  these  skills  requires  intense  in- 
tellectual application.  So  much  so,  I fear,  that  the  student 
neglects  the  compassionate  aspects  of  the  practice  of  medi- 
cine as  applied  both  to  patients  and  to  fellow  doctors — in- 
creasing the  probability  of  malpractice  suits. 

There  will  always  be  a place  for  the  astute,  feeling  clinician 
capable  of  abstract  reasoning  in  a most  fascinating  and  re- 
warding endeavor — the  development  of  clinical  acumen. 

W.E.  Lockhart,  Jr,  MD 

401  N Fourth  St,  Alpine,  TX  79830. 
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Promising  opportunities  for  medicine 

Medical  progress  is  occurring  so  rapidly  that  physicians  may 
be  overwhelmed  by  the  quantity  of  new  clinical  information 
that  accompanies  it.  It  seems  just  months  ago  that  experi- 
ments were  being  conducted  on  procedures  that  will  become 
routine  in  this  decade.  In  1 981  the  first  “in  vitro  baby"  in  the 
US  was  born,  and  while  the  procedure  is  not  routine  today,  it 
likely  will  become  commonplace  soon.  Other  advances  that 
will  have  considerable  influence  on  the  practice  of  medicine 
in  the  1980s  and  beyond  are  in  utero  surgery,  microsurgery, 
nuclear  magnetic  resonance,  lytic  enzyme  therapy,  electronic 
fetal  monitoring,  ultrasound  scanning,  laparoscopy,  and  beta 
blocker  therapy.  For  each  of  these  developments  there 
will  be  new  branches  of  discovery,  new  applications,  ever- 
improving  tools — and  more  information  for  the  physician  to 
apply  to  his  or  her  patients. 

How  can  we  learn  of  medical  advances  as  soon  as  they 
become  available  for  clinical  education?  The  answer,  of 
course,  is  continuing  medical  education.  As  a former  presi- 
dent of  the  Orange  County  Medical  Society,  I am  particularly 
aware  of  the  “classroom”  that  can  be  formed  by  county  medi- 
cal societies  that  use  information  provided  by  the  Texas 
Medical  Association.  The  Association’s  Memorial  Library  pro- 
vides videotapes,  audiotapes,  photocopies  of  articles  and 
chapters,  and  other  educational  media  to  medical  societies 
and  individual  members  who  request  them.  By  using  these 
educational  tools  at  their  meetings,  county  medical  societies 
can  create  an  environment  that  provides  current  medical  in- 
formation and  allows  discussion  of  it. 

The  library  also  is  equipped  to  answer  specific  medical 
questions  via  MEDLARS  and  other  data  bases.  Literature 
search  requests  can  be  made  by  telephone  or  by  mail.  County 
medical  societies  should  encourage  the  use  of  these  re- 
sources, and  they  should  use  them  in  their  own  program- 
ming. In  this  way  they  can  streamline  the  continuing  education 
of  physicians  with  resources  that  are  already  available. 

Sudha  Sur,  MD 

306  Tenth  St,  Orange,  TX  77630. 
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Many  professional  liability 
carriers  try  to  keep  their 
insureds  in  the  dark  concerning 
their  financial  situation.  Not 
Insurance  Corporation  of  Amer- 
ica. ICA’s  financial  stability 
reflects  our  long-term  commit- 
ment to  the  medical  community. 


Through  sound  management, 
conservative  investments,  and 
consistent  reinsurance,  IC  A has 
grown  to  become  one  of  the  lead- 
ing writers  of  professional  lia- 
bility insurance  in  the  nation. 

For  further  information  about 
ICA’s  enlightened  approach  to 


professional  liability  insurance, 
please  call  1-800-231-2615;  in 
Texas  call  1-800-392-9702. 
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TMA  IN  ACTION 

Newly  formed  committee 
studies  physician  distribution 

The  medical  school  pipeline — who  is 
entering  it,  who  is  leaving  it,  where  are 
they  going — is  one  focus  of  the  newly 
formed  Ad  Hoc  Committee  on  Man- 
power. Approved  by  the  Texas  Medical 
Association  House  of  Delegates  in  No- 
vember, this  ten-member  committee 
has  set  out  to  establish  a data  base 
gathering  such  information  as  the  num- 
ber of  graduate  medical  students  in 
Texas,  the  number  of  students  who  fail 
to  match  the  first  time  in  the  National 
Resident  Matching  Program,  the  num- 
ber of  students  who  complete  their  resi- 
dency training  and  where  they  choose 
to  practice. 

Chaired  by  William  F.  Ross,  MD,  the 
committee  is  working  to  determine  the 
existing  physician  population  in  Texas 
by  specialty  and  manner  of  practice. 
This  is  a first  step  in  what  is  planned  as 
a ten-year  project  to  assess  the  status 
of  physician  manpower  and  distribution 
in  Texas. 

The  ad  hoc  committee  will  report  its 


William  F.  Ross,  MD,  chairs  the  Ad  Hoc  Commit- 
tee on  Manpower,  which  is  gathering  a data  base 
on  the  physician  population  in  Texas. 
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progress  to  the  Council  on  Medical 
Education  and  the  House  of  Delegates 
at  the  annual  meeting  of  the  house  this 
month. 

Members  of  the  committee  are:  Dr 
Ross;  Ronald  E.  Goelzer,  MD,  of  El 
Campo;  Braswell  Locker,  MD,  of  Brook- 
smith;  J.  Forrest  Fitch,  MD,  of  McAllen; 
George  A.  Hoffman,  MD,  of  Fort  Stock- 
ton;  Harold  R.  High,  MD,  of  Cuero; 

J.  James  Rohack,  MD,  of  Galveston, 
resident  representative;  David  Alan 
Tingley,  of  Dallas,  student  representa- 
tive; C.  Frank  Webber,  MD,  of  Houston, 
council  liaison;  and  Alvin  L.  LeBlanc, 
MD,  of  Galveston,  consultant. 

TMA  awards  CME  accreditation 
to  three  Texas  institutions 

Three  institutions  recently  were  ac- 
credited under  the  Texas  Medical  Asso- 
ciation’s continuing  medical  education 
accreditation  program.  The  accredita- 
tion program  is  a mechanism  which  en- 
courages local  community  hospitals  to 
develop  continuing  medical  education 
activities  which  meet  recognized  stan- 
dards of  quality  and  the  needs  of  the 
local  medical  staff. 

The  recently  accredited  institutions 
are  Dolly  Vinsant  Memorial  Hospital  in 
San  Benito,  The  University  of  Texas 
Health  Center  at  Tyler,  and  Pasadena 
Bayshore  Hospital. 

Dolly  Vinsant  Memorial  Hospital  ini- 
tially was  accredited  in  1977  under 
TMA’s  pilot  accreditation  program.  This 
59-bed  institution  with  some  30  active 
staff  physicians  has  developed  a con- 
tinuing education  program  which  meets 
the  needs  of  medical  staff  as  well  as 
community  physicians.  The  program 
was  resurveyed  and  granted  reac- 
creditation for  four  years. 

The  UT  Health  Center  at  Tyler,  ini- 
tially accredited  in  1979,  was  resur- 
veyed and  granted  full  accreditation  for 
four  years.  The  center  has  developed  a 
continuing  education  program  serving 
needs  of  medical  staff  in  pulmonary- 
related  diseases.  It  also  is  becoming 
known  for  its  efforts  to  meet  the  con- 


tinuing education  needs  of  physicians 
in  the  region. 

Pasadena  Bayshore  Hospital,  a new 
applicant,  received  its  site  visit  and  was 
granted  provisional  accreditation  for 
two  years. 

To  date,  the  association  has  ac- 
credited 1 7 hospitals  and  two  state  spe- 
cialty societies  for  continuing  education. 
Five  hospitals  currently  are  under  re- 
view. To  assist  those  interested  in  ac- 
creditation, the  TMA  Committee  on 
Continuing  Education  offers  individual 
consulting  sessions  as  well  as  a com- 
prehensive manual  which  explains  the 
process  of  accreditation  and  the  “Es- 
sentials for  Accreditation.” 

Institutions  or  organizations  in- 
terested in  information  regarding 
accreditation  may  call  the  TMA  Depart- 
ment of  Education  and  Research  at 
(512)477-6704,  ext  255. 

Association’s  life  insurance 
program  a positive  benefit 

A comparative  analysis  of  eight  medical 
association  life  insurance  programs 
shows  Texas  in  a very  positive  light. 
Texas  Medical  Association  is  one  of 
three  surveyed  which  offers  a maxi- 
mum benefit  of  $500,000.  Other  associ- 
ations offer  maximum  benefits  ranging 
from  $200,000  to  $350,000. 

Texas  is  one  of  two  groups  which 
does  not  impose  a reduction  in  cover- 
age until  the  physician  reaches  age  70; 
the  Medical  Society  of  Virginia  does  not 
invoke  any  cutback.  Texas  and  the 
American  College  of  Radiology  are  the 
only  group  plans  which  do  not  terminate 
coverage  because  of  age.  At  age  70, 
participants  are  able  to  retain  1 0%  of 
the  coverage  which  they  held  at  age  69. 

The  analysis  reveals  Texas  pre- 
miums are  not  only  competitive,  but  are 
the  lowest  of  all  eight  associations  sur- 
veyed. For  physicians  under  age  30, 
TMA  offers  $1 00,000  coverage  for  an 
annual  premium  of  $64.  Rates  for  simi- 
lar coverage  by  other  groups  range 
from  $66  to  $1 60.  Texas  charges  $256 
annually  for  $1 00,000  life  insurance  for 
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physicians  in  the  45-49  age  bracket. 
The  premium  level  in  five  other  group 
programs  is  double  that  amount.  And, 
even  with  its  competitive  rates,  TMA 
holds  $2,200,000  in  the  association  life 
insurance  plan  reserves. 

A.S.  Hansen,  Inc,  conducted  the 
comparative  analysis  of  coverage  and 
premiums  of  life  insurance  programs. 
Associations  surveyed  were:  American 
Academy  of  Ophthalmology,  American 
College  of  Obstetrics  and  Gynecology, 
American  College  of  Radiology,  Ameri- 
can College  of  Surgeons,  American 
Medical  Association,  Medical  Society  of 
Virginia,  Southern  Medical  Association, 
and  the  Texas  Medical  Association. 

TMA  presents  case  study 
to  national  conference 

Drunken  driving  and  related  accidents 
were  the  focus  of  an  extensive  TMA 
communication  program  undertaken  to 
help  reduce  the  incidence  of  alcohol- 
related  accidents.  The  association  pre- 
sented a case  study  of  its  efforts  before 
the  national  leadership  conference 
sponsored  by  the  American  Medical 
Association  at  a session  titled,  “Is- 
sues Management:  What’s  Ahead  for 
Medicine.” 

The  association’s  communication  de- 
partment developed  a brochure  for  doc- 
tors’ offices  highlighting  ways  to  reduce 
drunk  driving.  It  also  produced  three 
public  service  announcements  for  tele- 
vision and  cable,  a tape  message  for 
Tel-Med,  and  “Health  Tips”  on  the  sub- 
ject to  newspapers  and  radio  stations 
throughout  the  state.  Texas  Medicine 
published  scientific  articles  on  acci- 
dents and  drunk  driving.  The  associa- 
tion also  cosponsored  a documentary 
film  for  television  called  “Victims,  All 
Victims,”  which  aired  in  seven  Texas 
cities,  and  provided  testimony  on  the 
problem  before  the  Texas  Senate  State 
Affairs  Committee  in  early  1 983. 

While  the  effect  of  this  widespread 
effort  to  reduce  drunk  driving  is  hard  to 
measure,  mainly  because  many  other 
organizations  were  working  as  well  to- 


ward decreasing  the  number  of  acci- 
dents related  to  alcohol,  Lisa  Stark 
Walsh,  communication  assistant,  noted 
in  her  case  study  presentation  to  the 
national  conference  that  across  the 
state,  incidence  of  accidents  did  drop. 
Related  effects  included  positive  public 
relations  for  the  association,  and  legis- 
lative action  which  tightened  the  penal- 
ties for  alcohol-related  accidents. 

The  association  began  monitoring 
this  issue  in  January  1 982  when  the 
Congressional  record  documented  the 
need  for  drunk  driving  legislation. 
Shortly  thereafter,  Texas  formed  a Gov- 
ernor’s Task  Force  on  Traffic  Safety. 

A letter  from  a TMA  member  prompted 
the  association  to  action.  In  May  1982, 
the  House  of  Delegates  adopted  a rec- 
ommendation from  the  Council  on  Pub- 
lic Health  encouraging  TMA  to  endorse 
the  penalties  for  drunk  driving  viola- 
tions. In  September,  the  Council  on 
Public  Health  approved  preliminary  rec- 
ommendations submitted  by  the  gov- 
ernor’s task  force.  Next,  the  house 
approved  these  recommendations  and 
called  on  the  Council  on  Communica- 
tion to  develop  an  educational  program. 

Ad  hoc  committee  studies 
TMA  communication  needs 

The  Council  on  Communication  is  look- 
ing into  communication  needs  of  the 
Texas  Medical  Association.  A three- 
member  ad  hoc  committee  has  been 
formed  to  begin  work  in  this  area.  For- 
mation of  the  ad  hoc  committee  is  one 
result  of  the  1 982-1 983  survey  of  physi- 
cian/patient relations  in  Texas.  The 
survey  by  V.  Lance  Tarrance  & Asso- 
ciates revealed  that  physicians  con- 
sidered representation  before  the 
government,  legislature,  and  public  of 
great  importance. 

One  part  of  the  committee’s  initial 
work  has  been  to  survey  1 2 of  the 
largest  state  and  county  medical  so- 
cieties to  see  the  scope  of  activities  and 
resources  available  in  their  public  rela- 
tions/communication areas  and  offered 
to  members.  The  committee  also  is 


studying  what  communication  activities 
are  offered  by  the  association. 

Serving  on  the  Ad  Hoc  Committee  to 
Study  the  Communication  Needs  of 
TMA  are  Jerry  C.  Marcontell,  MD, 
Houston,  chairman  of  the  Council  on 
Communication;  Bob  Lanier,  MD,  Fort 
Worth;  and  Joseph  O’Neill,  MD,  San 
Antonio. 

Texas  doctors  offer 
credit  card  option 

Participation  in  the  association’s  credit 
card  program  has  more  than  doubled 
during  the  past  year.  This  indicates  that 
more  physicians  are  offering  patients 
the  option  of  paying  for  medical  ser- 
vices with  VISA  or  MasterCard. 

By  March  1 984,  there  were  506  phy- 
sician group  or  solo  practices  taking 
part  in  the  program.  To  participate,  a 
physician  signs  a merchant  agreement 
with  First  City  National  Bank  of  Austin 
and  opens  a commercial  account.  All 
VISA  and  MasterCard  charges  are  de- 
posited into  the  account  and  are  easily 
accessible  by  writing  a check.  Physi- 
cians living  outside  the  Austin  area 
bank  by  mail,  collecting  charge  slips 
through  the  week  and  mailing  one  de- 
posit on  Friday. 

Members  participating  in  the  pro- 
gram pay  a 2.75%  charge  on  the  com- 
mercial account,  a rate  below  the  4%  to 

"Drunken  Driving  . . . Everyone's  Problem"  was 
one  part  of  a communication  program  aimed  at 
educating  the  public  about  alcohol-related 
accidents. 
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"Wei!  need  help  at  home  while  Dad  recuperates" 


When  a member  of  the  family  is  at  home 
recovering  from  illness,  surgery  or  accident,  it  can 
be  a difficult  time.  We're  here  to  help. 

We're  the  local  office  of  Upjohn  Healthcare 
Services, SM  the  nation's  leading  private  provider  of 
home  health  care. 

Our  services  help  relieve  pressure  on  the  family 
and  help  the  patient  recover.  Our  home  health 
workers  follow  the  physician's  plan  of  care  and 
also  teach  family  members  how  to  care  for  their 
loved  one. 

For  more  information  call  the  Upjohn  Health- 
Care  Services SM  office  near  you 


Alpine 

(915)837-5451 

Laredo 

(512)724-8216 

Austin 

(512)472-8266 

Liberty 

(409)336-6811 

Beaumont 

(409)  838-391  5 

Longview 

(214)236-7544 

Burnet 

(512)756-6229 

Lubbock 

(806)  797-4257 

Corpus  Christi 

(512)854-4896 

Midland 

(915)563-0689 

Dallas 

(214)  363-5416 

Odessa 

(915)333-2926 

El  Paso 

(915)581-3351 

Orange 

(409)  883-7788 

Fort  Worth 

(817)  338-1555 

Pasadena 

(713)473-8161 

Groves 

(409)  983-6641 

Port  Arthur 

(409)727-1449 

Hebbronville 

(512)527-4191 

Rio  Grande  City 

(512)487-3954 

Houston 

(713)784-5475 

San  Antonio 

(512)224-2341 

Huntsville 

(409)  295-0752 

Tyler 

(214)581-4496 

Kerrville 

lealth 

(512)896-3232 

Waco 

Zapata 

(817)776-2875 

(512)765-4195 

Licensed  Home  Health  Agencies 

(£)1983  Upjohn  Healthcare  Services,  Inc 
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The  power  to 
control  hypertension... 
with  greater  convenience 


A COMBINATION  OF  TIME-PROVEN  AGENTS 


for  an  additive  effect  in  reducing  hypertension* 

□ CORZIDE  combines  the  advantages  of  CORGARD”  (nadolol)  — the  highly  effective 
once-a-day  beta-blocker  — and  a classic  once-a-day  thiazide 

□ CORZIDE  reduces  blood  pressure,  as  demonstrated  in  clinical  trials 

for  a low  incidence  of  side  effects' 

□ CORZIDE  was  well  tolerated  in  102  patients  evaluated  for  adverse  reactions 

□ Hydrophilic  (water-soluble)  CORGARD  does  not  readily  cross  the  blood-brain  barrier 
and  is  likely  to  cause  fewer  CNS  side  effects  than  lipophilic  agents 

for  superior  convenience 

□ Simple  once-a-day  dosage  enhances  patient  compliance 

□ May  be  administered  without  regard  to  meals 

□ Available  in  two  tablet  strengths: 

CORZIDE®  40/5  ( Nadolol  40  mg  and  Bendroflumethiazide  5 mg  per  tablet) 
CORZIDE®  80/5  (Nadolol  80  mg  and  Bendroflumethiazide  5 mg  per  tablet) 

0 

*This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  It  may  be  appropriate 
if  the  fixed  combination  represents  the  dosage  as  titrated  to  the  individual  patient's  needs. 


f Please  see  brief  summary  of  prescribing  information  on  the  last  page  of  this  advertisement  for 
a discussion  of  CONTRAINDICATIONS,  PRECAUTIONS,  ADVERSE  REACTIONS  and  WARNINGS, 
including  avoidance  of  abrupt  withdrawal. 


ONCE-A-DAY 

CORZIDE 

Nadolol-Bendroflumethiazide  Tablets 

An  important  advance  in  Step-2 
antihypertensive  therapy 


For  brief  summary  please  see  next  page. 


ONCE-A-DAY 


Nadolol-Bendroflumethiazide  Tablets  SQUIBB 


Aft  important  advance  in 
St®p~2  antihypertensive  therapy 


CORZIDE  40/5 
CORZIDE'  80/5 

NadololBendrotlumethiazide  Tablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  for  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener- 
gic blocking  agent,  and  NATURETIN®  (bendroflumethiazide),  a thiazide  diuretic-antihyper- 
tensive Formulations  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS). 
Bendroflumethiazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide or  other  sulfonamide-derived  drugs. 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure.  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible) 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy,  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc 
tion  have  occurred  after  abrupt  discontinuation  of  such  therapy.  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro 
priate  for  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice.  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS. 
Administer  nadolol  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  beta,  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli  and  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery  Recognition  of  the  increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  from  beta-blocker  therapy,  however,  has  made  this  recommenda- 
tion controversial.  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place.  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy. 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents.  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e  g.,  tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia,  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs. 
Thyrotoxicosis  — , Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e  g,  tachy- 
cardia) of  hyperthyroidism  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
ihyrotoxicosis. 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease  In  patients  with  renal 
disease,  azotemia  may  be  precipitated  With  Impaired  renal  function,  effects  of  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma.  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported 
PRECAUTIONS:  General  - Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G I disturbances  such  as  nausea  and  vomiting. 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather;  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient. 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion  Pathologic  changes  In  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronary  artery 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician  s advice 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  being 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symptom 
of  impending  failure  Advise  patients  of  proper  course  if  dose  inadvertently  missed. 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNINGS, 
Bendroflumethiazide , and  PRECAUTIONS,  General,  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugs  may 
interact  with  beta-adrenergic  blocking  agents:  Anesthetics,  general  — exaggeration  of 
anesthetic-induced  hypotension  (see  WARNINGS.  Nadolol,  Major  Surgery).  Antidiabetic 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia,  adjust  antidiabetic  drug 
dosage  accordingly  (see  WARNINGS,  Nadolol,  Diabetes  and  Hypoglycemia)  Catechol- 
amine-depleting drugs  (e.g.,  reserpine)  — additive  effect;  monitor  closely  for  evidence  of 
hypotension  and/or  excessive  bradycardia. 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  may  interact 
with  thiazide  diuretics  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthostatic 
hypotension  Antidiabetic  drugs  (oral  agents  and  insulin)  — thiazide-induced  hypergly 
cemia  may  require  adjustment  of  antidiabetic  drug  dosage.  Other  antihypertensive 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  electrolyte  de- 
pletion, particularly  hypokalemia.  Ganglionic  or  peripheral  adrenergic  blocking  drugs  — 
potentiated  effect  Preanesthetic  and  anesthetic  agents  — effects  may  be  potentiated, 
adjust  dosage  accordingly  Pressor  amines  (e.g.,  norepinephrine)  — possible  decrease 
response  but  not  sufficient  to  preclude  their  use  Skeletal  muscle  relaxants,  nondepolar- 
izing (e.g.,  tubocurarine)  — possible  increased  response 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parathyroid 
function  (see  PRECAUTIONS,  General,  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  — Nadolol  — In  1 to  2 years  oral 

toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effects.  In 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  preneo- 
plastic,  or  nonneoplastic  pathologic  lesions  Bendroflumethiazide  — Long-term  studies  in 
animals  have  not  been  performed 

Pregnancy — Teratogenic  Effects — Nadolol — Category  C.  In  animal  reproduction 

studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in  rats 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indicated 
human  dose,  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  well-con- 
trolled studies  in  pregnant  women;  therefore,  use  nadolol  In  pregnant  women  only  if  potential 
benefit  justifies  potential  risk  to  the  fetus  Bendroflumethiazide  — Category  C.  Animal 
reproduction  studies  have  not  been  conducted.  This  drug's  effect  on  the  fetus  when  adminis- 
tered to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known  Bendroflu- 
methiazide should  be  given  to  a pregnant  woman  only  if  clearly  needed  Nonteratogenic 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  antici- 
pated benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus;  these 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reactions 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  milk. 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  discontinue 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nadolol- 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  In  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient  and 
have  rarely  required  nadolol  withdrawal.  Cardiovascular  — Bradycardia  with  heart  rates  ol 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  per  minute 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Symptoms  of 
peripheral  vascular  insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  approxi- 
mately 2 of  100  patients.  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturbances 
have  each  occurred  in  about  1 of  100  patients.  Single  instances  of  first  degree  and  third 
degree  heart  block  have  been  reported,  intensification  of  AV  block  is  a known  effect  of  beta- 
blockers  (see  also  CONTRAINDICATIONS,  WARNINGS,  and  PRECAUTIONS)  Central  Ner 
vous  System  — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients,  pares- 
thesias, sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patients. 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  patients  (see 
CONTRAINDICATIONS  and  WARNINGS)  Gastrointestinal  — Nausea,  diarrhea,  abdominal 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  each 
reported  in  1 to  5 of  1000  patients  Miscellaneous  — Each  of  the  following  reported  in  1 to  5 
of  1000  patients:  rash,  pruritus,  headache,  dry  mouth,  eyes,  or  skin,  impotence  or  decreased 
libido,  facial  swelling,  weight  gam,  slurred  speech,  cough;  nasal  stuffiness;  sweating,  tinnitus; 
blurred  vision.  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  been 
reported.  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  been 
reported  with  nadolol.  The  following  adverse  reactions  may  also  occur:  Central  Nervous 
System  — reversible  mental  depression  progressing  to  catatonia,  visual  disturbances, 
hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss;  emotional  lability  with  slightly  clouded  sensorium,  decreased 
performance  on  neuropsychometrics.  Gastrointestinal  — mesenteric  arterial  thrombosis; 
ischemic  colitis  Hematologic  — agranulocytosis,  thrombocytopenic  or  nonthrombocyto- 
penic purpura.  Allergic  — fever  combined  with  aching  and  sore  throat,  laryngospasm; 
respiratory  distress.  Miscellaneous  — reversible  alopecia,  Peyronie's  disease; 
erythematous  rash,  arterial  insufficiency. 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nausea, 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  pan- 
creatitis. Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xanthop- 
sia Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia, 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrotizing 
angiitis  (vasculitis,  cutaneous  vasculitis)  Cardiovascular — orthostatic  hypotension  may 
occur.  Other  — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetics, 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  When- 
ever adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  therapy 
withdrawn, 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension,  or 
bronchospasm  if  overdosed.  Overdosage  of  thiazides  may  cause  lethargy,  which  may  pro- 
gress to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiovascular 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointestinal 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electrolyte 
changes  may  occur,  especially  in  patients  with  renal  impairment 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  deter- 
mining duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol.  In 
addition  to  gastric  lavage,  employ  the  tollowing  measures,  as  appropriate  Exces- 
sive Bradycardia  — Administer  atropine  (0.25  to  1 .0  mg).  It  there  is  no  response  to  vagal 
blockade,  administer  isoproterenol  cautiously  Cardiac  Failure  — Administer  a digitalis 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situation. 
Hypotension — Administer  vasopressors,  eg.,  epinephrine  or  levarterenol.  (There  is  evi- 
dence that  epinephrine  may  be  the  drug  of  choice  ) Bronchospasm  — Administer  a beta,- 
stimulating  agent  and/or  a theophylline  derivative  Stupor  or  Coma  — Supportive  therapy  as 
warranted  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed  BUN  and/or 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  maintain 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 

DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED  Patients  with 
renal  failure  require  adjustment  in  dosing  interval;  see  package  insert  for  dosage  in  these 
patients. 

Consult  package  insert  before  prescribing  CORZIDE  (Nadolol  Bendrotlumethiazide 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  ben- 
droflumethiazide and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  100. 
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6%  usually  charged  individual  physi- 
cians on  similar  accounts  with  banks 
across  the  state. 

A credit  card  imprinter  may  be  pur- 
chased from  First  City  Bank  for  $20.  All 
other  supplies  such  as  charge  slips  and 
“point  of  purchase”  displays  are  pro- 
vided by  the  bank  at  no  charge. 

For  further  information  about  the  pro- 
gram, contact  Pam  Padgett,  director  of 
membership,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX 
78701 ; or  call  (51 2)477-6704. 

Response  to  collections 
positive  after  one  year 

Physicians  associated  with  more  than 
2,500  medical  practices  throughout  the 
state  have  signed  up  with  1C  System, 
Inc,  since  the  program  was  announced 
in  April  1983. 

1C  System,  Inc,  a collections  firm  en- 
dorsed by  the  Texas  Medical  Associa- 
tion, provides  physician  office  staffs 
with  education  and  basic  tools  to  keep 
as  many  accounts  as  possible  from  be- 
coming overdue.  Once  accounts  be- 
come overdue  and  a physician  gives  1C 
System  permission  to  move  on  un- 
collected accounts,  the  firm  begins  a 
series  of  letters  urging  the  patient  to 
pay  the  bill.  Participating  practices  re- 
ceive regular  reports  on  the  progress 
of  each  account.  When  the  patient 
pays  the  bill,  payment  goes  directly  to 
the  physician,  who  then  reports  the 
amounts  received.  1C  then  bills  the 
practice. 

The  program  is  being  marketed 
through  a number  of  approaches.  The 
packet  for  new  TMA  members  contains 
information  about  1C  System,  Inc.  Per- 
sonalized letters  have  been  sent  to  phy- 
sicians in  their  first  year  of  practice. 
Additionally,  all  regular  and  provisional 
members  received  a letter  in  March  out- 
lining the  program. 

The  association  receives  10%  reim- 
bursement on  gross  program  proceeds. 
Proceeds  are  divided  equally  with 
those  county  medical  societies  inter- 
ested in  participating  in  the  program.  If 


a county  society  chooses  not  to  partici- 
pate, TMA  will  coordinate  the  collection 
information  for  individual  physicians 
who  wish  to  participate.  As  of  April  1 , 
1984,  twelve  county  societies  were  par- 
ticipating in  the  program. 

For  detailed  information  about  the 
program,  contact  Pam  Padgett,  director 
of  membership,  Texas  Medical  Associ- 
ation, 1801  N Lamar  Blvd,  Austin,  TX 
78701 ; or  call  (512)477-6704. 

HEALTH  LINE 

Diabetes  information  program 
for  primary  physicians 

Diabetes  and  its  complications  kill  more 
Americans  than  any  diseases  except 
cancer  and  heart  disease.  To  improve 
the  care  of  those  with  diabetes,  the 
American  Diabetes  Association  is  con- 
ducting a public  health  education  pro- 
gram designed  to  reach  all  primary  care 
physicians  in  the  nation  during  the  next 
two  years. 

The  association’s  clinical  education 

Texas  physician  membership  in  the  American 
Medical  Association  exceeded  last  year's  growth 
lor  the  seventh  consecutive  year.  In  recognition  of 
this  achievement,  AMA  President  Frank  M.  Jirka, 


program  focuses  on  type  II  (non-insulin- 
dependent)  diabetes  which  affects 
some  90%  of  the  1 1 million  American 
diabetes  sufferers.  The  program  places 
special  emphasis  on  finding  and  bring- 
ing to  treatment  the  5 million  undiag- 
nosed diabetic  Americans,  especially 
those  at  high  risk  (people  who  are  over 
40,  overweight,  and  have  diabetic  rela- 
tives; blacks;  Hispanics;  American  In- 
dians; women,  especially  black  women 
and  those  who  have  had  babies  weigh- 
ing more  than  9 lb;  and  senior  citizens). 

“The  American  Diabetes  Association 
believes  it  is  vital  to  provide  physicians 
with  the  most  up-to-date  information 
concerning  diagnosis  and  treatment,” 
said  Allan  L.  Drash,  MD,  association 
president  and  professor  of  pediatrics  at 
the  University  of  Pittsburgh  School  of 
Medicine.  “The  different  ways  the  dis- 
ease manifests  itself,  its  many  life- 
threatening  complications,  and  the 
need  to  tailor  treatment  to  the  individ- 
ual, mean  the  physician  must  have  a 
solid  understanding  of  this  form  of  dia- 
betes to  be  effective." 

MD,  presented  TMA  President  Milton  V.  Davis, 
MD,  a plaque  during  the  AMA  Leadership  Con- 
ference in  February. 
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As  you  read  or  talk  about  insurance,  allow  your  salaried  staff  at  Association 
Headquarters  in  Austin  to  be  a part  of  answering  any  questions  regarding 
benefits,  costs  or  anything  concerning  the  Insurance  Program  of  the  Texas 
Medical  Association. 

ON  THE  SPOT,  CALL: 

FROM  HOUSTON:  FROM  AUSTIN:  ALL  OTHERS: 

DIAL  ONLY  224-5309  DIAL  ONLY  476-6551  1-800-252-9318 

Your  staff  will  discuss  pertinent  matters  with  you,  your  insurance  agent,  your 
attorney  or  financial  advisor  in  an  effort  to  serve  your  best  interests. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

LONG  TERM  DISABILITY  INCOME  • LIFE  • OFFICE  OVERHEAD  • MAJOR  MEDICAL  • PERSONAL  ACCIDENT 
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To  begin  the  educational  program,  on 
April  1 1 the  association  held  a two-way 
medical  teleconference  involving  physi- 
cians in  24  cities,  including  Dallas  and 
Houston.  The  teleconference  was  car- 
ried by  satellite  to  an  audience  of  family 
physicians,  internists,  general  practi- 
tioners, gynecologists,  osteopathic  phy- 
sicians, and  allied  health  professionals. 

Physician  audiences  in  the  24  cities 
saw  and  heard  the  presentation  of  The 
Physician’s  Guide  to  Type  II  Diabetes 
(NIDDM):  Diagnosis  and  Treatment , a 
practice  manual  written  by  nine  dia- 
betes specialists  with  assistance  from 
two  advisory  medical  committees.  Phy- 
sicians in  the  audience  were  able  to 
discuss  the  details  of  treatment  with  di- 
abetologists  at  each  site,  and  then  were 
able  to  participate  in  a question-and- 
answer  period  with  the  authors,  using 
two-way,  live  television. 

The  clinical  education  program  will 
continue  into  1985  with  regional,  state- 
wide, and  local  symposia.  It  is  sup- 
ported by  an  educational  grant  from 
The  Upjohn  Company. 

Physicians  asked  to  report 
neonatal  herpes  simplex 

The  Centers  for  Disease  Control  (CDC) 
has  begun  a national  neonatal  herpes 
simplex  virus  (HSV)  surveillance  sys- 
tem. In  an  effort  to  identify  every  case 
of  neonatal  HSV  infection  in  infants 
born  after  Sept  30, 1 983,  the  CDC  is 
asking  health  professionals  to  report  all 
cases  of  suspected  or  confirmed  HSV 
infection  that  occur  in  infants  within  the 
first  30  days  of  life.  Criteria  for  identifi- 
cation include  (a)  a positive  culture  for 
HSV  from  the  infant;  (b)  positive  cyto- 
logic evidence  from  the  infant;  (c)  a 
clinical  course  consistent  with  HSV  in- 
fection; and  (d)  an  ill  infant  and  mother 
diagnosed  as  having  HSV  infection  at 
delivery. 

A form  provided  by  CDC  must  be 
completed  for  each  case.  At  the  discre- 
tion of  the  hospital,  the  form  may  be 
completed  by  hospital  personnel  or  a 
person  from  the  contractor  represent- 
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ing  CDC.  To  assure  confidentiality,  only 
the  dates  of  birth  of  mother  and  infant 
and  the  mother’s  county  of  residence  at 
the  time  of  diagnosis  will  be  used  to 
identify  a case  and  eliminate  duplicate 
reports. 

To  report  a case  or  for  furtherlnfor- 
mation,  contact  the  project  manager, 
Louise  Ritz,  Birch  and  Davis  Associ- 
ates, Inc,  8905  Fairview  Rd,  Suite  300, 
Silver  Spring,  MD  20910;  telephone 
collect  (301)589-6760. 

TDH  project  promotes 
fluoridation  of  water 

Tooth  decay  affects  about  98%  of  the 
population.  Fluoridation  of  the  water 
supply,  as  noted  in  Texas  Preventable 
Disease  News  (Jan  28,  1984),  can  pre- 
vent tooth  decay  effortlessly,  eco- 
nomically, and  safely. 

Fluoride  is  classified  as  an  essential 
nutritional  element  by  the  National  Re- 
search Council.  C.  Everett  Koop,  MD, 
surgeon  general,  US  Public  Health  Ser- 
vice, reaffirms  the  strong  endorsement 
of  his  agency  for  fluoridating  commu- 
nity water  supplies:  “Years  of  research 
and  community  demonstrations  have 
shown  that  the  fluoridation  of  drinking 
water  supplies  is  the  most  effective  and 
least  costly  public  health  measure 
available  to  prevent  tooth  decay.  Be- 
tween half  and  two  thirds  of  the  dental 
decay  that  children  would  have  if  un- 
protected is  prevented  if  they  drink 
fluoridated  water  from  birth.” 

The  Fluoridation  Project,  now  begin- 
ning its  fifth  year,  operates  under  a 
grant  administered  by  the  Bureau  of 
Dental  Health  of  the  Texas  Department 
of  Health.  The  project  provides  financial 
and  technical  assistance  to  commu- 
nities wishing  to  fluoridate  their  water 
supplies.  The  grant  covers  equipment, 
engineering  fees,  installation,  and 
chemicals  for  two  years.  Educational 
materials  and  assistance  in  beginning  a 
community  fluoridation  effort  are  pro- 
vided by  the  project  staff. 

The  Texas  Department  of  Health  has 
four  new  audiovisual  aids  on  fluorida- 


tion available  on  a loan  basis.  Slide  sets 
produced  by  the  American  Dental 
Association  include  “Fluoridation:  a 
Wise  Investment,”  “Fluoridation:  Na- 
ture’s Protection,”  and  “Fluoridation 
Update.”  Also  available  is  a videotape, 
“Fluoridation  in  Your  Community,"  pro- 
duced by  the  television  department  of 
The  University  of  Texas  Health  Science 
Center  at  Houston. 

For  further  information  regarding  the 
Fluoridation  Project,  applications  for 
fluoridation  grant  funds,  or  loan  copies 
of  the  audiovisual  aids,  contact  the 
Bureau  of  Dental  Health,  Texas  Depart- 
ment of  Health,  1 1 00  W 49th  St,  Austin, 
TX  78756,  attn:  Linda  Crossett;  tele- 
phone (512)458-7323. 

SOCIOECONOMICS 

CBO  report  suggests 
expanding  DRG  system 

A new  report  suggests  billions  could  be 
saved  if  diagnostic  related  groupings 
were  expanded. 

The  Congressional  Budget  Office 
(CBO)  reports  that  expanding  Medi- 
care's prospective  payment  system  to 
include  skilled  nursing  facilities  and 
home  health  agencies  would  save  $2.9 
billion  by  1 989.  The  savings  would  be 
realized  by  eliminating  incentives  to 
hospitals  for  transferring  patients  to 
these  facilities  too  early.  Such  a move 
could  limit  the  expansion  of  home 
health  agencies,  now  expected  to  grow 
20%  each  year. 

The  CBO  report  also  said  that  plac- 
ing skilled  nursing  services  and  home 
health  agencies  under  the  prospective 
payment  system  could  reduce  services 
and  cause  some  technical  problems. 

The  Health  Care  Financing  Admin- 
istration (HCFA)  opposes  placing  these 
two  groups  into  the  Medicare  reim- 
bursement system.  HCFA  instead  is 
planning  to  propose  an  adjusted  class 
rate  system  (or  flat  rate)  for  skilled  nurs- 
ing facilities. 
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ProPAC  to  work  with  AMA; 
names  executive  director 

ProPAC,  a congressionally  appointed 
commission  that  advises  the  Health 
Care  Financing  Administration  (HCFA) 
on  questions  of  Medicare  and  Medicaid 
reimbursement,  has  accepted  a pro- 
posal from  the  American  Medical  Asso- 
ciation to  establish  continuing  liaison 
with  the  AMA. 

At  a Prospective  Payment  Assess- 
ment Commission  meeting  this  spring, 
John  R.  Beljan,  MD,  chairman  of  the 
AMA’s  Subcommittee  of  Technology 
Assessment,  Council  on  Scientific  Af- 
fairs, offered  to  share  the  results  of 
studies  conducted  by  the  Diagnostic 
and  Therapeutic  Technology  Assess- 
ment (DATTA)  program.  This  program 
involves  more  than  600  physicians  rep- 
resenting more  than  a dozen  specialty 
and  subspecialty  groups.  The  panelists 
address  controversies  about  the  safety 
and  efficacy  of  medical  devices  or 
procedures. 

In  other  action,  ProPAC  has  named 
Donald  Young,  MD,  executive  director. 
Dr  Young  previously  was  deputy  direc- 
tor of  the  HCFA’s  Bureau  of  Eligibility, 
Reimbursement  and  Coverage. 

Blues  president  reports 
company  gain  in  1983 

"We’re  almost  fully  recovered  from  four 
very  difficult  years  for  our  company  and 
our  industry.”  John  Melton,  president  of 
Blue  Cross  and  Blue  Shield  of  Texas 
Inc,  made  this  announcement  as  he  re- 
ported the  company’s  $13.7  million  gain 
from  operations  for  the  year  1 983. 

“While  underwriting  health  insurance 
is  still  a risky  business  during  these 
years  of  rapid  health  care  cost  in- 
creases, we  are  confident  that  our  cost 
containment  efforts,  service  commit- 
ments, reduced  administrative  ex- 
penses and  selective  underwriting  have 
placed  us  on  solid  footing  to  retain  fi- 
nancial strength  and  industry  lead- 
ership advantages.  The  company 
returned  91 .5$  in  benefits  to  its  mem- 
bers for  every  premium  dollar  collected. 


"Our  gain  in  1 983  indicates  we  are 
properly  rating  to  cover  inflation  and  uti- 
lization trends  plus  allowing  an  addition 
to  our  contingency  reserves.  A com- 
pany's underwriting — including  a non- 
profit’s guidelines — must  allow  for 
contribution  to  a contingency  fund 
which  can  be  used  to  offset  unexpected 
claims  fluctuation,”  he  said. 

CAPITAL  COMMENTS 

Dallas  judge  considers 
right  to  refuse  treatment 

Should  involuntarily  committed  mental 
patients  in  Texas  have  the  right  to  re- 
fuse treatment?  This  is  the  question 
posed  in  a lawsuit  being  considered  by 
Federal  Judge  Barefoot  Sanders  in  the 
US  District  Court  in  Dallas. 

R.A.J.  et  al  v Miller  has  raised  the  is- 
sue of  the  right  of  the  involuntarily 
hospitalized  mental  patient  to  refuse 
psychotropic  medication.  The  Texas 
Department  of  Mental  Health  and  Men- 
tal Retardation,  the  defendent  in  the 
case,  maintains  that  involuntary  pa- 
tients cannot  refuse  medically  appro- 
priate treatment  and  that  informed 
consent  need  not  be  obtained  to  admin- 
ister medication. 

The  plaintiffs  in  the  R.A.J.  suit  argue 
that  committed  patients  retain  the  rights 
of  legally  competent  adults,  including 
the  constitutional  right  to  privacy  and 
right  to  choose  or  not  to  choose  medical 
care. 

The  TMA  Executive  Board  and  the 
Texas  Psychiatric  Society  support  the 
TDMHMR  efforts  to  assure  appropriate 
medical  treatment  for  committed  pa- 
tients. Of  particular  concern  to  the  court 
and  the  parties  is  the  risk  to  patients  of 
serious  and  sometimes  irreversible  side 
effects  of  antipsychotic  agents  taken  in 
large  dosages  over  long  periods  of 
time,  and  at  the  same  time,  the  need  to 
treat  patients — often  with  these 
agents — to  prevent  further  deteriora- 
tion of  their  conditions. 

Negotiations  between  the  parties  on 


this  issue  appear  to  have  reached  an 
impasse  after  many  months  of  discus- 
sion. Now,  the  question  of  committed 
patients  being  allowed  to  refuse  treat- 
ment is  likely  to  be  decided  by  Judge 
Sanders.  Implications  of  the  lawsuit 
may  go  far  beyond  the  rights  of  com- 
mitted patients  in  state  hospitals.  They 
may  impair  involuntary  treatment  in 
other  public  and  private  facilities  as  well 
as  establish  informed  consent  require- 
ments for  a physician  who  prescribes 
psychotropic  medications  to  any 
patient. 

Report  to  study  results 
of  triplicate  Rx  program 

How  effective  is  the  triplicate  prescrip- 
tion program  in  Texas?  This  is  the 
subject  of  a forthcoming  report  to  the 
attorney  general. 

A provision  within  the  law  passed  by 
the  Texas  Legislature  in  1981  requires 
the  Texas  Department  of  Public  Safety, 
Texas  State  Board  of  Medical  Exam- 
iners, and  Board  of  Pharmacy  to  sub- 
mit a public  report  on  the  program's 
effectiveness  to  the  attorney  general. 
The  report  will  include,  for  each  of  the 
years  1 982  and  1 983  and  for  the  first 
six-month  period  for  1984:  (a)  the  num- 
ber of  triplicate  prescription  blanks 
issued;  (b)  the  number  of  lost  or  stolen 
triplicate  blanks;  (c)  the  number  of  in- 
dictments, convictions,  and  peer  review 
proceedings  attributable  to  the  pro- 


"Okay,  I’ll  do  it  for  half  price  if  you  only  have 
half  an  appendix  to  take  out.” 
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A Computer  System  That  Speaks 

Your  Language. 


What  better  way  to  run  your  practice  than  with  a computer  system 
designed  by  a M.D.  and  programmed  in  a medical  language. 
MOSTAR  is  written  in  Standard  MUMPS,  the  most  widely  used 
language  tor  medical  programming.  It  is  an  economical,  highly 
integrated  system  combining  state-of-the-art  hardware  and  soft- 
ware to  meet  your  specific  office  administration  needs  MOSTAR 
is  an  expandable  single  or  multi-user  medical  system,  and  will 
accommodate  multiple  doctors  with  integrated  or  separate  practi- 
ces. 

Choose  the  system  that  meets  your  needs. 

MOSTAR  B is  a computerized  Billing  system  that  includes 
Arrival  Ticket  • HIC  Claim  Form  • Patient  Information  and  Advice 
Sheet  • Clinical  Record  Summary  • Daily  Transaction  Register  • 
Statements  • Aged  Receivables  Report  • Flexible  Delinquent 
Ledger  * Age /Sex  Register  • Flexible  Diagnostic  Indexing  and 
Reporting  • Financial  Summaries  • Letter  Writing  • On-line  Drug 
and  Diagnostic  Dictionaries  • Worldwide  Access  to  Medical  infor- 
mation Databases. 

MOSTAR  C offers  a complete  Billing  and  Clinical  record 
system  combining  all  the  features  of  MOSTAR  B plus:  Nurse 
Instructions  • Prescriptions  • Chart  Notes  • School  or  Work 
Excuses  • Workers  Comp  Reports. 


A computer  system  you  can  live  with. 

Entering  the  computer  age  doesn't  have  to  be  a traumatic  expe- 
rience. With  practical  screen  prompts,  easy  to  read  manuals  and 
on-line  documentation,  your  staff  will  be  up  and  running  with 
minimum  training. 

You  are  not  alone. 

With  15  years  of  experience  behind  us,  we  at  Eclectic  Systems 
Corporation  know  that  an  on-going  support  is  the  key  ingredient  to 
successfully  integrating  the  computer  in  your  office.  That's  why 
we're  with  you  through  the  introduction  stage  and  throughout  the 
life  of  the  system.  We  even  have  a radio  dispatched  service  fleet  to 
respond  to  your  needs  quickly. 

MOSTAR.  It  speaks  your  language,  It  has  our  support.  It 
belongs  in  your  practice.  For  more  information,  write  or  call  us. 

16260  Midway 
Dallas,  TX  75234 
(214)  661-1370 

System  prices  range  from  $13,000  - $27,000 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


420113 


gram;  (d)  the  cost  of  administering  the 
program;  and  (e)  such  other  informa- 
tion as  the  reporting  agencies  shall 
deem  appropriate.  The  report  is  due  by 
Sept  1 , 1984. 

The  Council  on  Legislation  is  closely 
monitoring  the  triplicate  prescription  in- 
terim study.  Any  physicians  wishing  to 
provide  input  on  the  effectiveness  of 
the  program  should  write  to  John  P. 
Coughlin,  MD,  chairman,  Council  on 
Legislation,  1905  N Lamar  Blvd,  Austin, 
TX  78705.  The  council  particularly  is  in- 
terested in  any  adverse  effects  the 
program  may  have  had  on  patient  care. 

NEWSMAKERS 

JOYCE  ELAINE  DAVIS,  MD,  a Texas 
A&M  University  pathologist,  has  been 
named  a distinguished  alumna  at  Bay- 
lor University  for  1 984.  Dr  Davis  has 
served  as  an  instructor,  assistant  pro- 
fessor, and  associate  professor  of  pa- 
thology at  Baylor  College  of  Medicine, 
and  has  been  professor  and  head  of 
the  department  of  pathology  at  Texas 
A&M  University  College  of  Medicine 
since  1975. 

C.  EUGENE  CARLTON,  JR,  MD,  has 
been  named  to  the  Russell  and  Mary 
Hugh  Scott  Chair  of  Urology  at  Baylor 
College  of  Medicine.  Dr  Carlton  is 
professor  and  chairman  of  urology  at 
Baylor  and  chief  of  urology  at  The 


Methodist  Hospital  and  Ben  Taub  Gen- 
eral Hospital.  He  serves  as  a consultant 
to  the  Veterans  Administration  Medical 
Center  and  The  Institute  for  Rehabilita- 
tion and  Research.  Dr  Carlton,  who  is 
best  known  for  his  research  in  the  field 
of  prostate  cancer,  is  currently  director 
of  the  American  Urological  Association 
Office  of  Education. 

HARRY  M.  MCCLENDON,  MD,  a Den- 
ton physician  since  1 951 , was  awarded 
the  Denton  County  Medical  Society’s 
highest  honor,  the  Gold  Headed  Cane. 
The  gold  headed  cane  has  symbolized 
the  highest  qualities  of  excellence,  ser- 
vice, and  selflessness  a physician  can 
contribute  to  his  community,  his  family, 
and  the  art  and  science  of  medicine.  Dr 
McClendon  is  a past  president  of  the 
Denton  County  Medical  Society. 

R.  WILLIAM  WARREN  is  the  new  exec- 
utive vice  president  and  chief  operating 
officer  of  Voluntary  Hospitals  of  Amer- 
ica Management  Services.  Mr  Warren 
is  responsible  for  monitoring  and  as- 
sisting in  the  development  of  new  and 
existing  business  plans  and  will  partici- 
pate in  the  development  of  a nation- 
wide system  of  partnerships  among 
voluntary  hospitals.  For  the  past  20 
years  he  has  served  as  president  and 
chief  executive  officer  of  the  Voluntary 
Hospitals  of  America’s  Memorial  Hospi- 
tal System  in  Houston. 


ALBERT  G.  RANDALL,  MD,  director  of 
the  Austin-Travis  County  Health  De- 
partment, has  received  the  James  E. 
Peavy  Memorial  Award  from  the  Texas 
Public  Health  Association.  The  award, 
named  after  a former  state  health  com- 
missioner, is  given  each  year  to  a public 
health  worker  who  has  either  made  sig- 
nificant contributions  to  public  health,  or 
demonstrated  a concern  for  society’s 
health  needs.  Dr  Randall  is  chairman  of 
the  TMA  Committee  on  Sexually  Trans- 
mitted Diseases. 

MARVIN  R.  DUNN,  MD,  dean  of  the 
medical  school  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio,  has  been  named  to  the  Liaison 
Committee  on  Medical  Education,  the 
national  accrediting  agency  for  medical 
schools  in  the  US  and  Canada.  Dr 
Dunn  will  serve  a three-year  term  on 
the  1 5-member  panel  which  is  spon- 
sored by  the  Association  of  American 
Medical  Colleges  and  the  AMA  Council 
on  Medical  Education. 

GEORGE  L.  JORDAN,  JR,  MD,  pro- 
fessor of  surgery  at  Baylor  College  of 
Medicine,  has  assumed  the  presidency 
of  both  the  Western  and  Southern  Sur- 
gical Associations.  Dr  Jordan,  chief  of 
staff  for  the  Harris  County  Hospital  Dis- 
trict, has  been  at  Baylor  since  1953  and 
specializes  in  gastrointestinal  surgery. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 

Illustration  of  3/31/84  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

Equity  Funds 

T.  Rowe  Price  Growth  Stock  Fund 

4/1/83 

$ 9,198 

Date  of  Investment 
4/1/81 

$10,254 

4/1/79 

$14,613 

Income  Funds 

T.  Rowe  Price  New  Income  Fund 

$10,751 

$14,735 

$16,070 

Current  yields  on  interest  bearing  options. 

T.  Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  4/1 1/84  9.32% 
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PLAZA 


MEDICAL 


BEFORE  PLAZA  MEDICAL  CENTER , a medical  office 
building  meant  hardly  more  than  a place  to  practice  medi- 
cine. But  it  will  never  be  that  way  again.  The  totally  planned 
environment  that  doctors  have  long  deserved  is  finally 
here.  Occupancy  begins  soon.  And  prime  spaces  are  still 
available  at  competitive  prices.  See  Plaza  Medical  Center, 
1200  Binz,  north  of  Park  Plaza  Hospital  and  the  Texas 
Medical  Center.  For  information  please  call  John  Hansen 
Investment  Builder.  961-7700. 


Don't  Let 

Out  of  Sight  Charges 
Cost  You  Business 


.t  can  happen.  Even  to  your  well- 
established  practice.  And  the  glut  of  doctors 
on  the  urban  market  isn’t  helping  matters. 

Preferred  Texas  Professionals  (PTP) 
offers  an  alternative  system  of  health  care. 
It’s  a cost  containment  program  that 
gives  you  greater  patient  access.  And  it 
gives  patients  quality  medical  care  at  a 
price  they  can  afford. 

PTP  is  a statewide  physician-controlled 
corporation  designed  to  allow  medical 
decisions  to  be  made  by  physicians  and 
business  decisions  to  be  made  by  busi- 
ness consultants. 

As  a member  of  PTP  your  name  is  cir- 
culated through  corporate  group  health 


care  programs  using  our  services.  Then 
when  an  employee  seeks  medical  atten- 
tion, they  select  from  physicians  on  the 
PTP  list.  This  provides  you  greater  expo- 
sure for  increasing  and  maintaining  voui 
patient  load. 

Medicine  is  fast  becoming  a highly 
competitive  business.  So  why  not  hire  ar 
expert  to  market  vour  services?  After  all, 
your  expertise  is  medicine — not  marketing 

If  you  find  your  patients  are  losing 
their  patience  with  rising  medical  costs, 
call  us.  We’ll  send  you  a brochure  that 
more  thoroughly  explains  how  the  PTP 
concept  can  work  for  you.  Call  toll-free 
800  392-5847,  in  Houston  270-0712. 


PTP 

Preferred  Texas  Professionals 

Curbing  the  cost  of  quality  health  care. 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY.  JR.,  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE 
ENNIS,  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCUS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 
LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.,  F.A.C.P.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.  * 

L.  BRYAN  COTTON,  JR„  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P  * 

INTERNAL  MEDICINE— Nephrology 
RONALD  L.  WILSON,  M.D.,  F.A.C.P.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*.  F.A.C.S. 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III.  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARNYGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F.A.A.O.-HNS,  F.A.C.S.* 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D.,  F.A.A.P  * 

MICHAEL  C.  SMITH,  M.D. 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

ANTHONY  J.  PERRI,  M.D.* 

EXECUTIVE  DIRECTOR 

CHARLES  E.  ALLBRITTON,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

MARGARET  W.  WHITE,  C.P.A. 


DIPLOMATE 
OF  THE 
AMERICAN 
BOARD 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


Community 
Alimentation 
Services  Inc. 

Serving  the  Community  Since  1978 


Community  Alimentation 
Services  Inc.  is  a professional, 
clinical-intravenous  and 
nutritional  support  service. 

Our  primary  purpose  is  to  serve 
outpatients  receiving  home 
fluid  therapy  — parenteral 
nutrition,  enteral  nutrition, 
and  intravenous  fluids  or 
medication. 


Home  Care  Products 
Community  Alimentation  Services 
will  provide  any  selected  products 
directly  to  the  home  fluid  therapy 
and  / or  oncology  patient. 

Patient  Services 
All  services  are  provided  as 
indicated  for  each  individual 
patient’s  safest  and  most  effective 
home  fluid  therapy.  Professional 
services  are  free  of  charge. 


Now  Serving  the  Son  Antonio  Area 

7529  Reindeer  Trail  • San  Antonio,  Texas,  78238  • (512)  680-3636 


DOCTOR.  MAY  I HIVE  1 MOMENT?  T 

Since  July,  1980,  more  than  600  physicians,  nationwide,  have  chosen  to  serve  their 
country  part-time  as  physicians  and  commissioned  officers  in  the  Army  Reserve  Medical 
Corps.  Each  understands  that  time  investment  is  flexible  and  is  dependent  on  how 
active  he/she  wants  to  be.  Many  benefits,  including  a non-contributory  retirement  annu- 
ity, $35,000  life  insurance  policy  and  funded  continuing  medical  education  programs, 
like  professional  shortcourses,  conventions,  seminars,  symposia,  (whether  civilian  or 
military  sponsored)  are  available.  The  Army  will  pay  for  your  transportation,  quarters, 
subsistence,  registration  fee,  plus  salary.  If  you  have  prior  military  service,  you  have  a 
sizable  retirement  investment  already  started,  and  by  accepting  a commission  you  incur 
no  further  obligation.  It  doesn’t  cost  anything  to  inquire,  and  there  are  no  obligations. 

Call  now:  Captain  Allen  (512)  221-5829  San  Antonio,  TX 

Major  Franklin  (713)  229-2744  Houston,  TX 
Major  Whitwell  (214)  669-9285  Dallas,  TX 
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Roche  salutes  the  history  of  Texas  medicine 


DOCTORS 
WHO  WERE 
SOLDIER-STATESMEN 


Three  men  of  medicine,  born  and  raised  in  New 
England  around  the  same  time,  arrived  in  Texas  to 
start  practice  and  play  a significant  role  in  the  history 
of  the  state. 

Dr  Anson  Jones, 

a lineal  descendant  of  Oliver  Crom- 
well, was  his  family's  13th  child. 
Born  in  Massachusetts  in  1798, 
he  graduated  from  Jefferson 
Medical  College  in  1827  and 
established  his  first  practice  in 
Philadelphia.1 

Learning  of  the  opportunities  in  Texas,  then  a part 
of  Mexico,  he  headed  for  Brazoria,  arriving  in  1833 
with  only  $17  in  his  pocket  and  $50  worth  of  medi- 
cine in  his  bag.  As  one  of  the  few  qualified  physicians 
in  colonial  Texas,  he  prospered  from  the  start.2 

Active  in  the  movement  for  Texas  independence. 
Dr.  Jones  was  appointed  Assistant  Surgeon  Gen- 
eral and  Medical  Purveyor  to  the  Army  of  the  Texas 
Revolution. 

With  victory  and  the  establishment  of  the  Repub- 
lic, Dr.  Jones  was  elected  a member  of  the  first  Texas 
Congress.  Shortly  thereafter.  President  Sam  Houston 
appointed  him  the  minister  of  the  new  republic  to 
Washington.  In  1841,  Dr.  Jones  was  named  Secretary 
of  State.  He  served  with  distinction,  and  in  1844,  Dr. 
Anson  Jones  was  himself  inaugurated  President  of  the 
Republic  of  Texas.2  In  time,  he  put  forth  the  Republic's 
first  statute  regulating  medical  practice,  became  a 
founder  of  the  Texas  Medical  Association  and  brought 
Texas  into  the  Union.3 

Dr  Ashbel  Smith 

was  born  in  Connecticut  in  1805. 

He  studied  medicine  at  Yale  College 
and  in  Paris,  where  he  both 
expanded  his  medical  knowledge 
and  laid  the  foundation  of  an 
extraordinary  career  in  diplomacy.4 
Upon  return  to  the  United 
States,  he  began  writing  and  practicing  in  Salisbury, 
North  Carolina.  However,  he  was  deeply  concerned 
about  the  struggle  of  Texans  to  obtain  their  freedom— 
and  chose  to  join  them  in  1837.  He  settled  in  Galves- 
ton, where  he  was  soon  appointed  Surgeon  General  of 


the  Army,  and  went  to  live  in  the  home  of  General  Sam 
Houston. 

In  1838,  Dr.  Smith  resigned  his  commission  to 
wage  a gallant  fight  against  Galveston's  first  epidemic 
of  yellow  fever.  His  procedures  and  his  monograph 
on  this  subject  are  considered  definitive  works  to  this 
day.4 

Through  the  years.  Dr.  Smith  continued  to  be 
regarded  as  Texas'  "number  one  diplomat,"5  serving 
as  Minister  to  France  and  England.  During  the  Civil 
War,  he  was  commander  of  the  defense  of  Galveston. 
In  1878,  Dr.  Smith  was  appointed  a commissioner  to 
the  Paris  Exposition;  in  1882,  he  became  President  of 
the  Texas  State  Medical  Association.  He  also  became 
one  of  the  regents  of  the  University  of  Texas,  to  which 
he  donated  his  medical  library  upon  his  death  in  his 
80th  year1 4 


Dr  Amos  Pollard, 


born  in  Massachusetts  in  1803, 
studied  medicine  in  New  York  and 
traveled  by  way  of  New  Orleans  to 
Texas. 

There  is  evidence  that  by  1834 
he  was  practicing  in  Gonzalez, 
where  he  was  known  as  an  aboli- 
tionist, active  in  Texas  politics. 

When  General  Austin's  volunteers  marched  on 
San  Antonio,  Dr.  Pollard  was  among  them  as  Surgeon 
of  the  Regiment.  Four  months  later,  he  wrote  to  Texas 
Governor  Smith  about  his  lack  of  medicines  and  sup- 
plies. Nevertheless,  he  closed  his  letter  with  "Let  us 
show  them  how  republicans  can  and  will  fight." 

On  March  6,  1836,  when  the  Army  of  Santa  Anna 
stormed  the  Alamo,  Dr  Pollard  was  killed  while  tend- 
ing the  wounded.  Also  killed  were  his  associates— 
Drs.  Edward  Michison,  John  W.  Thompson  and  John 
Purdy  Reynolds— not  one  of  them  yet  30  years  old.6 


References:  1.  Packard  FR:  History  of  Medicine  in  the  United  States,  Vol  II. 
New  York,  Hafner  Publishing  Company,  1963,  pp.  943,  972-973.  2.  Clarke 
TW:  NY  State  J Med  50  65-68,  1950.  3.  Letter  from  the  Sons  of  the  Republic 
of  Texas  (state  organization)  to  medical  librarians,  sent  with  Gambrell  H 
Anson  Jones:  The  Last  President  of  Texas.  4.  Gambrell  H:  Anson  Jones:  The 
Last  President  of  Texas.  Garden  City,  N Y , Doubleday  & Co.,  1948,  p 395. 

5.  Stuck  W:  Southern  Surgeon  7 7 742-746,  1942  6.  Andrassy  RJ,  Hagood 
CO  Jr:  Surg  Gynecol  Obstet  145  913-915,  1977. 
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When  the  history  reveals 
mixed  depression  and  anxiety. 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who  are 
also  anxious,1  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  of 
depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy2 

In  another  multicenter  study,3  the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia— 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.3 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977  p 316.  2.  Feighner  JP  etal:  Psychopharmacology  6/  217-229,  Mar  1979.  3.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ 


In  moderate  depression  and  anxiety 


Limbitrol 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Please  see  summary  of  producf  informafion  on  following  page. 


LIMBITROL®  Tablets  <S  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  it  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
ond  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  tor  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h.s.  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  10-25,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12.5,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydro- 
chloride salt) — bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription 
Paks  of  50 
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DALLAS-FORT  WORTH  OPPORTUNITIES 


FAMILY 

PRACTITIONERS 

We  have  exceptional  opportunities  for  you  in  our 
dynamic  group  of  fee-for-service  primary  care  providers 
serving  Dallas,  the  Mid-Cities  and  Fort  Worth.  You  may 
elect  either  a salaried  position  with  extensive  fringe 
benefits  or  independent  contractor  status.  We  provide  a 
guaranteed  income  and  malpractice  insurance  at  a 
minimum  in  all  of  our  eight  attractive  office  settings. 

An  extensive  management  team  supports  your 
practice  allowing  you  to  enjoy  the  practice  of  medicine  in 
sunny,  growing  Dallas-Fort  Worth. 

For  more  information,  send  your  C.V. 
to  Director  of  Physician  Relations,  Primacare,  Inc., 
9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220, 
or  call  (214)352-1991. 

rimacare 


Primacare,  Inc.  Primacare  Physicians,  P.A. 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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The  Most  Important  FREE  Offer 
You’ll  Ever  Get  Your  Hands  On. 


SharePage,  a service  of 
ProNet  Medical  Communica- 
tions, lets  you  experience  all 
the  advantages  of  a system  de- 
signed exclusively  for  medical 
professionals,  FREE,  for  10 
days.  Without  obligation. 

Unlike  commercial  paging 
systems,  SharePage  operates 
on  FCC  designated  medical- 
only  frequencies  and  utilizes 
advanced  technology  to 


10-DAY 
FREE  TRIAL. 

Metro  261-6878 

Dallas/Fort  Worth 

713-987-0787 

Houston 

An  affiliate  of  Dallas/Fort  Worth 
Hospital  Council  and  Greater  Houston 
Hospital  Council 


provide  a greater  coverage 
area,  better  reception  inside 
hospitals,  and  faster  message 
response. 

And  SharePage  offers  a full 
line  of  lightweight,  compact, 
multi-featured  pagers  for 
every  application. 

Cal!  SharePage  today,  and 
experience  first-hand  the 
advantages  of  medical-only 
paging. 


When  your  communication  lines  are  lifelines, 
you  need  a specialist  on  call. 


ProNst 

Medical 
Communications 
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The  sounds  of  laughter,  of  people 
helping  each  other,  a bird 
singing,  an  owl  in  the  still  of 
the  night — they  all  contrast 
sharply  with  the  din  of  traffic 
and  the  crush  of  the  city. 

The  peaceful  setting  is 
Ottine,  Texas.  Home  of  Warm 
Springs  Rehabilitation  Hospital. 
These  woodlands  adjacent  to 
Palmetto  State  Park  are  an 
unusual  location  for  a hospital, 
hut  Warm  Springs  is  also  an 
unusual  hospital. 

Warm  Springs  has  over 
40  years  of  experience  in  the 
rehabilitation  field,  so  we’re  no 


newcomer.  In  fact,  we  really 
are  pioneers  in  the  treatment 
of  children  and  adults  who  are 
disabled  hy  paralytic  strokes, 
spinal  cord  or  head  injuries, 
developmental  impairments, 
and  crippling  diseases. 

Our  reputation  for  in- 
novation and  for  success  is 
well  known.  We  have  a driver’s 
education  program  in  modified 
vehicles  for  the  severely 
disabled,  orthotic  devices 
developed  at  Warm  Springs  and 
used  nationally,  and  an  accred- 
ited two-  year  college  campus 
for  the  physically  disabled. 


Other  hospitals  may  offer 
part-time  therapy  that  exercises 
the  muscles,  hut  at  Warm  Springs 
you’ll  find  full-time  rehabilita- 
tion services  that  can  help  make 
life  livable.  Again. 

For  information  about  the 
full-time  rehabilitation  services 
of  Warm  Springs,  call  toll-free, 
1-800-292-1440. 


Warm  Springs  Rehabilitation  Hospital 


PO.  Box  58  • Gonzales,  Texas  78629 


All  Bankers  make 
housecalls.  Some  have  more 
in  their  little  black  bags 
than  others. 


Municipal  Portfolio  Reuters  Financial 

Bonds  Analysis  Newsservice 


Investment 

Counseling 


Medical  Lending 
Specialists 


Money  Management / 
Trust  Services 


Payroll 

Management 


Stocks 
and  Bonds 


Precious 

Metals 


Financial  Planning 
Seminars 


Tax  Shelter 
Counseling 


IRA/KEOGH 


Contact:  Bob  Combs,  President  713/790-1976 

f^iMed  Center  Bank 

6631  South  Main  Houston,  Texas  (713)  790-1976  Member  FDIC 


A concept  in  banking  to  which 
it  is  easy  to  become  accustomed. 
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Add  Spirometry 
to  your  practice.. 


...the  Autospiro  SD-System 


% 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print  out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 
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Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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CANCER  UPDATE 


Squamous  cell  carcinoma  of  the  esophagus 

Frederick  L.  Grover,  MD 

Recent  reports  describing  combination  chemotherapy,  ra- 
diation therapy,  and  surgical  resection  have  demonstrated 
increased  resectability  and  disease-free  intervals  in  the  treat- 
ment of  squamous  cell  carcinoma  of  the  esophagus.  Al- 
though long-term  results  are  not  yet  available,  it  is  possible 
that  this  combined  treatment  approach  may  increase  the  inci- 
dence of  cure  in  this  disease  which  in  the  past  has  had  such 
a poor  prognosis  that  most  therapeutic  efforts  were  palliative. 

The  results  of  the  treatment  of  squamous  cell  carcinoma  of 
the  esophagus  have  been  uniformly  disappointing  in  the  past 
(1  -4).  Most  reports  reveal  a five-year  survival  rate  of  1 % to 
4%,  and  usually  the  cures  have  been  in  patients  with  early 
disease  that  has  been  resected.  Survival  of  patients  whose 
tumors  are  resected  may  be  as  high  as  20%,  but  this  reflects 
some  degree  of  patient  selection.  Median  survival  has  gener- 
ally been  in  the  range  of  1 1 to  13  months.  Because  of  these 
rather  dismal  results,  considerable  attention  has  been  di- 
rected toward  preoperative  radiation  to  see  whether  cure 
rates  could  be  improved.  Nakayama  popularized  preopera- 
tive radiation  treatment  and  reported  as  much  as  a 37%  five- 
year  survival  rate  (5);  however,  five-year  survival  data  were 
available  for  only  eight  of  the  1 91  patients,  only  three  of 
whom  were  alive  at  the  time  the  report  was  completed.  In 
addition,  the  1 91  patients  who  responded  favorably  to  therapy 
were  among  a total  of  6,282  patients  with  esophageal  carci- 
noma. Indeed,  Groves  (6)  found  little  advantage  to  preopera- 
tive radiation.  Nevertheless,  these  reports  did  demonstrate  a 
shrinkage  of  tumor  and  an  increased  ability  to  resect,  al- 
though the  ultimate  survival  rate  was  not  increased.  There 
have  been  several  reports  of  chemotherapeutic  palliation  of 
patients  with  squamous  cell  carcinoma  of  the  esophagus 
(7-10).  Partial  responses  were  noted  in  1 5%  to  40%  of 
these  patients,  but  most  of  the  responses  were  of  short 
duration. 

Because  of  the  shortcomings  of  these  treatments,  most 
practitioners  turned  to  palliative  care.  An  aggressive  surgical 
approach  with  early  one-stage  resection  utilizing 
esophagogastrectomy  was  advocated  (1  -4,1 1 ).  Using  this 
approach,  surgical  mortality  rates  of  0%  to  20%  were  re- 
ported with  early  discharge  of  patients  from  the  hospital  to 
home.  An  average  of  90%  of  patients  were  able  to  eat  well 
and  handle  their  secretions,  but  the  median  survival  period 
was  still  1 1 to  1 3 months.  Patients  were  rarely  cured. 

Recently  there  have  been  some  exciting  reports  of  im- 
proved tumor  sensitivity  to  combination  chemotherapy  and 


Frederick  L.  Grover,  MD,  Professor,  Division  of  Cardiothoracic  Surgery,  The 
University  of  Texas  Health  Science  Center  at  San  Antonio,  and  Chief,  Car- 
diothoracic Surgery  Section,  Audie  Murphy  Veterans  Administration  Hospital, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
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improved  survival  when  these  regimens  were  used  in  con- 
junction with  radiation  therapy  and  surgical  resection.  Kelsen 
et  al  (12)  reported  on  47  patients  with  esophageal  carcinoma 
who  were  treated  with  cis-platinum,  vindesine,  and  bleo- 
mycin. Sixteen  of  the  patients  who  had  metastatic  disease 
were  treated  primarily  with  chemotherapy  alone,  and  31 
patientswith  local-regional  disease  received  combination 
chemotherapy  before  surgery  and/or  radiation  treatment.  A 
second  postoperative  course  of  combined  chemotherapy 
was  given,  followed  by  5,500  rads.  Partial  responses  to  com- 
bined chemotherapy  were  seen  in  51  % of  the  patients;  the 
duration  of  remission  in  the  group  with  metastases  ranged 
from  3 to  1 6 months.  Fifteen  of  the  20  patients  undergoing 
surgery  had  resectable  disease  and  none  of  those  relapsed 
at  2 to  1 4 months  postoperatively. 

In  1981  Leichman  et  al  (13)  reported  on  the  use  of  com- 
bination chemotherapy  and  radiation  therapy  followed  by  a 
surgical  resection.  The  first  1 1 patients  in  their  study  received 
preoperative  cis-platinum  and  5-fluorouracil  followed  by  three 
weeks  of  radiation  therapy  to  a dose  of  3,000  rads,  followed 
in  another  three  weeks  by  surgical  resection.  Seven  of  their 
1 1 patients  (63%)  were  found  to  have  no  tumor  in  the  re- 
sected esophagus  and  at  the  time  of  their  report  had  remained 
free  of  disease.  One  patient,  however,  did  die  of  dissemi- 
nated squamous  cell  carcinoma. 

Coonley  (14)  and  colleagues  in  1982  reported  on  34  pa- 
tients with  epidermoid  carcinoma  of  the  esophagus  treated 
with  a combination  of  vindesine,  cis-platinum,  and  bleomycin 
followed  by  surgical  resection  and  radiation  therapy.  Before 
surgery,  1 6 of  33  patients  who  could  be  evaluated  had  a par- 
tial or  complete  response  to  the  combination  chemotherapy. 
All  patients  underwent  surgery,  and  in  82%  the  disease  was 
resected,  in  1 2 instances  for  palliation  and  in  1 6 for  “cure.” 
There  was  one  drug-related  death  (3%)  and  two  (6%)  deaths 
associated  with  surgery.  Although  this  was  reported  too  soon 
for  median  survival  to  be  calculated,  the  authors  reported 
that  five  of  six  unresected  patients  were  dead.  Their  median 
survival  time  was  5.2  months.  Of  the  28  patients  who  under- 
went surgery,  disease  recurred  in  nine,  five  of  whom  had  died 
by  the  time  of  the  report.  Five  patients  died  of  other  causes, 
but  1 4 patients  were  still  alive  with  no  evidence  of  disease.  At 
the  time  of  the  abstract,  the  median  survival  was  greater  than 
14  months. 

Steiger  et  al  (15)  reported  on  86  unselected  patients  stud- 
ied between  April  1977  and  March  1981  who  received  a com- 
bination of  chemotherapy  and  radiotherapy,  followed  by 
surgery  when  feasible.  The  chemotherapeutic  agents  used 
initially  were  5-fluorouracil  and  mitomycin  C.  Flowever,  mid- 
way through  their  series  they  substituted  cis-platinum  for  the 
mitomycin  C.  Radiotherapy  was  administered  at  a dose  of 
3,000  rads  concurrent  with  the  chemotherapy  and  an  esoph- 
agectomy was  performed,  when  possible,  three  to  four 
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weeks  after  the  completion  of  chemotherapy  and  radiation 
therapy.  The  mucosal  lesion  disappeared  in  69  of  86  pa- 
tients, after  the  combination  chemotherapy  and  radiation 
therapy.  Dysphagia  was  relieved  in  57  of  62  patients,  but  re- 
curred in  1 1 . Forty-eight  patients  underwent  esophagectomy, 
1 5 of  whom  (31  %)  had  no  tumor  in  the  resected  specimen. 
Eleven  of  those  1 5 patients  were  still  alive  with  no  evidence 
of  disease  in  1 981  when  the  paper  was  written,  and  those 
patients  who  had  tumors  less  than  5 cm  in  length  had  com- 
plete regression  of  disease. 

Bains  and  his  colleagues  (16)  reported  on  34  patients 
who  received  triple  drug  treatment  preoperatively  with  cis- 
platinum,  vindesine,  and  bleomycin.  They  noted  a partial  re- 
sponse in  65%  of  the  patients  (greater  than  50%  reduction  in 
tumor  size  with  improvement  in  swallowing).  Twenty-eight  of 
these  patients  (82%)  had  resectable  disease  and  underwent 
esophagogastrectomy.  These  patients  were  given  5,500  rads 
applied  to  the  esophageal  bed  during  a five-week  period  fol- 
lowing surgery.  At  the  time  of  the  writing  of  their  paper,  the 
median  postoperative  follow-up  was  14  months.  Thirteen 
patients  were  alive  and  well;  of  the  ten  patients  who  had  re- 
lapsed, four  were  still  alive.  Two  patients  died  of  postopera- 
tive complications,  one  of  them  drug-related.  Thus,  of  the 
operative  group,  20  of  the  28  patients  were  alive  at  the  time 
of  the  writing  of  the  paper. 

Franklin’s  group  (17)  reported  on  30  of  55  patients  with 
squamous  cell  carcinoma  of  the  esophagus  who  had  lo- 
calized disease  treated  with  mitomycin  C and  5-fluorouracil 
and  radiation  treatment  (3,000  rads)  preoperatively  followed 
by  esophagogastrectomy.  Patients  who  had  operative  speci- 
mens containing  tumor  were  then  given  postoperative 
chemotherapy  and  an  additional  2,000  rads.  Eighteen  surgi- 
cal patients  had  no  disseminated  tumor,  and  six  were  tumor- 
free.  Three  had  intramural  and  nine  had  transmural  tumors. 
The  median  survival  for  these  1 8 patients  was  76  weeks. 

Five  of  six  of  the  living  patients  were  disease-free  at  95  to 
190  weeks. 

There  are  some  reservations,  however,  with  these  com- 
bined treatment  regimens.  At  the  present  time,  the  follow-up 
has  not  been  long  enough  to  draw  conclusions  about  the 
cure  rate.  One  negative  report  was  made  by  Lad  et  al  (1 8) 
who  reviewed  53  patients  receiving  nutritional  support, 
chemotherapy,  surgery,  and  radiation  therapy.  All  patients 
received  chemotherapy  with  cis-platinum,  mitomycin  C,  and 
bleomycin  which  produced  a response  rate  of  45%.  In  one 
group  of  patients,  operability  was  determined  after  chemo- 
therapy was  given,  and  11  of  29  patients  were  resected. 
These  patients  were  then  given  additional  chemotherapy  and 
mediastinal  radiation  therapy.  Twenty-four  patients  were  in  a 
second  arm  of  this  trial,  and  they  were  selected  for  surgery 
before  receiving  chemotherapy.  Fifteen  of  the  patients  under- 
went esophagectomy  and  they  were  treated  by  combination 


chemotherapy  and  mediastinal  radiation  postoperatively. 
Those  who  were  not  deemed  surgical  candidates  were 
treated  by  chemotherapy  and  mediastinal  radiation.  The  au- 
thors found  that  preoperative  chemotherapy  reduced  the  size 
of  the  primary  tumor  such  that  the  resectability  rate  in  those 
receiving  chemotherapy  was  100%  versus  67%  in  those  not 
treated  and  that  the  size  of  the  lesions  was  3.8  cm2  in  pa- 
tients receiving  preoperative  chemotherapy  versus  12.4  cm2 
of  those  not  receiving  preoperative  chemotherapy.  They 
noted,  however,  that  there  was  no  difference  in  survival  be- 
tween the  patients  receiving  preoperative  chemotherapy  and 
those  not  receiving  it.  The  survival  for  the  entire  group  was 
1 5%  at  one  year  and  2%  at  two  years,  which  was  not  different 
from  their  historical  control  population  treated  with  either  ra- 
diation therapy  or  surgery  alone. 

F.  Henry  Ellis,  MD,  argued  against  combined  modality 
treatment  in  a discussion  at  the  61  st  Annual  Meeting  of  the 
American  Association  for  Thoracic  Surgery  (19).  He  noted 
that  palliation  should  still  be  the  main  goal  and  that 
esophagogastrectomy  had  proven  to  be  the  most  effective, 
safest,  and  quickest  way  of  palliating  these  patients  by  re- 
storing the  swallowing  mechanism  and  returning  them  home 
as  quickly  as  possible.  From  January  1 980  through  May 
1 981 , 1 24  patients  with  carcinoma  of  the  esophagus  and  car- 
dia  underwent  surgery.  Resection  was  possible  in  1 10  (89%) 
of  these  patients.  There  were  two  hospital  deaths  for  a mor- 
tality rate  of  1 .8%,  the  average  hospital  stay  was  two  weeks, 
the  average  survival  period  was  20.8  months,  and  more  than 
90%  of  the  patients  were  able  to  swallow  normally  after  sur- 
gery, despite  the  fact  that  in  1 3%  of  these  patients  tumor  was 
left  behind.  Using  the  actuarial  survival  method,  four-year 
survival  rates  for  stage  I and  II  disease  were  52%  and  for 
Stage  III  disease  11%. 

Conclusion 

The  combined  modality  treatment  of  chemotherapy,  radiation 
therapy,  and  surgical  resection  may  increase  the  chances  for 
cure  and  probably  increase  the  median  survival  time  of  pa- 
tients in  whom  the  tumor  is  not  eradicated.  Because  of  this, 
physicians  treating  patients  with  esophageal  carcinoma  may 
be  able  for  the  first  time  to  think  more  in  terms  of  cure  than 
just  palliation.  However,  side  effects  from  both  the  chemo- 
therapeutic agents  and  radiation  therapy  do  occur  and  have 
led  to  several  postoperative  deaths  in  the  series  described  in 
this  article.  One  of  the  major  disadvantages  of  the  combined 
treatment  is  that  it  prolongs  the  hospitalization  of  these  pa- 
tients as  compared,  for  example,  to  Ellis’  series  of  esophago- 
gastrectomy only.  However,  most  patients,  if  given  a choice 
between  palliation  only  or  the  possibility  for  cure  would 
probably  opt  for  the  latter,  so  that  continued  efforts  and  care- 
ful study  of  various  chemotherapeutic  regimens  combined 
with  radiation  therapy  and  surgery  are  certainly  indicated. 
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Thoracic  and 
abdominal  enteric 
duplications 

Enteric  duplications  are  congenital  malformations  that 
assume  a variety  of  forms  along  the  alimentary  tract  and 
cause  a variety  of  symptoms.  None  of  the  theories  at- 
tempting to  explain  the  cause  of  enteric  duplications  has 
been  proven.  The  case  report  of  a 4V2-month-old  infant 
illustrates  symptoms  that  may  accompany  enteric  du- 
plication and  outlines  a diagnostic  approach  and  surgi- 
cal treatment.  Diagnostic  and  surgical  approaches,  like 
symptoms,  vary  substantially,  depending  on  the  nature 
of  the  duplication,  but  their  common  features  have  been 
described  in  literature  which  is  reviewed  in  this  article. 


Enteric  duplications  are  cystic  or  tubular  malformations  of  the 
alimentary  tract  found  from  the  tongue  to  the  anus  (1 ,2).  Al- 
though many  theories  have  been  proposed  as  to  their  patho- 
genesis, none  are  proven  (1 , 3-9).  Because  of  the  varied 
locations  of  enteric  duplications  in  the  gastrointestinal  tract, 
patients  with  this  anomaly  present  with  different  signs  and 
symptoms.  Many  diagnostic  studies  are  helpful  in  differ- 
entiating duplications  from  other  masses  in  the  chest  or  ab- 
domen. The  surgical  treatment  varies  with  the  location.  We 
report  a patient  with  the  rare  combination  of  separate  thor- 
acic and  abdominal  duplications  who  presented  with  several 
common  symptoms  of  duplications  including  respiratory  em- 
barrassment, hemorrhage,  and  perforation.  We  also  cite  liter- 
ature concerning  pathophysiology,  symptoms  and  signs, 
useful  diagnostic  studies,  and  the  various  surgical  ap- 
proaches for  correction  of  these  defects. 

Case  report 

A 4V2-month-old  infant  with  a two-week  history  of  melena 
was  brought  to  a children’s  hospital.  No  other  symptoms 
were  noted.  At  the  time  of  admission,  his  hemoglobin  level 
was  2.9  g/dL.  His  hematocrit  was  8.2%.  Abdominal  roent- 
genograms demonstrated  generalized  small  bowel  dilatation 
consistent  with  a paralytic  ileus.  No  free  air  was  noted.  A 

The  content  of  this  paper  represents  the  viewpoints  of  the  authors  and  does 
not  necessarily  reflect  official  policy  of  the  Air  Force  or  Department  of  Defense. 


freely  mobile  abdominal  mass  was  easily  palpated. 

The  child  was  resuscitated  with  fluids  and  blood  and  then 
diagnostic  tests  were  begun.  A Tc99m  Meckel’s  scan  re- 
vealed a large  area  of  enhanced  uptake  mainly  in  the  right 
lower  quadrant.  This  degree  of  activity  was  thought  to  be 
more  than  is  typical  of  a Meckel’s  diverticulum  (Fig  1 ).  The 
child’s  medical  history  was  significant  for  hospitalization  at 
age  1 1 days  for  respiratory  difficulty.  A chest  roentgenogram 
revealed  a 4-by-6  cm  posterior  mediastinal  mass  and  hemi- 
vertebra at  T-5.  Workup  included  a normal  myelogram  and 
an  echocardiogram  which  showed  an  echo-free  space  be- 
hind the  left  ventricle.  An  ultrasonic  examination  revealed  a 
cystic  mass.  An  enteric  cyst  was  removed  through  a left  thor- 
acotomy. No  extension  of  the  cyst  through  the  diaphragm 

1 . Enlarged  view  of  Tc99m  Meckel's  scan  showing  area  of  enhanced  uptake 
in  the  right  lower  quadrant. 
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could  be  demonstrated.  Histologic  examination  revealed  tall 
columnar  cells  with  ulcerations  but  no  gastric  mucosa.  Dur- 
ing surgery  for  the  abdominal  mass,  an  ileal  duplication  ap- 
proximately 16  cm  long  was  found  (Fig  2).  Free  perforation 
and  localized  peritonitis  were  observed  in  the  duplicated 
area.  Segmental  resection  of  the  involved  ileum  was  per- 
formed with  primary  ileoileostomy.  Examination  of  the  re- 
sected fragment  showed  a small  communication  of  the 
lumen  of  the  duplication  with  the  normal  ileum.  Gastric 
mucosa  was  found  in  the  duplication.  Ulceration  was  found 
only  in  the  area  of  the  perforation  of  the  duplication.  The 
postoperative  course  was  uneventful. 

Discussion 

Gross  et  al  (10)  described  the  common  features  of  enteric 
duplications  which  include  a histologic  appearance  of  normal 
bowel  with  mucosa  and  one  to  several  muscular  layers  and 
occasionally  serosa.  The  mucosal  lining  of  the  cyst  is  similar 
to  that  of  the  adjacent  intestine,  and  there  is  a common  wall 


2.  Segment  of  ileum  removed  with  adjoining  duplicated  segment. 


and  blood  supply  with  interlacing  muscles  in  the  cysts  that 
are  contiguous  with  the  normal  intestinal  tract. 

One  of  the  most  widely  recognized  theories  as  to  the  de- 
velopment of  duplication  cysts  was  published  in  1944  by 
Bremer  (3).  He  believed  that  the  lumen  of  the  forming  intesti- 
nal tract  could  become  occluded  by  the  mucosal  epithelial 
cells  that  were  undergoing  rapid  proliferation.  As  the  intesti- 
nal tract  undergoes  lengthening,  vacuoles  appear  in  this  cell 
mass.  As  multiple  spaces  form,  longitudinal  rows  of  coalesced 
sinuses  occur.  Ideally,  the  spaces  eventually  join  so  that  a 
normal  lumen  results.  A duplication  could  occur  if  one  of  the 
“sinuses”  failed  to  coalesce  with  the  rest  of  the  spaces  (Fig 
3).  This  might  account  for  the  varied  size,  shape,  location, 
and  anatomic  position  of  enteric  cysts  in  the  intestine. 

Theories  about  the  development  of  intrathoracic  duplica- 
tion cysts  are  attributed  to  Veeneklaas  (9)  and  McLetchie  (7). 
In  the  third  week  of  development,  the  notochord  is  formed  in 
the  mesodermal  mass.  The  notochordal  plates  are  then  de- 
rived by  fusion  of  the  notochord  with  the  embryonic  ento- 
derm. At  approximately  the  fourth  week,  the  plates  divide. 
Consequently  if  adhesions  exist  between  the  plates,  cysts 
lined  with  neural  or  intestinal  tissue  could  form.  Additionally, 
as  the  gut  elongates,  the  cyst  could  be  pulled  through  the 
diaphragm  into  the  abdomen  with  the  formation  of  so-called 
dumbbell  duplication  cysts.  Vertebral  abnormalities  including 
dysraphism  often  exist  because  of  the  same  failure  of  sepa- 
ration (7,9,1 1). 

Enteric  cysts  can  occur  anywhere  from  the  tongue  to  the 
anus.  The  most  common  location  is  in  the  small  intestine  (2). 
In  a large  series,  approximately  40%  occurred  in  the  ileum 
(10).  Most  enteric  cysts  are  found  on  the  mesenteric  side  of 
the  intestine  (12).  Perhaps  the  rarest  location  is  the  stomach, 
but  when  it  does  occur  there,  it  develops  on  the  greater  cur- 
vature (2).  Neurogenic  masses,  usually  malignant,  are  the 
most  common  form  of  mediastinal  masses  in  children,  ac- 
cording to  a recent  review  (13).  However,  11  of  93  masses 
were  found  to  be  enteric  duplication  cysts  (13).  These  du- 
plications are  usually  found  in  the  right  side  of  the  thoracic 
cavity  (2,10,14). 

The  symptoms  caused  by  enteric  cysts  vary  according  to 
their  location.  In  the  chest,  the  usual  complaints  occur  be- 
cause of  a mass  effect  on  the  tracheobronchial  tree  resulting 
in  respiratory  embarrassment  and  cough  (13,14).  Secretion 
of  acid  by  gastric  mucosa  in  the  cyst  causes  inflammation  of 
surrounding  tissues  which  leads  to  pain  and  ulcerative  hem- 
orrhage. Meningitis  has  also  been  reported  when  there  was 
a connection  between  the  cyst  and  the  spinal  canal  (14). 
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Symptoms  of  abdominal  enteric  duplications  are  variable. 
Obstruction  of  the  gastrointestinal  tract  is  the  most  common 
symptom.  This  can  occur  because  of  a compression  of  adja- 
cent intestine  by  a mass  effect  or  by  intussusception  with  the 
duplication  being  the  leading  point.  Volvulus  around  a large 
cyst  has  also  been  described.  Pain,  either  from  overdis- 
tention, or  from  an  inflammatory  reaction  of  nearby  tissues, 
is  also  a common  finding.  Hemorrhage,  although  rarely 
exsanguinating,  can  occur  when  acid  secreted  by  gastric 
mucosa  within  the  cyst  erodes  the  mucosa  of  the  normal  ad- 
jacent intestine. 

Physical  findings  are  usually  related  to  the  mass  effect  of 
the  cyst.  An  abdominal  tumor  often  can  be  palpated.  This 
may  be  the  duplication  which  is  usually  freely  mobile  in  the 
abdomen.  The  mass  may  also  be  secondary  to  volvulus  or 
intussusception.  Occasionally  rectal  duplication  cysts  may 
be  palpated  during  rectal  examination.  Perforation  of  the  cyst 


or  adjacent  intestine  accompanied  by  typical  findings  of  dif- 
fuse peritonitis  has  been  noted  ( 1 , 1 0, 1 5)  as  has  pseudo- 
ascites in  the  neonate  (16). 

Radiographic  studies  have  been  used  to  diagnose  duplica- 
tion cysts.  Thoracic  cysts  are  usually  found  on  routine  chest 
roentgenograms.  The  duplications  are  usually  located  in  the 
paraesophageal  area,  more  commonly  on  the  right,  in  the 
posterior  mediastinum.  If  there  is  a communication  with  the 
esophagus,  air  fluid  levels  might  be  observed  in  the  cyst  as 
well.  A barium  swallow  often  reveals  displacement  of  the 
esophagus  but  rarely  demonstrates  a communication  with 
the  esophagus,  even  if  such  an  opening  exists  (2).  Also 
noted  on  routine  films  of  the  chest  are  spinal  abnormalities, 
most  often  dysraphism  (1 1 ,13,14).  A myelogram  is  helpful  in 
ruling  out  communication  of  the  cyst  with  the  dural  sac  (13). 
Sodium  pertechnetate  Tc99m  has  also  been  used  to  identify 
ectopic  gastric  mucosa  within  the  cyst  (17). 


3.  Diagram  of  development  of  duplication:  (a)  early  stage;  (b)  solid  stage;  (c) 
two  vacuoles  in  cell  mass;  (d)  two  epithelial  lumina  with  conjoined  basement 
membranes;  (e)  conjoined  circular  muscle  layer  between  hollow  structures; 
(f)  the  same  in  horizontal  position  leading  to  (g)  free  duplicate  tubes,  each 


with  a complete  intestinal  wall  and  a separate  mesentery  (Reprinted  with 
permission  from  Bremer  JL:  Diverticula  and  duplications  of  the  intestinal  tract. 
Arch  Pathol  38:132-140,  1944.  Copyright  1944,  American  Medical 
Association.) 
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Ultrasonic  examination  of  the  abdomen  may  be  useful  in 
distinguishing  cystic  from  solid  masses  and  in  measuring 
their  size  and  relationship  to  adjoining  structures.  The  enteric 
duplication  cyst  containing  clear  fluid  has  a characteristic,  but 
not  diagnostic,  ultrasonic  pattern  of  a sonolucent  mass  with 
strong  posterior  wall  echoes  and  through  transmission.  If 
there  has  been  hemorrhage  into  the  cyst  or  there  is  inspis- 
sated material  within  the  cyst  cavity,  an  echogenic  mass  is 
identified  (18). 

Sodium  pertechnetate  Tc99m  scanning  has  become  an 
established  procedure  for  identifying  Meckel’s  diverticulum. 
The  scan  is  capable  of  revealing  focal  areas  of  uptake  of  the 
Tc99m  in  the  mucus-secreting  gastric  mucosal  cells  (19)  and 
has  been  reported  to  be  positive  when  enteric  duplications 
contain  gastric  mucosa  (20-22). 

The  treatment  of  enteric  duplication  cysts  is  surgical.  Sur- 
gery is  performed  as  soon  as  fluid  and  electrolyte  abnor- 
malities have  been  corrected.  The  procedure  depends  upon 
the  location  of  the  cyst.  Gross  et  al  (10)  mention  that  two 
general  surgical  principles  should  be  recognized.  First,  when 
the  duplication  is  in  contact  with  the  bowel  wall,  there  is  rarely 
a cleavage  plane  between  them.  Secondly,  since  most  of  the 
cysts  are  found  on  the  mesenteric  side  of  the  bowel,  the  vas- 
cular supply  must  course  over  the  cyst  to  supply  the  adjacent 
normal  bowel. 

The  original  operation  described  for  a duplication  cyst  was 
marsupialization  with  an  attempt  to  destroy  the  mucosa  by 
curettage  or  the  use  of  caustic  agents.  Presently,  most  surgi- 
cal procedures  are  aimed  at  complete  resection  with  preser- 
vation of  adjacent  vital  structures. 

Cysts  found  in  the  thoracic  cavity  and  connected  to  a cyst 
below  the  diaphragm  can  usually  be  managed  by  com- 
plete excision.  Difficulty  in  peeling  the  cyst  away  from  the 
esophagus  can  occur  if  there  is  an  inflammatory  reaction  sur- 
rounding the  cyst. 

The  surgical  correction  of  small  intestinal  cysts  is  perhaps 
the  most  satisfying.  The  spherical  duplication  of  the  cysts  of 
the  proximal  and  mid-ileum  can  be  excised  with  the  adjacent 
intestine  and  an  end-to-end  anastomosis  performed.  If  the 
cyst  is  of  sufficient  length  that  resection  cannot  be  achieved 
or  vital  contiguous  structures  are  involved,  internal  drainage 
by  a long  window  is  best.  Terminal  ileum  duplication  cysts  are 
managed  by  terminal  ileal  and  cecal  resection  with  end-to- 
end  anastomosis.  Localized  colonic  duplication  cysts  are  re- 
moved with  end-to-end  anastomosis.  Long  duplications  of 
the  colon  without  cysts  are  best  managed  by  creation  of  mul- 
tiple long  windows  to  the  adjacent  colon.  Simple  excision  of 
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rectal  and  perianal  cysts  can  often  be  achieved.  Sacral,  per- 
ineal, or  lower  abdominal  approaches  or  combinations  may 
be  used  to  facilitate  dissection.  Some  authors  feel  that  excis- 
ion is  not  indicated  here  and  that  only  the  lower  end  of  the 
obstruction  need  be  drained  into  the  adjacent  rectum  for  ade- 
quate results. 
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(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use,  i.e  over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients. 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds. 

MEPROBAMATE  Acute  intermittent  porphyria; 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g carisoprodol. 
mebutamate,  or  carbromal. 

WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombinemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g , vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation, symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordiazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  in  several  stud- 
ies. Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic* 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized m the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients.  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE:  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl:  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC:  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol, and  cross-sensitivity  between  mepro- 
bamate  mebutamate  and  meprobamate/ 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis.  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  “ALLERGIC  OR 
IDIOSYNCRATIC”)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 

DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pam  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE. 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication.  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3.0  mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma. 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment. Some  fatalities  occur. 

At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given.  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalmization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 
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Acrylonitrile  (vinyl 
cyanide)  poisoning:  a 
case  report 

Acrylonitrile  is  a widely  used  reactive  organic  com- 
pound which,  with  acute  and  chronic  exposure,  is  as- 
sociated with  toxicity.  The  toxicity  is  attributed  to  the 
liberation  of  cyanide.  This  case  report  of  acute  acrylo- 
nitrile poisoning  with  eventual  recovery  reviews  the 
management  of  cyanide  poisoning. 


Acrylonitrile  (CH2=CH-CN:  vinyl  cyanide)  is  a reactive  or- 
ganic chemical  used  extensively  in  producing  synthetic 
rubber,  polymerized  plastics,  and  acrylic  fibers.  Acute  and 
chronic  exposure  to  acrylonitrile  is  associated  with  toxicity. 
The  toxicity  has  been  thought  to  be  due  to  liberation  of  cya- 
nide, but  additional,  possibly  toxic  metabolites  have  recently 
been  isolated  (1 ).  Conventional  therapy  for  cyanide  poison- 
ing involves  sequentially  administering  sodium  nitrite  and 
sodium  thiosulfate.  Methemoglobin,  generated  by  the  so- 
dium nitrite,  is  produced  to  reversibly  bind  cyanide.  This 
reduces  poisoning  of  mitochondria  where  cyanide  binds  the 
ferric  ion  of  cytochrome  oxidase  a3  of  the  electron  transport 
chain  (2).  The  sodium  thiosulfate  reacts  with  the  cyanide 
available  from  cyanomethemoglobin  to  form  thiocyanate, 
which  is  readily  excreted  by  the  kidney  (3,4). 

This  can  be  summarized  in  the  following  equations: 

1.  NaNo2  + Hemoglobin  (Fe2  + )— > Methemoglobin  (Fe3+) 

2 NaCN  + Methemoglobin  Cyanomethemoglobin 

3.  Na2S203  (sodium  thiosulfate)  + NaCN  + O rhodanase  NaSCN  (sodium 
thiocyanate)  + Na2S04  -> — > — ► 

Cyanide  poisoning  also  has  been  treated  with  hydrox- 
ocobalamin  (vitamin  B12a),  the  metabolic  precursor  of  cyano- 
cobalamin  (vitamin  B12)  (5,6),  supplemental  02  (7)  and,  most 
recently,  dialysis  (8).  Cyanide  poisoning  can  be  rapidly  fatal. 
The  use  of  the  sodium  nitrite/sodium  thiosulfate  program,  if 
successful,  is  usually  required  only  once.  This  report  de- 
scribes a patient  who  was  exposed  acutely  to  acrylonitrile  in 
an  industrial  accident  and  suffered  repeated  bouts  of  cyanide 
toxicity.  These  symptoms  responded  to  multiple  courses  of 
sodium  nitrite/sodium  thiosulfate,  and  full  recovery  occurred. 
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Case  history 

A 24-year-old  Filipino  man,  third  officer  on  a chemical  cargo 
ship,  was  sprayed  by  acrylonitrile  when  a valve  burst  while  he 
was  unloading  the  chemical.  His  face,  eyes,  and  body  were 
covered  by  the  chemical.  He  experienced  dizziness,  flushing, 
nausea,  and  vomiting.  He  was  taken  to  a local  hospital  where 
his  entire  body  was  washed  for  45  minutes  and  each  eye  was 
irrigated  with  normal  saline.  He  also  received  amyl  nitrite  by 
inhalation,  followed  by  the  administration  of  sodium  nitrite/ 
sodium  thiosulfate  injections.  He  was  then  transferred  by 
helicopter  to  Hermann  Hospital.  The  patient’s  hospital  course 
is  summarized  in  Fig  1 . 

He  was  oriented  at  the  time  of  admission,  but  shortly  there- 
after he  began  to  hallucinate.  He  was  particularly  upset  with 
an  image  of  his  ship  on  fire  outside  the  hospital  window.  He 
was  afebrile;  his  blood  pressure  was  120/60  mm  Hg;  his 
heart  rate  was  100  beats  per  minute  and  his  respiratory  rate 
was  1 6 per  minute.  There  was  generalized  erythema,  but  no 
skin  rash.  There  was  mild  conjunctivitis,  but  no  corneal 
clouding;  funduscopic  examination  was  normal.  The  lungs 
were  clear.  Examination  of  the  heart  revealed  tachycardia,  a 
2/6  systolic  murmur  along  the  left  sternal  border,  and  a hyper- 
dynamic precordium.  All  peripheral  pulses  were  palpable  and 
bounding.  The  abdomen,  genitalia,  extremities,  and  nervous 
system  were  normal. 

Initial  laboratory  studies  included  a urinalysis;  hemoglobin, 
hematocrit,  red  blood  cell  indices,  and  platelet  count;  bleed- 
ing and  prothrombin  times.  The  white  blood  cell  count  was 
26,400,  of  which  76%  were  polymorphonuclear  leukocytes, 
10%  lymphocytes,  7%  each  basophils  and  monocytes.  Bio- 
chemical studies  including  measurements  of  liver  enzymes, 
blood  sugar,  C02  content,  sodium,  potassium,  chloride, 
serum  iron,  BUN,  creatinine,  cholesterol,  triglycerides,  uric 
acid,  calcium,  and  phosphorus  were  within  normal  limits;  the 
serum  potassium  was  3.3  mEq/L.  Upon  admission,  the  meth- 
emoglobin level  was  10.3%,  cyanide  level  was  13  |xg/dl_, 
thiocyanate  level  1 .3  mg/dL,  and  creatine  phosphokinase 
was  188  units.  There  was  no  acidosis. 

For  the  first  72  hours  that  the  patient  was  in  the  hospital,  he 
received  1 5 doses  of  the  sodium  nitrite/sodium  thiosulfate 
“cyanide  kit.”  Each  kit  contained  1 0 ml_  of  a 3%  solution  of 
sodium  nitrite  and  50  mL  of  25%  solution  of  sodium  thio- 
sulfate. There  was  good  correlation  of  the  development  of 
symptoms  and  a decrease  in  the  level  of  methemoglobin. 
When  the  methemoglobin  level  dropped  to  below  10%  of 
total  hemoglobin,  the  patient  usually  began  to  hallucinate 
and  developed  tachycardia,  a wide  pulse  pressure,  evidence 
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t Aik  Phos  = Alkaline  phosphatase 
$CPK  = Creatine  phosphokinase 
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. Laboratory  findings  and  symptoms  in  a 24-year-old  man  with  acrylonitrile  poisoning. 


Acrylonitrile  poisoning 


of  increase  in  cardiac  output,  and  vasodilation.  He  also  be- 
came excited  and  tremulous.  With  one  such  episode,  he  had 
two  generalized  convulsions  which  were  terminated  with  di- 
azepam and  phenytoin.  On  other  occasions  when  the  patient 
noted  hallucinations  and  demonstrated  tremulousness  and 
tachycardia,  the  symptoms  and  signs  were  quickly  reversed 
with  the  administration  of  sodium  nitrite  and  sodium  thiosul- 
fate. An  episode  occurred  at  the  time  of  extracorporeal  di- 
alysis, when  the  methemoglobin  had  fallen  to  2.7%. 

Over  the  course  of  the  illness,  the  patient's  alkaline  phos- 
phatase, SPGT,  SGOT,  and  LDH  enzymes  rose,  but  all  of 
these  returned  to  normal  or  near  normal  by  the  fifth  day  after 
admission  to  the  hospital.  The  creatine  phosphokinase 
(CPK)  rose  to  49,800  units  with  a Marsh-Bendall  factor  frac- 
tion of  7.3%  on  the  second  day  of  hospitalization.  This  fell  to 
3,660  units  four  days  after  admission.  The  patient  had  myo- 
globinuria detected  on  the  second  day  of  hospitalization.  At 
that  time  he  also  had  a temperature  of  38.3°  C (101°  F)  for 
which  no  infectious  cause  could  be  found.  The  patient  never 
complained  of  muscle  soreness  or  tenderness.  The  serum 
calcium  level  decreased  on  the  second  day  of  hospitalization. 

By  the  fifth  day  after  hospital  admission  the  patient  was 
alert  and  active  and  no  longer  had  evidence  of  hypermeta- 
bolic  state.  He  had  no  further  hallucinations  although  he  had 
difficulty  realizing  that  his  previous  hallucinations  were  not 
real.  He  had  no  neurologic  defects.  The  liver  function  studies 
and  the  CPK  had  returned  to  near  normal  levels.  He  was 
discharged  on  the  fifth  hospital  day. 

Discussion 

Acrylonitrile  is  a reactive  chemical  used  extensively  in  the 
synthesis  of  buna  rubber,  acrylic  fibers,  and  plastics.  Toxicity 
from  acute  exposure  to  acrylonitrile  has  been  documented 
(1 1 ).  The  acute  toxicity  has  been  attributed  to  cleavage  of  the 
molecule  producing  hydrocyanide  (HCN)  which  poisons  the 
cell  at  the  mitochondrial  level  by  binding  the  Fe3t  of  cyto- 
chrome oxidase  a3  in  the  electron  transport  chain.  Therapy 
has  been  directed  at  the  cyanide  poisoning.  By  producing 
methemoglobin  with  sodium  nitrite,  it  has  been  assumed  that 
this  material  competes  with  cytochrome  oxidase  a3  for  bind- 
ing of  cyanide.  However,  Magos  (9)  has  found  lower  rates  of 
formation  of  the  methemoglobin-CN  complex  in  rats  sur- 
viving acrylonitrile  poisoning  as  opposed  to  rats  surviving 
potassium  cyanide  or  acetone  cyanohydrin  poisoning.  These 
findings  imply  that  the  toxicity  of  the  acrylonitrile  cannot 
solely  be  attributed  to  the  liberation  of  cyanide;  Magos  sug- 
gested that  the  full  acrylonitrile  molecule  might  have  direct 
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toxicity  (9,10). 

The  metabolic  pathway  of  elimination  of  acrylonitrile  has 
been  extensively  investigated  and  at  least  seven  urinary 
metabolites  have  been  isolated.  The  hypothesis  has  been 
advanced  that  acrylonitrile  is  converted  to  an  epoxide  in- 
termediate, which  subsequently  reacts  with  glutathione. 
Therefore,  glutathione  pools  in  target  tissues  may  affect  the 
toxicity  of  acrylonitrile.  Indeed,  glutathione  levels  have  been 
shown  to  be  decreased  in  several  organs,  most  notably  liver, 
lung,  kidney,  and  the  adrenal  glands  after  acrylonitrile  admin- 
istration (1 1 ).  Such  glutathione  deficiency  would  be  similar  to 
the  deficiency  seen  with  acetaminophen  overdose  with  de- 
pletion of  the  glutathione  pool  in  hepatocytes  which  then 
allows  the  accumulation  of  hepatotoxic  intermediates.  N- 
acetylcysteine  (Mucomyst),  by  supplying  a sulfhydryl  group 
and  reducing  power,  restores  glutathione  for  further  detoxifi- 
cation of  acetaminophen.  We  speculate  that  N-acetylcysteine 
could  play  a role  in  the  therapy  of  acrylonitrile  poisoning  by 
protecting  the  body  from  glutathione  deficiency. 

In  our  patient,  1 5 treatments  with  sodium  nitrite  and  so- 
dium thiosulfate  were  required  during  a 72-hour  period.  The 
recurrences  of  confusion,  hallucinations,  and  the  cardiovas- 
cular changes  correlated  well  with  the  low  methemoglobin 
levels  and  responded  promptly  to  the  administration  of  so- 
dium nitrite.  These  observations  support  the  contention  that 
the  patient’s  symptoms  were  primarily  related  to  cyanide  poi- 
soning. Additional  therapy  was  used  including  hydroxyco- 
balamin  (5,6)  to  bind  the  CN  and  supplemental  oxygen  (7). 
However,  our  patient  responded  clinically  to  the  sodium 
nitrite  and  sodium  thiosulfate  combination  as  proposed 
by  Chen  and  Rose  in  1 934  (2).  We  believe  that  the  meth- 
emoglobin levels  should  be  monitored  closely  in  these  pa- 
tients. In  our  patient,  symptoms  appeared  at  a level  below 
10%.  On  the  other  hand,  it  is  known  that  cyanosis  appears 
with  methemoglobin  levels  of  20%  to  25%.  Therefore,  we  be- 
lieve that  a range  for  methemoglobin  of  1 0%  to  20%  is  appro- 
priate during  the  treatment  of  poisoning  from  acrylonitrile. 

Dialysis  was  attempted  on  the  second  day  of  the  patient’s 
hospitalization  because  it  has  been  reported  that  dialysis  can 
remove  cyanide  ion  and  would  help  clear  the  body  of  thiocya- 
nate (8),  but  during  the  dialysis,  our  patient  became  acutely 
psychotic,  with  hallucinations  and  bizarre  behavior.  At  this 
time,  additional  sodium  nitrite  was  given  with  immediate  relief 
of  symptoms.  Thus,  the  hallucinations  and  bizarre  behavior, 
which  occurred  with  a low  methemoglobin  level,  and  the  fa- 
vorable response  to  conventional  antidotes  for  cyanide 
poisoning  suggest  that  he  had  recurrent  cyanide  toxicity  and 
that  the  cyanide  was  not  adequately  cleared  by  dialysis. 

This  patient  had  marked  increases  in  muscle  enzymes 
with  myoglobinuria.  We  were  concerned  that  rhabdomyolysis 
from  cellular  hypoxia  had  occurred;  therefore,  the  patient 
was  hydrated.  The  enzymes  were  apparently  from  skeletal 
and  cardiac  muscle  origin,  for  the  CPK-MB  fraction  was 
greater  than  5%,  but  the  electrocardiogram  did  not  show  ad- 
verse acute  changes.  Similarly,  liver  function  abnormalities, 
with  elevation  of  transaminases  reflecting  hepatocellular 
damage,  were  attributed  to  the  block  in  oxygen  utilization  at 
the  mitochondrial  level.  We  assume  that  systemic  acidosis, 
often  seen  with  cyanide  poisoning,  did  not  occur  because 
extreme  cellular  hypoxia  was  avoided  (12). 
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The  recurrent  clinical  signs  of  cyanide  poisoning  in  this  pa- 
tient over  a 72-hour  period  suggest  that  the  acrylonitrile  or 
one  of  its  metabolites  was  stored  in  tissues  or  was  slowly 
absorbed  from  the  skin  or  gastrointestinal  tract.  Since  the  pa- 
tient had  been  thoroughly  bathed  on  three  occasions,  the 
likelihood  that  deposits  on  the  skin  played  a role  in  his 
recurrent  bouts  was  remote.  We  have  no  evidence  that 
acrylonitrile  was  stored  in  adipose  tissue  or  the  intestines. 
However,  from  such  storage  space,  the  cyanide  could  be 
slowly  released  and  therefore  cause  recurrent  problems. 

The  patient  recovered.  This  case  emphasizes  that  pro- 
longed treatment  with  antidotes  for  cyanide  poisoning  may 
be  required  and  that  many  doses  of  such  antidotes  can  be 
given  safely  over  a prolonged  period.  The  course  of  this  pa- 
tient’s illness  indicated  that  monitoring  of  the  methemoglobin 
levels  was  a valuable  tool  for  predicting  the  appearance  of 
symptoms,  to  assess  the  adequacy  of  sodium  nitrite  therapy, 
and  to  avoid  excess  levels  of  methemoglobin.  From  the  ex- 
perience with  our  patient,  the  use  of  dialysis  for  the  treatment 
of  acrylonitrile  poisoning  was  ineffective,  and  implies  that 
such  therapy  for  cyanide  toxicity  may  not  be  beneficial. 
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Neurologic  problems 


lymphocytic  leukemia 
in  childhood 


An  increasing  number  of  children  with  acute  lymphocy- 
tic or  lymphoblastic  leukemia  (ALL)  are  living  five  or 
more  years  after  the  discovery  of  their  disease.  The  de- 
creased mortality  rates  have  been  associated  with  the 
use  of  prophylactic  cranial  or  craniospinal  irradiation, 
intrathecal  chemotherapy,  and  more  vigorous  admin- 
istration of  a variety  of  systemic  chemotherapeutic 
agents.  This  has  also  resulted  in  increased  morbidity  in 
the  form  of  subacute  and  chronic  neurologic  disease. 
Because  the  consequences  of  vigorous  radiotherapy 
and  chemotherapy  may  not  become  evident  for  years, 
the  number  of  children  with  treatment-related  neurologic 
problems  will  increase  unless  therapeutic  programs  can 
be  devised  that  are  as  effective  in  decreasing  mortality, 
but  do  not  damage  the  nervous  system.  Until  the  “cure” 
of  leukemia  is  separated  from  the  chance  of  significant 
central  nervous  system  damage,  the  price  of  life  for 
many  children  with  acute  lymphocytic  leukemia  will  be 
costly.  The  acute  and  chronic  problems  associated  with 
ALL  in  childhood  are  reviewed  in  this  article. 


The  percentage  of  children  who  survive  for  five  or  more  years 
after  the  onset  of  ALL  has  increased  from  approximately  10% 
to  1 5%  to  more  than  50%  of  the  treated  population  in  recent 
years.  Many  are  considered  “cured”  (1 ).  This  decrease  in 
mortality  is  primarily  the  result  of  two  factors:  first,  the  devel- 
opment of  a greater  variety  of  more  effective  medications  to 
destroy  leukemic  cells  (2,3);  second,  recognition  of  the  CNS 
as  a hidden  reservoir  of  leukemic  cells  that  can  result  in  re- 
lapse (4).  The  CNS  may  act  as  a reservoir  for  leukemic  cells 
even  when  there  are  no  symptoms  or  signs.  Thus,  prophylac- 
tic treatment  programs  are  needed  to  destroy  malignant  cells 


This  article  has  been  named  a recipient  of  the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The  award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  recognizes  review  articles  of  exceptional 
scientific  quality  published  in  the  journal. 


that  may  possibly  be  sequestered  in  the  CNS.  Irradiation  and 
intrathecal  injection  of  chemotherapeutic  agents  have  been 
the  basis  of  these  treatment  protocols  (5,6).  Unfortunately, 
children  treated  by  these  means  have  a marked  increase  in 
neurologic  problems,  particularly  after  the  first  months  of 
therapy  (7-19). 

The  basis  of  the  drug  treatment  for  ALL  is  the  use  of  many 
different  types  of  medication  which  rapidly  attack  multiplying 
cells  by  different  methods,  ie,  alkylating  agents,  anti- 
metabolites, substances  that  interfere  with  the  synthesis  of 
RNA  or  DNA,  and  post-translational  agents  that  attack  cell 
proteins  (3).  Use  of  multiple  classes  of  drugs  allows  for  the 
destruction  of  cells  in  all  phases  of  replication  and  decreases 
the  likelihood  that  the  toxic  side  effects  will  be  additive. 

CNS  leukemia 

Acute  lymphocytic  leukemia  in  childhood  rarely  presents  with 
CNS  signs  and  symptoms.  Pleocytosis  usually  occurs  initially 
in  less  than  7%  of  all  children  with  ALL  (20).  However,  CNS 
symptoms  directly  related  to  the  disease  (rather  than  to  its 
treatment)  occur  at  some  time  during  the  illness  in  up  to  50% 
to  60%  of  children  who  receive  no  prophylaxis  (21 ).  With  pro- 
phylaxis, that  figure  is  reduced  to  below  10%  (2).  Children  at 
highest  risk  for  developing  CNS  leukemia  are  patients  who 
have  T-cell  leukemia,  who  are  less  than  2 years  old  at  the 
onset  of  the  disease,  whose  peripheral  white  count  is  greater 
than  30,000  (predominantly  blasts),  and  whose  platelet  count 
is  less  than  20,000  (3,22).  Patients  who  develop  CNS  leu- 
kemia after  prophylaxis  have  less  chance  of  surviving  the 
disease  than  those  who  do  not  develop  CNS  signs  and 
symptoms  (23). 

The  most  common  form  of  the  presentation  of  ALL  in  the 
CNS  is  meningeal  leukemia,  with  symptoms  and  signs  of 
meningismus  such  as  a stiff  neck,  headache,  and  vomiting 
(20).  Occasionally,  the  disorder  presents  with  signs  of  ele- 
vated intracranial  pressure,  papilledema,  and  retinal  hemor- 
rhages. Rarely  does  childhood  ALL  present  as  ischemic 
vascular  disease  with  venous  sinus  or  arterial  thromboses 
resulting  in  an  acute  cerebrovascular  accident  (24).  Ataxia, 
seizures,  isolated  cranial  nerve  palsies,  and  symptoms  of  hy- 
pothalamic disease  (such  as  obesity  and  diabetes  insipidus) 
are  also  rare  at  the  onset  of  the  illness  (23,25,26).  These 
signs  are  much  more  likely  to  occur  during  a period  of  CNS 
relapse  (26).  Eighty  percent  of  children  who  do  develop  CNS 
leukemia  during  their  illness  have  the  symptoms  and  signs  of 
meningismus,  50%  have  papilledema,  some  16%  have 
cranial  nerve  abnormalities  and/or  ataxia,  and  about  8% 
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have  hypothalamic  disease  (20,23). 

Intracerebral  hemorrhage  can  be  a presenting  feature  of 
ALL  in  children.  In  general,  these  hemorrhages  occur  in 
areas  of  leukostasis  where  blast  cells  accumulate  around 
CNS  vessels  and  where  there  are  nodules  of  these  cells  with 
foci  of  hemorrhagic  necrosis.  However,  hemorrhage  is  more 
likely  to  occur  somewhat  later  in  the  course  of  the  disease 
associated  with  chronic  marrow  suppression  (25,27). 

Neurological  complications  of  treatment 

Oncologists  generally  divide  the  period  of  treatment  of  ALL 
into  four  temporally  unequal  periods:  induction,  consolida- 
tion, maintenance,  and  post-maintenance.  The  first  two  peri- 
ods overlap  and  are  often  combined.  During  the  induction 
period,  an  attempt  is  made  to  induce  bone  marrow  remission 
by  the  use  of  systemic  chemotherapeutic  agents.  The  con- 
solidation phase  is  concerned  with  the  prevention  of  marrow 
relapse,  as  well  as  prophylactic  treatment  of  the  central  nerv- 
ous system.  The  period  of  maintenance,  which  may  last  as 
long  as  two  to  three  years,  is  also  concerned  with  prevention 
of  relapse.  It  is  not  the  purpose  of  this  article  to  review  all 
protocols  currently  in  use  for  treating  ALL  in  childhood.  Most 
of  the  neurologic  complications  that  accompany  treatment  of 
the  disease  can  be  illustrated  by  reviewing  a typical  simple 
protocol  commonly  used  in  treating  more  benign  types  of 

1.  One  proposed  schema  of  the  treatment  of  null  cell  leukemia.  * 

A.  Induction 

1 Prednisone:  60  mg/M2/day  in  four  divided  doses  for  4 weeks,  then 
tapered  over  1 week;  repeat  after  1 1 weeks  during  consolidation  and 
maintenance. 

2.  Vincristine:  2 mg/M2/week  IV  (maximum  2 mg)  weeks  1 through  4. 

3.  L-asparaginase:  6,000  U/M2  daily,  days  29  through  42. 

4.  Cyclophosphamide:  1 ,000  mg/M2  IV  on  days  30  and  43. 

B.  Consolidation 

1.  Intrathecal  methotrexate:  15  mg/M2  (maximum  15  mg)  begun  on  week 
9 and  administered  every  other  week  x 6. 

2.  Intrathecal  arabinosylcystosine:  30  mg/M2  (maximum  30  mg)  given 
with  methotrexate. 

3.  Intrathecal  hydrocortisone:  15  mg/M2  (maximum  15  mg)  given  with 
methotrexate. 

4.  Intravenous  methotrexate:  15  mg/M2/day  x 4 days  beginning  the  day 
following  IT  therapy. 

5.  Prednisone:  60  mg/M2/day  in  four  divided  doses  for  4 weeks,  then 
tapered  over  1 week;  repeat  after  1 1 weeks  during  consolidation  and 
maintenance. 

C.  Maintenance 

1.  6-Mercaptopurine:  50  mg/M2/day  po  daily. 

2.  Methotrexate:  20  mg/M2  po  once  each  week. 

3.  Prednisone:  60  mg/M2/day  in  four  divided  doses  for  4 weeks,  then 
tapered  over  1 week;  repeat  after  1 1 weeks  during  consolidation  and 
maintenance. 

'Pediatric  Oncology  Group  Regimen  #1,  1981. 
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childhood  ALL  (Fig  1 ).  The  proposed  mechanism  of  action 
and  neurologic  and  systemic  side  effects  of  the  drugs  used  in 
this  protocol,  as  well  as  several  other  commonly  used  medi- 
cations, are  summarized  in  Fig  2.  In  this  protocol,  the  CNS  is 
not  irradiated  during  the  period  of  consolidation.  Instead, 
methotrexate  and  cytosine  arabinoside  are  given  with  hydro- 
cortisone intrathecally  every  two  weeks.  Much  information 
about  the  long-term  neurological  consequences  of  treatment 
is  based  on  data  accumulated  when  intrathecal  methotrexate 
was  combined  with  irradiation  of  the  neuraxis.  Usually,  2,400 
rads  was  given  in  12  to  16  divided  doses.  Patients  who  now 
receive  prophylactic  irradiation  are  those  with  CNS  leukemia 
or  those  who  have  the  greatest  risk  of  developing  it,  ie,  those 
with  T-cell  markers  or  with  a high  peripheral  white  count  ac- 
companied by  a high  percentage  of  blasts.  By  limiting  CNS 
irradiation  to  this  group,  the  number  of  children  with  a chronic 
encephalopathy  may  be  reduced  without  increasing  mor- 
tality. Years  of  investigation  will  be  necessary  to  see  whether 
this  hypothesis  proves  true. 

During  the  eight-week  induction  period,  the  most  common 
complications  of  treatment  are:  motor  neuropathy  or,  less 
often,  sensory  or  autonomic  neuropathy,  almost  always  due 
to  the  use  of  vincristine  (28);  encephalopathy,  confusion,  or 
psychosis,  with  or  without  accompanying  inappropriate  se- 
cretion of  antidiuretic  hormone  (SIADH),  which  can  result 
from  use  of  vincristine  (29,30),  L-asparaginase  (13),  or 
cyclophosphamide  (13,14);  seizures,  with  or  without  accom- 
panying hyponatremia  and  SIADH,  usually  caused  by  vin- 
cristine (28)  or  cyclophosphamide;  increased  intracranial 
pressure  which  can  result  from  any  of  the  medications  given 
during  this  period,  or  from  rapid  withdrawal  of  steroids 
(13,14);  and  cerebral  hemorrhage  or  infarction,  which  is  usu- 
ally attributable  to  administration  of  L-asparaginase,  with  or 
without  a reduction  in  the  platelet  count  (31 ).  Thrombotic  vas- 
cular disease  can  occur  rarely  in  the  absence  of  CNS  leuke- 
mia (32)  and  may  involve  arteries,  veins,  or  dural  sinuses.  It 
is  also  most  often  associated  with  the  use  of  L-asparaginase, 
which  is  an  antithrombin  III  inhibitor. 

The  period  of  consolidation  lasts  from  approximately  the 
9th  to  the  20th  week  of  therapy.  However,  many  of  the  side 
effects  of  CNS  irradiation  and  the  intrathecal  administration 
of  methotrexate  or  cytosine  arabinoside  are  delayed  and  oc- 
cur late  in  the  period  of  consolidation  or  during  the  period  of 
maintenance.  The  most  common  acute  effect  is  meningismus, 
which  follows  the  intrathecal  administration  of  methotrexate, 
usually  within  a day  after  treatment  in  about  50%  to  60%  of 
children,  even  when  they  are  also  given  hydrocortisone 
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2.  Toxicity  of  some  commonly  used  drugs  in  ALL  in  childhood. 


Drug 

When  Commonly  Used 

Method  of  Action 

Neurotoxicity 

General  Toxicity 

Vincristine 

Induction;  maintenance 

Spindle  poison;  mitotic 
arrest 

1 . Peripheral  neuropathy 

a.  Areflexia 

b.  Pain  and  paresthesias 

c.  Weakness 

d.  Sensory  loss 

2.  Autonomic  neuropathy 

a.  Constipation 

b.  Paralytic  ileus 

c.  Urinary  retention 

3.  Rare  isolated  cranial  nerve  palsies 

4 Inappropriate  ADH  secretion 

a.  Somnolence 

b.  Seizures 

c.  Low  sodium 

5.  Seizures  with  normal  Na  + 

1.  Alopecia 

2.  Marrow  depression 
(mild) 

Cyclophosphamide 

Induction;  maintenance 

Alkylating  agent;  cross 
links  DNA  strands  by 
alkylation 

1 . Opportunistic  infections  and 

2.  Hemorrhage  with  longterm  use 

1 Marrow  depression 
(platelets  less  affected) 

2.  Hemorrhagic  cystitis 

3.  Nausea,  vomiting 

4 Alopecia 

L-asparaginase 

Induction 

Proteolytic  agent;  hydro- 
lyzes L-asparagine  in 
protein 

1.  Encephalopathy 

a.  Lethargy 

b.  Confusion 

c.  Stupor  and  coma 

d.  Seizures 

2.  Hyperammonemia 

3.  Hemorrhage 

4.  Thrombosis  of  intracranial  vessels 

1 . Decreased  protein 
synthesis 

a.  Clotting  factors 

b.  Antithrombin  III 

c.  Albumin 

2.  Pancreatitis 

3.  Fatty  liver 

4.  Marrow  depression 

5.  Azotemia 

Arabinosyl  cytosine 

Consolidation; 

maintenance 

Antimetabolite;  inhibits 

DNA  synthesis  from 
pyrimidines  and  DNA 
polymerase 

1.  Leukoencephalopathy 

2.  Myelopathy 

3.  Hemorrhage 

4.  Opportunistic  infection 

1 Marrow  depression 

2.  Nausea  and  vomiting 

3.  Stomatitis 

4 Diarrhea 

5.  Hepatic  dysfunction 

Methotrexate 

Consolidation; 

maintenance 

Antimetabolite;  binds  folic 
acid  reductase  to  prevent 
formation  of  tetrahydrofo- 
late  which  donates  methyl 
groups  for  pyrimidine  syn- 
thesis to  form  DNA 

1.  Intrathecal  use 

a.  Acute 

(1)  Meningismus  with  fever  and 

CSF  pleocytosis 

(2)  Encephalopathy 

(3)  Myelopathy 

(4)  Seizures 

b.  Subacute  and  chronic 

(1)  Leukoencephalopathy 

(2)  Possible  psychomotor 
deterioration 

(3)  CNS  calcifications 

(4)  Pontine  myelinolysis 

2.  Prolonged  intravenous  use 

a.  Opportunistic  infection 

b.  Hemorrhage 

1 Marrow  depression 

2.  Immunosuppression 

3.  Stomatitis  and  gastroin- 
testinal ulcerations 

4.  Liver  damage 

6-mercaptopurine 

Maintenance 

Antimetabolite;  blocks  pu- 
rine biosynthesis 

1.  Opportunistic  infections 

2.  Hemorrhage 

1 Marrow  depression 

2.  Immunosuppression 

3 Hepatotoxicity 

6-thioguanine 

Maintenance 

Antimetabolite;  blocks  pu- 
rine biosynthesis 

1 . Opportunistic  infections 

2.  Hemorrhage 

1 . Marrow  depression 

2.  Immunosuppression 

3 Hepatotoxicity 

Adriamycin 

Maintenance 

Antibiotic;  binds  with  DNA 
to  block  RNA  production 

1.  Opportunistic  infections 

2.  Hemorrhage 

1 . Cardiac  toxicity 

2 Marrow  depression 

3.  Nausea  and  vomiting 

4.  Stomatitis  and  gastroin- 
testinal ulcerations 

5.  Alopecia 

Prednisone  and  other 
steroids 

Induction;  consolidation; 
maintenance 

Binds  to  cell  receptors  to 
reduce  protein  synthesis 

1.  Increased  intracranial  pressure  during 
withdrawal 

2.  Opportunistic  infections 

3.  Mood  changes 

4.  Rarely  psychotic  behavior 

1.  Immunosuppression 

2.  Fluid  retention 

3.  Diabetes  mellitus 

4.  Hypertension 

5.  Myopathy 

6.  Gastritis 

7.  Obesity 
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(2,8,12).  A smaller  number  of  children  develop  a transient 
acute  or  subacute  encephalopathy  which  may  include,  in  ad- 
dition to  meningismus,  lethargy  and  confusion,  seizures,  cra- 
nial nerve  palsies,  cerebellar  dysfunction,  and  transient 
hemiparesis  or  paraparesis  (2,13,33-37).  Seizures  may  also 
occur  independently  of  an  encephalopathy,  possibly  because 
methotrexate,  which  has  a structure  that  resembles  folic 
acid,  may  have  a folate-like  effect  in  promoting  seizures  (38). 
The  intrathecal  administration  of  either  methotrexate  or 
cytosine  arabinoside  has  been  associated  with  an  acute  per- 
manent myelopathy  (39,40),  usually  characterized  by  a spas- 
tic paraparesis  with  loss  of  bowel  and  bladder  control. 

Irradiation  produces  acute  effects  in  a small  number  of  pa- 
tients. Headaches,  nausea,  vomiting,  and  increased  intra- 
cranial pressure  may  occur.  The  child  may  be  somnolent, 
irritable,  and  anorexic,  with  a diffusely  slow  electroen- 
cephalogram. This  is  called  the  "somnolence  syndrome,” 
and  occurs  in  about  40%  of  children  who  are  irradiated  during 
the  period  of  consolidation  (2,41  -43).  The  syndrome  usually 
begins  about  five  to  seven  weeks  after  the  onset  of  irradia- 
tion, and  abates  spontaneously  in  one  to  three  weeks.  It  oc- 
casionally will  improve  with  the  administration  of  steroids. 

Prolonged  survival  of  children  with  ALL  has  resulted  in  an 
increase  in  the  incidence  of  the  subacute  or  chronic  form 
of  methotrexate-radiation  encephalopathy  to  about  9% 
(2,6,10,1 1,15,17,19,44-46).  At  greatest  risk  noware  chil- 

3.  Methotrexate-radiation  encephalopathy.  These 
scans  were  taken  over  a 2%  year  period.  Initially, 
the  patient  had  left  hemiparesis.  She  underwent 
a period  of  intellectual  deterioration  with  seizures 
and  bilateral  corticospinal  tract  signs.  At  the 
present  time,  she  is  retarded  with  a mild  recep- 
tive language  deficit,  bilateral  hyperreflexla  with 
extensor  plantar  responses,  and  left  hemiparesis. 

(Scan  provided  by  the  Mallinckrodt  Institute  of 
Radiology,  Washington  University  School  of 
Medicine,  St  Louis,  Mo). 


dren  who  develop  CNS  leukemia  despite  prophylaxis  and 
thus  require  further  intrathecal  therapy  and  irradiation.  The 
disorder  begins  anywhere  from  two  to  three  months  to  three 
years  after  the  initiation  of  therapy  and  is  a progressive, 
though  usually  self-limited,  illness.  The  relative  importance  of 
irradiation  versus  intrathecal  chemotherapy  in  producing  the 
illness  remains  to  be  determined  (11). 

The  pathology  is  usually  restricted  to,  or  predominant  in, 
the  white  matter.  Demyelination  predominates,  but  there  is 
necrosis  with  significant  axonal  loss.  There  is  endothelial  hy- 
perplasia of  the  small  blood  vessels,  but  the  inflammatory 
response  is  minimal  or  absent  (9,45,47-50).  Symptoms  in- 
clude lethargy,  confusion,  stupor,  paresis,  seizures,  ataxia, 
and  dementia.  The  cerebrospinal  fluid  usually  contains  less 
than  100  cells,  predominantly  lymphocytes,  a protein  level 
that  is  slightly  elevated  but  rarely  over  120  mg/dL,  and  a nor- 
mal sugar  level,  which  helps  to  differentiate  the  disorder  from 
opportunistic  infections  (23). 

Initially,  the  CT  scan  shows  one  or  more  areas  of  de- 
creased density  in  the  white  matter  (17,18,49-51).  These 
hypodense  areas  may  lie  next  to  hyperdense  areas  that  rep- 
resent coagulative  necrosis.  Punctate  calcifications  can  de- 
velop later  in  the  course  of  the  illness  (52-55)  (Fig  3).  As  the 
illness  burns  out,  the  ventricles  dilate.  Children  who  survive 
are  invariably  left  with  some  neurologic  disease  and  evi- 
dence of  intellectual  deterioration.  Either  radiation  (13)  or 
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methotrexate  (18)  alone  can  produce  a similar  disorder. 

Methotrexate  directly  injected  into  cerebral  white  matter  via 
an  Ommaya  reservoir  produces  a much  more  fulminant  ill- 
ness in  which  there  is  widespread  coagulative  necrosis  and 
destruction  of  white  matter  that  continues  to  progress  long 
after  the  insult  is  terminated  (Fig  4)  and  may  leave  the  patient 
severely  damaged  or  result  in  death  (56). 

In  rare  instances,  destructive  lesions  occur  at  the  base  of 
the  pons,  producing  a pontine  myelinolysis  with  a spastic 
tetraparesis  (57).  Either  radiation  or  radiation  with  metho- 
trexate can  also  produce  a progressive  myelopathy  months 
to  years  after  treatment,  with  spasticity  most  severe  in  the 
lower  extremities,  loss  of  bowel  and  bladder  control,  and 
dysesthesias.  The  underlying  pathology  is  usually  that  of  a 
vasculitis  (2). 

The  major  neurologic  problems  that  occur  during  the  pe- 
riod of  maintenance  are  those  already  described  as  having 
their  origin  during  the  phase  of  consolidation.  There  is  also 
an  increased  susceptibility  to  opportunistic  infections  be- 
cause of  chronic  immunosuppression  and  the  decreased 
effectiveness  of  polymorphonuclear  leukocytes  (58).  Fungal 
diseases  are  most  common,  but  viral  infections,  particularly 
cytomegalic  inclusion  disease,  herpes  virus,  varicella,  sub- 
acute sclerosing  panencephalitis,  and  progressive  multifocal 
leukoencephalopathy  have  also  been  reported.  Marrow  sup- 
pression can  also  result  in  decreased  numbers  of  platelets 


and  increased  susceptibility  to  CNS  hemorrhage. 

In  the  post-maintenance  period,  children  have  numerous 
CT  scan  abnormalities  (17,18,49,50,59).  Between  30%  and 
60%  show  atrophy  of  the  hemispheres,  either  in  the  form  of 
increased  sulci  or  in  large  ventricles  (Fig  5).  Approximately 
10%  show  hypodense  or  hyperdense  white  matter,  and  al- 
most all  of  these  have  symptoms  of  a late  encephalopathy 
(1 7,50).  Cerebral  calcifications  can  occur  in  either  the  gray  or 
white  matter  in  between  5%  and  20%  of  children  (52-55). 
The  correlation  between  the  CT  scan  and  intellectual  deterio- 
ration is  not  uniform. 

Intellectual  impairment  occurs  in  50%  to  70%  of  younger 
patients  who  survive  treatment  for  ALL.  Their  average  intelli- 
gence quotient  in  numerous  studies  is  1 0 to  1 5 points  below 
that  of  controls  (60-63).  Language  scores  are  least  affected. 
Visual  motor  integration,  problem  solving,  memory,  block  de- 
sign and  object  assembly  are  skills  most  affected  (63,64). 
Factors  that  appear  relevant  to  the  development  of  intellec- 
tual impairment  are:  treatment  beginning  before  age  5;  the 
use  of  more  than  2,400  rads  to  the  CNS;  the  development  of 
an  early  or  late  encephalopathy;  CT  changes;  the  time  be- 
tween testing  and  the  onset  of  the  illness  and  its  treatment 
(65).  The  last  variable  suggests  that  the  frequency  of  intellec- 
tual impairment  may  continue  to  increase  with  time. 

Irradiation  of  the  neuraxis,  particularly  the  spinal  cord,  re- 
sults in  growth  retardation.  This  usually  involves  the  trunk 
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4.  A rapidly  progressive  coagulative  necrosis  of 
both  grey  and  white  matter  that  has  resulted  from 
the  injection  of  methotrexate  into  the  white  matter 
via  an  Ommaya  reservoir.  This  patient  died  ap- 
proximately four  months  after  the  injection.  (Scan 
provided  by  the  Mallinckrodt  Institute  of  Radiol- 
ogy, Washington  University  School  of  Medicine, 

St  Louis,  Mo). 
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more  than  the  extremities  (66,67).  Growth  hormone,  thyroid- 
stimulating  hormone,  and  T„  are  usually  normal  (68).  Go- 
nadal dysfunction  is  usually  the  result  of  direct  effects  of 
chemotherapy  on  these  organs  rather  than  damage  to  the 
hypothalamus  (67). 

The  usual  treatment  of  a CNS  relapse  is  to  irradiate  either 
the  brain  or  the  entire  neuraxis,  and  to  treat  again  with  intra- 
thecal medication.  The  problems  with  therapy  are  the  same 
as  those  described  during  the  consolidation  phase,  only  they 
are  more  severe  and  much  more  likely  to  occur,  as  the  cum- 
ulative dose  of  radiation  and  intrathecal  medication  has  in- 
creased. Other  methods  are  currently  being  explored  to  treat 
refractory  patients,  including  high-dose  intravenous  medica- 
tion, total  body  irradiation  with  marrow  transplant,  and  at- 
tempts to  induce  the  body  to  destroy  its  own  leukemic  cells. 

5.  A CT  scan  of  the  cerebral  hemispheres  three  years  after  the  treatment  of  a 
6-year-old  child  with  acute  lymphocytic  leukemia.  There  is  evidence  of  slight 
ventricular  enlargement  and  an  increase  in  the  size  of  the  sulci,  indicating 
cerebral  atrophy.  (Scan  provided  by  the  Mallinckrodt  Institute  of  Radiology, 
Washington  University  School  of  Medicine,  St  Louis,  Mo). 


Infection,  hemorrhage,  and  encephalopathy  are  also  com- 
plications of  these  procedures. 

REFERENCES 

1 . Pinkel  D:  Treatment  of  acute  lymphocytic  leukemia.  Cancer  43 : 1 1 28- 
1137,  1979. 

2.  Hanefeld  F,  Ftiehm  H:  Therapy  of  acute  lymphoblastic  leukemia  in  child- 
hood: effects  on  the  nervous  system.  Neuropadiatrie  1 1 : 3—  1 6,  1980. 

3.  Sallan  SE,  Weinstein  HJ,  Nathan  DG:  Childhood  leukemias.  J Pediatr 
99:676-688,  1981 

4.  Dritschilo  A,  Cassady  JR,  Camitta  B,  et  al:  The  role  of  irradiation  in 
central  nervous  system  treatment  and  prophylaxis  for  acute  lymphoblastic  leu- 
kemia. Cancer  37:2729-2735,  1976. 

5.  Aur  RJA,  Hustu  HO,  Verzosa  MS,  et  al:  Comparison  of  two  methods  of 
preventing  central  nervous  system  leukemia.  Blood  42:349-357, 1973. 

6.  Aur  RJA,  Simone  JV,  Verzosa  MS,  et  al:  Childhood  acute  lymphocytic 
leukemia  Study  VIII.  Cancer  42:2123-2134, 1978 

7.  Kay  HEM,  Knapton  PJ,  O'Sullivan  JP,  et  al:  Encephalopathy  in  acute 
leukemia  associated  with  methotrexate  therapy.  Arch  Dis  Child  47:344-354, 
1972. 

8.  Duttera  MJ,  Bleyer  WA,  Pomeroy  TC,  et  al:  Irradiation,  methotrexate 
toxicity,  and  the  treatment  of  meningeal  leukemia.  Lancet  2 : 703-707,  1 973. 

9.  Rubinstein  LJ,  Herman  MM,  Long  TF,  et  al:  Disseminated  necrotizing 
leukoencephalopathy:  a complication  of  treated  CNS  leukemia  and  lymphoma. 
Cancer  35:291-305,  1975. 

10.  McIntosh  S,  Klatskin  EH,  O'Brien  RT,  et  al:  Chronic  neurologic  distur- 
bance in  childhood  leukemia.  Cancer  37:853-857, 1976. 

1 1 . Meadows  AT,  Evans  AE:  Effects  of  chemotherapy  on  the  central  nerv- 
ous system.  A study  of  parenteral  methotrexate  in  long-term  survivors  of 
leukemia  and  lymphoma  in  childhood.  Cancer  37(suppl) : 1 079- 1 085,  1 976. 

1 2.  Creaven  PJ,  Mihich  E:  The  clinical  toxicity  of  anticancer  drugs  and  its 
prediction.  Semin  Oncol  4:147-163,  1977. 

13.  Pizzo  PA,  Poplack  DG.  Bleyer  WA:  Neurotoxicities  of  current  leukemia 
therapy.  Am  J Pediatr  Hematol  Oncol  1 :127-140,  1979. 

14.  Kiely  JM:  Antineoplastic  agents.  Mayo  Clin  Proc  56:384-392, 1981 . 

1 5.  McIntosh  S,  Aspnes  GT : Encephalopathy  following  CNS  prophylaxis  in 
childhood  lymphoblastic  leukemia.  Pediatrics  52:612-615, 1973. 

16.  Price  RA,  Jamieson  PA:  The  central  nervous  system  in  childhood  leuke- 
mia: II.  Subacute  leukoencephalopathy.  Cancer 35:306-318,  1975. 

17.  Peylan-Ramu  N,  Poplack  DG,  Pizzo  PA,  et  al:  Abnormal  CT  scans  of  the 
brain  in  asymptomatic  children  with  acute  lymphocytic  leukemia  after  pro- 
phylactic treatment  of  the  central  nervous  system  with  radiation  and  intrathecal 
chemotherapy  N Engl  J Med  298:815-818,  1978. 

18.  Ochs  JJ,  Berger  P,  Brecher  ML,  et  al:  Computed  tomography  brain 
scans  in  children  with  acute  lymphocytic  leukemia  receiving  methotrexate 
alone  as  central  nervous  system  prophylaxis.  Cancer  45:2274-2278,  1980. 

19.  Ch'ien  LT,  Aur  RJ,  Verzosa  MS,  et  al:  Progression  of  methotrexate- 
induced  leukoencephalopathy  in  children  with  leukemia  Med  Pediatr  Oncol 
9:133-141,  1981 

20.  Sullivan  MP,  Hrgovcic  M:  Extramedullary  leukemia,  in  Suton  WW,  Vietti 
TJ,  Fernbach  DJ  (eds):  Clinical  Pediatric  Oncology,  ed  2.  St  Louis,  CV  Mosby 
Inc,  1977,  pp  371 -396 

21 . Evans  AE,  Gilbert  ES,  Zandstra  R:  The  increasing  incidence  of  central 
nervous  system  leukemia  in  children.  Cancer  26:404-409,  1970. 

22.  Rokicka-Milewska  R:  Premonitory  symptoms  and  signs  of  leukemic  infil- 
trations in  the  central  nervous  system  in  children.  Mater  Med  Pol  7 : 1 1 9- 1 25, 
1975. 

23.  Mellor  D:  Encephalitis  and  encephalopathy  in  childhood  leukemia.  Dev 
Med  Child  Neurol  18 :90-94,  1976. 

24.  Steinherz  PG,  Miller  LP,  Ghavimi  F,  et  al:  Dural  sinus  thrombosis  in  chil- 
dren with  acute  lymphoblastic  leukemia.  JAMA  246 : 2837-2839,  1981. 


58 


TEXAS  MEDICINE 


25.  Appleton  DB,  Isles  AF,  Tiernan  JR:  Some  specific  neurological  com- 
plications of  acute  lymphocytic  leukaemia  of  childhood  Clin  Exp  Neurol 
15:271-278,  1978. 

26.  Pochedly  C:  Neurologic  manifestations  in  acute  leukemia.  II.  Involve- 
ment of  cranial  nerves  and  hypothalamus.  NY  State  J Med  75:715-721, 

1975. 

27.  Pitner  SE,  Johnson  WW:  Chronic  subdural  hematoma  in  childhood 
acute  leukemia.  Cancer  32 : 1 85- 1 90,  1 973. 

28.  Rosenthal  S,  Kaufman  S:  Vincristine  neurotoxicity.  Ann  Intern  Med 
80:733-737,  1974. 

29.  Cutting  HO:  Inappropriate  secretion  of  antidiuretic  hormone  secondary 
to  vincristine  therapy.  Am  J Med  51 : 269-271, 1971. 

30.  Suskind  RM,  Brusilow  SW,  Zehr  J:  Syndrome  of  inappropriate  secretion 
of  antidiuretic  hormone  produced  by  vincristine  toxicity  (with  bio-assay  of  ADH 
level).  J Pediatr  81 :90-92, 1972. 

31 . Cairo  MS,  Lazarus  K,  Gilmore  RL,  et  al:  Intracranial  hemorrhage  and 
focal  seizures  secondary  to  use  of  L-asparaginase  during  induction  therapy  of 
acute  lymphocytic  leukemia.  J Pediatr  97: 829-833,  1980. 

32.  Priest  JR,  Ramsay  NKC,  Latchaw  RE,  et  al:  Thrombotic  and  hemor- 
rhagic strokes  complicating  early  therapy  for  childhood  acute  lymphoblastic 
leukemia.  Cancer  46 : 1 548- 1 554,  1 980. 

33.  Bleyer  WA,  Drake  JC,  Chabner  BA:  Neurotoxicity  and  elevated  cere- 
brospinal fluid  methotrexate  concentration  in  meningeal  leukemia.  N Engl  J 
Med  289:770-773,  1973. 

34.  Gangji  D,  Reaman  GH,  Cohen  SR,  et  al:  Leukoencephalopathy  and 
elevated  levels  of  myelin  basic  protein  in  the  cerebrospinal  fluid  of  patients  with 
acute  lymphoblastic  leukemia.  N Engl  J Med  303 : 1 9-21 , 1 980. 

35.  Kay  HEM,  Knapton  PJ,  O'Sullivan  JP,  et  al:  Encephalopathy  in  acute 
leukaemia  associated  with  methotrexate  therapy.  Arch  Dis  Child  47 : 344-354, 
1972. 

36.  Oliff  A,  Bleyer  WA,  Poplack  DG:  Acute  encephalopathy  after  initiation  of 
cranial  irradiation  for  meningeal  leukemia.  Lancet  2:13-15, 1 978. 

37.  Skullerud  K.  Halvorsen  K:  Encephalomyelopathy  following  intrathecal 
methotrexate  treatment  in  a child  with  acute  leukemia.  Cancer  42:1211- 
1215,  1978. 

38.  Olney  JW,  Fuller  TA,  deGubareff  T:  Kainate-like  neurotoxicity  of  folates. 
Nature  292:165-167,  1981. 

39.  Gagliano  RG,  Costanzi  JJ:  Paraplegia  following  intrathecal  methotrex- 
ate. Report  of  a case  and  review  of  the  literature.  Cancer  37 : 1 663- 1 668, 

1976. 

40.  Breuer  AC,  Pitman  SW,  Dawson  DM,  et  al:  Paraparesis  following  intra- 
thecal cytosine  arabinoside.  A case  report  with  neuropathologic  findings. 
Cancer  40:2817-2822, 1977. 

41 . Freeman  JE:  Neurological  involvement  in  the  lymphomas  and  leuke- 
mias. Radiotherapy.  Proc  R Soc  Med  67:985,  1974. 

42.  Garwicz  S,  Aronson  S,  Elmquist  D,  et  al:  Postirradiation  syndrome  and 
EEG  findings  in  children  with  acute  lymphoblastic  leukaemia.  Acta  Paediatr 
Scand  64:399-402,  1975. 

43.  Ch’ien  LT,  Aur  RJA,  Stagner  S,  et  al:  Long-term  neurological  implica- 
tions of  somnolence  syndrome  in  children  with  acute  lymphocytic  leukemia. 
Ann  Neurol  8:273-277,  1980 

44.  Verzosa  MS,  Aur  RJA,  Simone  JV,  et  al:  Five  years  after  central  nervous 
system  irradiation  of  children  with  leukemia.  Int  J Radiation  Oncology  Biol 
Phys  1 : 209-21 5,  1976. 

45.  Crosley  CJ,  Rorke  LB,  Evans  A,  et  al:  Central  nervous  system  lesions  in 
childhood  leukemia.  Neurology  28:678-685,  1978. 

46.  Kingsley  DP,  Kendall  BE:  Cranial  computed  tomography  in  leukaemia. 
Neuroradiology  16:543-546,  1978. 

47.  Hendin  B,  DeVivo  DC,  Torack  R,  et  al:  Parenchymatous  degeneration  of 
the  central  nervous  system  in  childhood  leukemia.  Cancer  33 : 468-482, 1 974. 

48.  DeVivo  DC,  Malas  D,  Nelson  JS,  et  al:  Leukoencephalopathy  in  child- 
hood leukemia.  Neurology  27:609-613,  1977. 


49.  Arnold  H,  Kuhne  D,  Franke  H,  et  al:  Findings  in  computerized  axial 
tomography  after  intrathecal  methotrexate  and  radiation.  Neuroradiology 
16:65-68,  1978. 

50.  Shalen  PR,  Ostrow  PT,  Glass  PJ:  Enhancement  of  the  white  matter  fol- 
lowing prophylactic  therapy  of  the  CNS  for  leukemia:  radiation  effects  and 
methotrexate  leukoencephalopathy.  Radiol  140:409-412, 1981. 

51  Wendling  LR,  Bleyer  WA,  DeChiro  G,  et  al:  Transient,  severe  peri- 
ventricular hypodensity  after  leukemic  prophylaxis  with  cranial  irradiation  and 
intrathecal  methotrexate.  J Comput  Assist  Tomogr  2 : 502-505,  1 978. 

52.  Borns  PF,  Rancier  LF:  Cerebral  calcification  in  childhood  leukemia 
mimicking  Sturge-Weber  syndrome.  Report  of  two  cases.  Am  J Roentgenol 
Radium Ther  Nucl  Med  122:52-55,  1974. 

53.  Flament-Durand  J,  Ketelbant-Balasse  P,  Maurus  R,  et  al:  Intracerebral 
calcifications  appearing  during  the  course  of  acute  lymphocytic  leukemia 
treated  with  methotrexate  and  x-rays.  Cancer  35: 31 9-325, 1975. 

54.  McIntosh  S,  Fischer  DB,  Rothman  SG,  et  al:  Intracranial  calcifications  in 
childhood  leukemia.  An  association  with  systemic  chemotherapy.  J Pediatr 

91  : 909-913,  1977. 

55.  Giralt  M,  Gil  JL,  Borderas  F,  et  al:  Intracerebral  calcifications  in  child- 
hood lymphoblastic  leukemia.  A new  iatrogenic  disease.  Acta  Haematol 
(Basel)  59:193-204,  1978. 

56.  Packer  RJ,  Zimmerman  RA,  Rosenstock  J,  et  al:  Focal  encephalopathy 
following  methotrexate  therapy:  administration  via  a misplaced  intraventricular 
catheter.  Arch  Neurol  38:450-454,  1981. 

57.  Breuer  AC,  Blank  NK,  Schoene  WC:  Multifocal  pontine  lesions  in  cancer 
patients  treated  with  chemotherapy  and  CNS  radiotherapy.  Cancer  41 : 21 1 2— 
2120,  1978. 

58  Smithson  WA,  Gilchrist  GS,  Burgert  EO  Jr:  Childhood  acute  lympho- 
cytic leukemia.  CA  30: 158- 181, 1980. 

59.  Pedersen  H,  Clausen  N:  The  development  of  cerebral  CT  changes  dur- 
ing treatment  of  acute  lymphocytic  leukemia  in  childhood.  Neuroradiology 
22:79-84,  1981. 

60.  Obetz  SW,  Ivnik  RJ,  Smithson  W,  et  al.  Neuropsychologic  follow-up 
study  of  children  with  acute  lymphocytic  leukemia.  Preliminary  report.  Am  J 
Pediatr  Hematol/Oncol  1 207-213,  1979 

61 . Eiser  C:  Intellectual  abilities  among  survivors  of  childhood  leukaemia  as 
a function  of  CNS  irradiation.  Arch  Dis  Child  53:391  -395, 1978. 

62.  Eiser  C:  Effects  of  chronic  illness  on  intellectual  development.  A com- 
parison of  normal  children  with  those  treated  for  childhood  leukaemia  and  solid 
tumours.  Arch  Dis  Child  55:766-770,  1980. 

63.  Meadows  AT,  Gordon  J,  Massari  DJ,  et  al:  Declines  in  IQ  scores  and 
cognitive  dysfunctions  in  children  with  acute  lymphocytic  leukaemia  treated 
with  cranial  irradiation.  Lancet  2:1015-1018, 1981 

64.  Ivnik  RJ,  Colligan  RC,  Obetz  SW,  et  al:  Neuropsychologic  performance 
among  children  in  remission  from  acute  lymphocytic  leukemia.  JDBP  2:29- 
34,  1981. 

65.  Fergusson  JH:  Cognitive  late  effects  of  treatment  for  acute  lymphocytic 
leukemia  in  childhood.  Top  Clin  Nurs  2:21-29,  1981 . 

66.  Littman  PS,  D’Angio  GJ:  Growth  considerations  in  the  radiation  therapy 
of  children  with  cancer.  Annu  Rev  Med  30:405-415, 1979. 

67.  Shalet  SM:  Abnormalities  of  growth  and  gonadal  function  in  children 
treated  for  malignant  disease:  a review.  J R Soc  Med  75:641  -647, 1 982. 

68.  Fisher  JN,  Aur  RJA:  Endocrine  assessment  in  childhood  acute  lympho- 
cytic leukemia.  Cancer  49 : 1 45- 151,1 982. 


Volume  80  May  1984 


59 


Vymutt  J.  Gururaj,  MD  Wallace  W.  Marsh,  MD 
Randy  L.  Stewart,  BS 

Vymutt  J.  Gururaj,  MD;  Wallace  W Marsh,  MD;  Randy  L.  Stewart,  BS,  Senior 
Medical  Student;  Department  of  Pediatrics,  Texas  Tech  University  Health  Sci- 
ences Center,  School  of  Medicine,  Lubbock,  TX  79430,  Address  correspon- 
dence to  Vymutt  J.  Gururaj,  MD. 


The  influence  of  home 
care  visits  on  health 
outcome 

Home  care  visits  by  health  professionals  are  often  un- 
structured and  their  effectiveness  has  not  been  studied 
sufficiently.  To  determine  the  influence  of  these  visits  on 
health  outcome,  data  from  medical  records  of  children 
enrolled  in  a comprehensive  health  clinic  were  reviewed 
with  respect  to  four  health  parameters.  The  study  groups 
consisted  of  85  children  whose  families  were  visited  one 
or  more  times  and  84  children  whose  families  were  not 
visited.  Statistical  differences  were  found  in  the  rate  of 
current  immunizations  and  the  rate  of  compliance  with 
American  Academy  of  Pediatrics  criteria  for  adequacy  of 
well  child  visits.  No  statistical  differences  were  found  in 
nutritional  status,  growth  patterns,  or  clinic  utilization. 
Better  criteria  are  needed  for  selection  of  patient  popula- 
tion for  home  visits,  and  visits  need  to  be  structured  so 
that  their  effectiveness  can  be  evaluated  adequately. 


Home  care  visits  by  health  professionals  have  been  wide- 
spread for  many  years,  but  critical  evaluation  of  the  practice 
has  begun  only  recently  (1 ).  The  main  obstacle  in  evaluating 
effectiveness  in  this  area  is  the  format  of  these  visits.  A pre- 
liminary telephone  survey  of  eight  health  care  agencies  in 
Texas  which  routinely  perform  home  health  care  visits  dis- 
closed no  uniform  criteria  for  selection  of  families  to  receive 
this  service.  Neither  was  there  a format  designed  to  allow 


evaluation  of  the  effectiveness  of  the  visits. 

In  this  study  we  report  an  evaluation  of  home  visits  as 
measured  by  selected  health  parameters.  The  study  obser- 
vations were  made  on  a uniform  group  of  low  income  children 
enrolled  in  a comprehensive  health  clinic  which  emphasizes 
routine  home  visits. 

The  study  was  conducted  by  reviewing  the  medical  rec- 
ords of  children  between  1 and  2 years  of  age  who  were  en- 
rolled at  a neighborhood  well  baby  clinic  during  the  previous 
1 2 to  20  months.  The  clinic’s  purpose  is  to  provide  compre- 
hensive health  care  primarily  to  those  of  a low  socioeco- 
nomic background. 

An  important  part  of  the  clinic’s  function  is  home  visits  by 
clinic  nurses.  However,  because  of  limited  personnel  and  the 
inaccessibility  of  some  families  (ie,  no  phone,  wrong  ad- 
dress, or  the  family  unavailable  at  the  time  of  a nurse  visit) 
only  about  half  or  less  of  the  total  number  of  the  enrolled 
families  received  home  health  care  visits.  In  these  visits  in- 
structions regarding  proper  nutrition,  information  on  family 
planning,  growth  and  development,  immunizations,  and  com- 
mon pediatric  illnesses,  as  well  as  information  on  how  to 
make  appointments  and  utilize  the  clinic  most  effectively, 
were  given.  These  visits  took  place  during  the  child’s  first 
year  of  life  with  initial  visits  made  to  all  children  during  the  first 
two  months  of  life. 

Method 

Medical  records  of  200  children  enrolled  in  the  clinic  between 
the  ages  of  1 and  2 years  were  selected  randomly  and  sur- 
veyed, using  a checklist  of  health  parameters  which  we 
thought  might  be  influenced  by  the  information  the  families 
received  during  a home  visit.  These  included  (a)  immuniza- 
tion status  at  1 year  and  beyond;  (b)  number  of  well  and  sick 
child  visits  as  well  as  types  of  illnesses  experienced;  (c)  nutri- 


1.  Health  status  inventory  for  the  study  groups. 


Outcome 

Group  A 

Group  B 

Group  C 

P Value 

A&B 

P Value 

B&C 

P Value 

A&C 

Number  of  children 

57 

28 

84 

Mean  age  in  months 

17.5 

17.5 

17.6 

% of  up-to-date  immunizations 

at  1 2 months 

51.7 

46.4 

32.9 

NS 

< .05 

< .05 

beyond  12  months 

35.5 

45 

38.1 

NS 

NS 

NS 

Sick  child  visits  per  child 

1.41 

1.39 

1.10 

NS 

NS 

NS 

Well  child  visits  per  child 

4.87 

5.00 

4.34 

NS 

NS 

NS 

Adequate  well  child  visits’ 

31% 

46% 

19% 

P<  0.05 

o 

V 

CL 

P<  .05 

Percentage  bottle  fed 

83.7% 

83.1% 

88.2% 

NS 

NS 

NS 

Group  A = Visited  more  than  once;  Group  B = Visited  once;  Group  C = Non-visited. 
*AAP  criteria. 


60 


TEXAS  MEDICINE 


tional  status;  and  (d)  growth  rate  characteristics.  All  the  chil- 
dren in  the  study  came  from  low  income  families  (income 
levels  below  $1 0,000/year)  with  the  majority  on  the  food 
stamp  program.  The  charts  were  divided  into  groups  of  vis- 
ited families  versus  non-visited  families.  The  charts  of  visited 
families  were  subdivided  further  into  groups  of  multi-visited 
and  once-visited  families.  A little  more  than  75%  of  children 
from  both  groups,  visited  and  non-visited,  had  Hispanic  last 
names  and  more  than  80%  of  the  children  in  each  group 
were  on  the  WIC  (Women,  Infant,  and  Children)  Nutritional 
Program.  There  was  no  difference  in  maternal  age,  working 
status,  or  the  numbers  of  other  children  at  home. 

Of  the  200  charts  randomly  selected  for  survey,  the  charts 
of  31  children  were  excluded  from  the  study.  Twenty-one  of 
the  charts  were  deficient  in  more  than  one  parameter  se- 
lected for  evaluation.  The  remaining  ten  charts  were  of  chil- 
dren who,  because  of  prematurity  and/or  handicapping 
conditions,  were  being  followed  in  a special  program  for  high 
risk  infants. 

Among  the  children  selected  for  study,  84  children  had  re- 
ceived no  home  visits  and  85  had  been  visited.  Among  the 
visited  group,  57  had  received  more  than  one  home  visit 
while  28  had  received  only  one  home  visit.  Multi-visits  oc- 
curred for  various  reasons;  most  common  was  a minor  prob- 
lem, such  as  diarrhea  or  spitting  up,  found  at  the  initial  visit. 
Thus  characteristics  of  the  multi-visited  group  of  children 
were  comparable  to  the  other  two  groups.  In  the  discussion 
that  follows,  group  A represents  children  of  families  visited 
more  than  once;  group  B represents  children  of  families  vis- 
ited only  once;  and  group  C represents  families  not  visited 
at  all. 

Immunizations  were  considered  up  to  date  if  a child  had 
received  the  following:  three  doses  of  diphtheria-pertussis- 
tetanus  (DPT)  immunization  and  oral  poliomyelitis  (OPV)  at 
1 2 months,  plus  measles,  mumps,  rubella  vaccine  at  or  be- 
yond 1 5 months,  and  DPT  and  OPV  booster  if  over  1 8 
months. 

Each  child’s  growth  chart  was  evaluated  for  gain  or  loss  of 
his  rate  of  growth.  A composite  was  made  of  all  growth  charts 
in  each  group  and  comparisons  were  made  between  groups. 
For  comparison  purposes,  we  chose  the  number  of  children 
in  each  group  who  deviated  from  his  or  her  birth  percentile  by 
greater  than  5%  or  greater  than  a percentile  line  on  a stan- 
dard National  Center  for  Health  Statistics  Growth  Chart.  We 
also  tabulated  the  number  of  children  in  each  group  identified 
as  having  failed  to  thrive  (weight  percentile  below  5%  with 
falling  rate  of  growth)  or  being  obese  (a  weight  for  height 


measurement  greater  than  the  95th  percentile). 

Hematocrit  values  at  1 year  of  age  were  chosen  as  a mea- 
sure of  nutritional  outcome.  A hematocrit  below  30%  with 
compatible  indices  was  considered  to  represent  iron  defi- 
ciency anemia  for  the  purposes  of  our  study.  The  number  of 
hospitalizations  and  total  sick  visits  was  chosen  as  a mea- 
sure of  morbidity  rate  for  the  groups  and  their  utilization  of 
the  health  care  facility.  The  criteria  suggested  by  the  Ameri- 
can Academy  of  Pediatrics  (2)  (four  visits  by  age  6 months, 
two  visits  between  6 and  12  months,  and  one  visit  between 
1 2 and  1 8 months)  were  used  to  measure  the  adequacy  of 
the  number  of  well  child  visits. 

Results 

Comparative  data  for  the  three  groups  shown  in  Fig  1 failed 
to  show  any  significant  difference  in  regard  to  health  care 
utilization.  The  data  do  show  improvement  of  the  immuniza- 
tion status  of  the  visited  group  during  the  first  year.  Interest- 
ingly, however,  we  found  a significant  difference  between 
groups  in  number  of  well  child  visits  as  defined  by  the  Ameri- 
can Academy  of  Pediatrics  with  children  of  Group  C families 
showing  the  least  compliance  and  those  from  Group  B the 
most  compliance.  Fig  2 shows  selected  diagnoses;  no  differ- 
ences in  the  type  of  illness  were  found  among  the  different 
groups.  There  were  two  cases  of  iron  deficiency  anemia 
among  the  multi-visited  group  and  five  cases  in  the  non- 
visited  group,  but  this  was  not  statistically  significant.  No 
deaths  were  recorded  among  children  from  any  of  the  groups. 

Figs  3 and  4 show  no  significant  difference  between  the 
groups  in  respect  to  growth  parameters. 

Discussion 

Until  recently  the  practice  of  routine  home  health  care  visits 
has  not  been  systematically  studied  as  to  the  outcome  on 


2.  Selected  illnesses  observed  among  the  study  groups. 


Categories 

% of  Sick  Child  Visits 

Group  A Group  B Group  C 

P Value 

Gastroenteritis 

22.9 

10 

17.9 

NS 

Upper  respiratory  infection 

23.3 

20 

33.7 

NS 

Acute  otitis  media 

9.6 

35 

19.5 

NS 

Chronic  otitis  media 

2.4 

7.5 

5.3 

NS 

Feeding  problems 

3.6 

5.0 

3.2 

NS 

Iron  deficiency  anemia 

2.4 

0 

5.3 

NS 
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health  care.  With  the  recent  shortage  of  available  health  care 
dollars,  the  evaluation  of  the  efficacy  of  such  programs  has 
become  necessary  to  justify  continued  expenditures  for  this 
activity  (3).  The  res  'Its  of  this  study  suggest  that  home  visits 
conducted  in  progr,  .ns  such  as  ours  can  be  expected  to 
have  only  a limited  imps  t on  health  care  outcome.  Many  of 
our  results  are  similar  to  those  of  other  studies  in  this  area 
(5,6,9,10,12). 

Our  overall  immunization  rate  was  low  as  compared  to  a 
recent  study  by  Larson  (1 ),  but  compatible  with  another  study 
performed  in  1 976  on  low  income  families  in  New  York  (4).  As 
in  Larson’s  study,  we  did  show  beneficial  effects  on  the  rates 
of  immunization  in  the  visited  group. 

Previous  studies  by  Briscoe  et  al  (5)  and  Culley  et  al  (6) 
have  shown  that  families  who  received  home  visits  had  sig- 
nificantly lower  utilization  rates  of  outpatient  services.  Our 
study,  however,  like  that  of  Larson,  failed  to  demonstrate  this 
effect.  In  the  area  of  adequacy  of  well  child  visits,  unlike  re- 
sults shown  in  Larson’s  study,  the  visited  groups  did  better 
than  non-visited  groups.  We  could  not  explain  fully  why  the 
once-visited  group  did  better  than  the  multi-visited  group. 

No  difference  in  the  type  of  illness  was  found.  The  inci- 
dence of  the  two  conditions  (chronic  otitis  media  and  iron 
deficiency  anemia)  used  by  Kessner  et  al  (7,8)  as  indicators 

3.  Weight  pattern  among  the  study  groups. 


Maintained  birth  Increased  their  birth  Decreased  their  birth 

weight  percentiles  weight  percentile  by  weight  percentile  by 

greater  than  5%  greater  than  5% 


of  quality  of  health,  was  low  and  could  not  separate  our 
groups.  Previous  studies  by  Cowen  et  al  (9)  have  also  failed 
to  demonstrate  a difference  in  the  quality  of  health  between 
the  visited  and  non-visited  population  based  on  these 
indicators. 

We  used  hematocrits  at  age  1 year  to  assess  nutritional 
outcome  and  found  no  difference  between  our  groups.  The 
enrollment  in  the  WIC  program  by  the  majority  of  children  in 
both  groups  may  explain  the  lack  of  any  group  differences  in 
growth  rates  and  hematocrits  between  visited  and  non- 
visited  groups.  The  number  of  children  in  our  study  maintain- 
ing their  growth  curves  adequately  could  not  separate  the 
visited  from  non-visited  group  or  the  once-visited  from  the 
more-than-once-visited  groups. 

Reviewing  some  of  the  other  studies  relating  to  the  general 
issue  of  home  visits,  we  find  a similarly  uneven  pattern  of 
benefits.  Gutelius  and  Kirsh  (10),  studying  pre-  and  postnatal 
visits  to  unwed  mothers,  showed  positive  effects  on  maternal 
behavior  and  maternal  and  infant  interaction,  and  maternal 
attachment.  Seige  et  al  (1 1 ),  on  the  other  hand,  studied  ma- 
ternal attachment  and  interaction  and  found  no  differences. 
Stanwick  and  Moffatt  (12)  failed  to  show  differences  in  hy- 
giene skills  between  visited  and  non-visited  mothers,  and 
there  was  no  difference  in  the  type  of  problems  or  sources  of 

4.  Height  pattern  among  the  study  groups. 


Maintained  birth  Increased  their  birth  Decreased  their  birth 

height  percentiles  height  percentile  by  height  percentile  by 

greater  than  5%  greater  than  5% 
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resolutions  sought  between  visited  and  non-visited  groups. 
The  only  significant  difference  was  that  the  primiparous  non- 
visited  mothers  had  more  problems;  no  such  differences 
were  found  among  multiparous  mothers.  Kempe  (13)  has 
suggested  from  his  studies  on  mothers  felt  to  be  at  high  risk 
for  child  abuse  that  regular  home  visits  could  possibly  lower 
the  incidence  of  child  abuse. 

The  overall  evidence  from  this  study  and  the  other  studies 
described  is  that  routine  home  visits  as  traditionally  practiced 
have  had  only  a marginal  impact  on  the  health  care  outcome 
as  measured,  with  no  discernible  benefit  pattern.  However,  it 
must  be  pointed  out  that  the  number  of  children  studied  in 
ours  as  well  as  other  studies  is  not  large  enough  and  the 
methodology  not  adequate  to  warrant  a categorical  assertion 
in  this  regard.  There  is  the  possibility  that  routine  home  visits 
might  have  beneficial  outcome  effects  on  health  parameters 
other  than  those  studied  here.  Nevertheless,  it  seems  clear 
to  us  that  in  order  to  enhance  the  effectiveness  of  home  vis- 
its, the  whole  concept  needs  to  be  restructured.  Better  crite- 
ria for  selection  of  patient  population  for  home  visits  should 
be  developed.  These  criteria  might  include  such  considera- 
tions as  young,  primiparous  mothers,  children  at  risk  for 
abuse  or  neglect,  high  risk  newborns,  and  families  identified 
as  having  a greater  need  for  health  and  nutrition  education. 
The  emphasis  of  such  visits,  we  feel,  should  be  on  anticipa- 
tory guidance,  well  child  care,  growth  and  development  ex- 
pectations, accident  prevention,  proper  selection  of  safe 
toys,  common  and  specific  illnesses  and  home  treatment, 
community  health  resources,  and  special  problems  in  a given 
child.  Further,  these  programs  should  be  structured  in  such  a 
manner  that  the  outcome  benefits,  if  any,  can  be  assessed 
adequately. 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


Bronchioloalveolar  carcinoma:  a review.  Charles  A.  Hill, 
MD.  The  Radiological  Society  of  North  America,  Radiology, 
vol  150,  1984,  pp  15-20. 

The  radiographs  of  1 36  patients  with  bronchioloalveolar  car- 
cinoma were  reviewed.  The  varied  radiographic  manifesta- 
tions were  a result  of  the  characteristic  peripheral  location  of 
the  tumor,  its  tendency  to  infiltrate  the  local  airways  with 
mucus  production  and  desmoplasia,  and  its  variable  ag- 
gressiveness resulting  in  a wide  variation  in  rate  of  intra- 
thoracic  and  extrathoracic  spread.  In  the  absence  of  surgical 
intervention,  a localized  lesion  progressed  to  diffuse  disease 
in  every  patient.  The  findings  supported  the  concept  of  bron- 
chioloalveolar carcinoma  as  a distinct  clinical  entity. 

lgG„:  Non-lgE  mediated  atopic  disease.  L Perelmutter, 
PhD.  American  College  of  Allergists,  Annals  of  Allergy,  vol 
52,  no  2,  February  1984,  pp  64-68. 

The  purpose  of  this  review  article  is  to  attempt  to  define  the 
role  of  lgG4  in  allergic  disease.  A brief  historical  view  of  this 
problem  is  presented  in  order  to  highlight  some  of  the  more 
pertinent  research.  Evidence  for  and  against  lgG4  having  an 
immunopathological  and  immunopharmacological  role  in 
mediating  allergic  disease  is  discussed.  The  possible  dual 
role  of  this  immunoglobulin  IgG  subclass  in  both  acting  as  a 
sensitizing  and  protective  antibody  is  presented.  Finally,  this 
article  will  present  more  recent  data  and  will  discuss  the  di- 
rection of  research  in  the  future  emphasizing  the  application 
of  diagnosis  of  total  and  specific  lgG4  in  relation  to  IgE,  as 
well  as  its  implication  in  immunotherapy. 


platelet  inhibitors  and  anticoagulants  as  adjuvants  in  the 
treatment  of  cancer.  Antiplatelet  drugs  gave  variable  results, 
depending  on  the  drug  and  the  tumor  system  tested.  Pros- 
taglandin synthetic  pathways  by  both  the  host  and  tumor 
seem  to  be  an  important  determinant  in  the  response  to 
platelet  function  inhibitors.  Of  the  various  anticoagulants 
tested,  the  coumarin  derivatives  gave  somewhat  consistent 
antitumor  effect  in  certain  human  and  experimental  cancer. 
The  antitumor  effect  of  oral  anticoagulants  does  not  appear 
to  be  a primary  drug  effect  and  seems  related  to  their  role  as 
vitamin  K antagonists.  It  should  be  emphasized  that  although 
the  antitumor  potential  of  antithrombotic  agents  is  a subject 
of  keen  interest  at  the  present,  their  use  in  treating  human 
cancer  is  still  controversial. 


Neurogenic  dysphonia.  David  E.  Hartman,  PhD.  Annals 
Publishing  Co,  Annals  of  Otology,  Rhinology,  and  Laryngol- 
ogy, vol  93,  1984,  pp  57-64. 

Disorders  of  phonation  and  resonation  subsequent  to  dam- 
age to  the  central  or  peripheral  nervous  sytem  (neurogenic 
dysphonia)  typically  occur  with  alterations  in  other  aspects  of 
motor  speech:  articulation,  prosody,  and  respiration.  Deficits 
in  voice  initiation  or  coordination  of  resonation  with  speech 
that  occur  without  significant  neuromuscular  impairment  fol- 
lowing a lesion  to  Broca’s  area  are  compatible  with  a motor 
speech  programming  disorder,  or  apraxia  of  speech.  Con- 
versely, damage  to  upper  or  lower  motor  neurons  subserving 
motor  speech  results  in  a group  of  neuromuscular  speech 
disorders,  the  dysarthrias,  which  have  signs  including  aber- 
rations of  phonation  and  resonation  which  can  be  differenti- 
ated. The  neuropathologic  and  perceptual  characteristics  of 
neurogenic  dysphonia  are  elucidated,  and  suggestions  are 
provided  for  their  identification  and  differentiation. 


Tumor  interaction  with  hemostasis:  the  rationale  for  the 
use  of  platelet  inhibitors  and  anticoagulants  in  the  treat- 
ment of  cancer.  Hamid  Al-Mondhiry,  MD.  Alan  R.  Liss,  Inc, 
American  Journal  of  Hematology,  vol  1 6, 1 984,  pp  1 93-202. 

Clinical  and  experimental  observations  have  firmly  estab- 
lished the  concept  of  a two-way  interaction  between  malig- 
nancy and  the  hemostatic  system.  On  the  one  hand,  certain 
tumors  can  activate  platelets  and  the  coagulation  mecha- 
nism in  vivo;  on  the  other,  a convincing  case  has  been  made 
for  the  involvement  of  platelets  and  fibrin  in  tumor  growth  and 
metastasis.  A large  number  of  clinical  and  experimental 
studies  have  been  conducted  in  order  to  test  the  efficacy  of 
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DR.  BOB  IS  AT  HOME  IN  BED. 

(for  several  months) 


Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where’s  the  cash-flow?  Where’s  the 
income?  API  Life  could  have  helped.  Because  physicians’  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 

API  LIFE  INSURANCE  COMPANY 
2505  Turtle  Creek  Boulevard 
Dallas,  Texas  75219 
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We  can  help  you  help 
your  patients. 

The  complications  and  consequences  of 
alcohol  addiction  are  numerous  and  often 
tragic.  Schick  Shadel’s  proven  treatment  pro- 
gram can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike  other  pro- 
grams that  rely  almost  entirely  on  psychiatric 
counseling,  ours  is  based  on  the  scientific 
concept  of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in  just 
10  days  of  counter-conditioning  treatments. 

Also,  our  treatment  plans  are  covered  by  most 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged." 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1 981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources  : Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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. TIRR 

is  Caring 


Southwest’s  center  for  comprehensive 
rehabilitative  care. 

At  TIRR  we  help  people  with  severe  disabilities 
return  to  useful  and  satisfying  lives.  An  early  referral  to 
TIRR  can  improve  the  patient’s  outcome,  and  our 
specialized  treatment  facility  in  the  heart  of  the  Texas 
Medical  Center  provides  services  and  programs  that  are 
unique  in  rehabilitative  care.  But  more  importantly, 
TIRR’s  physicians  and  professional  staff  really  care. 
Comprehensive  programs  of  the  hospital  include: 

• Texas  Regional  Spinal  Cord  Injury  Center 

• Houston  Center  for  Amputee  Services 

• Respiratory  Center 

• Head  Injury  Program 

• Stroke  Program 

• Programs  for  neuromuscular  illness  or  injury,  birth 
defects  and  other  mobility  limiting  conditions. 

• Community  Living  Skills  Services 

• Outpatient  Services 

TIRR 

The  Institute  for  Rehabilitation  and  Research 

1333  Moursund  • Houston,  Texas  77030  • (713)  797-1440 
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BRIEF  SUMMARY 

PROCARDIA  ’ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (niledipine)  is  indicated  lor  the 
management  ol  vasospastic  angina  confirmed  by  any  ot  the  following  criteria  1 ) classical  pattern 
ol  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  ol  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
m unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and.  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (effort  associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  conlidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  led  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  Ihe  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  ol 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  tentanyl  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and 
if  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with 
drawal  syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
Iherapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta  blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates,  but  there  have 
been  no  controlled  studies  lo  evaluate  the  antianginal  effectiveness  ol  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  Increase  in  di- 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing . and  discontinuing  PROCARDIA  lo  avoid  possible  over-  or  under  digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver. sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition . more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK.  LDH  SGOT.  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66) , 300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069  2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77"F  (15  to  25  C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  i 1982,  Plizerlnc 
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"I  can  do  things  that  I 
couldn  't  do  for3yrs.  including 
joining  the  human  race  again" 


Ouotes  from  an  unsolicited  1 
letter  received  by  Pfizer  from  an 
angina  patient 

While  this  patient  's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  a If  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE) 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


600 mg  Tablets 


r your  patients. 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 

IHMV  ■ 

TEXAS  MEDICAL 

LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / RO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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MEDICINE  AND  THE  LAW 


WRONGFUL  BIRTH  AND  WRONGFUL  LIFE  IN  TEXAS 

Advances  in  medical  science  and  technology  have  reduced 
the  incidence  of  infant  mortality  in  Texas  and  around  the 
country  in  recent  years.  Sophisticated  diagnostic  equip- 
ment and  techniques  now  make  it  possible  for  more  women 
to  plan  for  their  pregnancies  knowing  of  potential  impair- 
ments or  disabilities  which  their  babies  might  suffer.  How- 
ever, more  and  more,  courts  are  being  asked  to  sort  out 
liability  and  damage  issues  arising  from  the  birth  process. 
This  article  will  describe  the  approach  of  Texas  courts  to 
such  claims  as  “wrongful  birth ” and  “wrongful life.” 


Wrongful  birth 

In  1 968,  Mrs  Dortha  Jean  Jacobs  became  ill  on  a brief  vaca- 
tion trip.  During  her  subsequent  examination  and  hospitali- 
zation, Dr  Louis  Theimer  informed  Mrs  Jacobs  that  she  was 
pregnant.  She  asked  if  her  illness  might  have  been  measles, 
and  was  assured  that  it  was  not.  Unfortunately,  that  diag- 
nosis was  incorrect  and  Mrs  Jacobs  gave  birth  seven  months 
later  to  a daughter  who  suffered  multiple  birth  defects.  Mrs 
Jacobs  stated  that  had  it  not  been  for  Dr  Theimer’s  assur- 
ance, she  would  have  made  every  attempt  to  determine  the 
nature  of  her  condition  and  that  of  her  unborn  child.  She 
added  that  had  she  discovered  the  facts  in  time,  she  would 
have  terminated  the  pregnancy  (1 ). 

The  Texas  Supreme  Court  held  in  1 975  that  the  suit 
brought  by  Mr  and  Mrs  Jacobs  against  Dr  Theimer  would  be 
permitted  to  present  evidence  to  support  recovery  of  ex- 
penses reasonably  necessary  for  the  care  and  treatment  of 
their  child’s  physical  impairment.  The  Supreme  Court  added 
that  this  would  be  the  limit  of  recovery  allowable  to  Mr  and 
Mrs  Jacobs,  but  also  that  damage  questions  such  as  the  pe- 
riod of  time  for  which  future  expenses  would  be  recoverable 
were  specifically  not  decided  by  the  court  (2). 

A.  STATUTE  OF  LIMITATIONS 

How  long  does  a plaintiff  who  gives  birth  to  a child  with  birth 
defects  have  to  assert  a “wrongful  birth”  claim?  Three  other 
recent  cases  from  the  Texas  Supreme  Court  provide  an  an- 
swer. In  Nelson  v Krusen  (3)  the  parents  of  a child  born  with 
Duchenne  muscular  dystrophy  filed  suit  more  than  four  years 
after  the  defendant  physician  conducted  tests  and  examina- 
tions on  three  separate  occasions  to  determine  whether  Mrs. 
Nelson  was  a genetic  carrier  of  the  disease.  Mr  and  Mrs 
Nelson  alleged  that  erroneous  diagnostic  information  caused 
them  not  to  terminate  the  pregnancy. 

The  court  in  Nelson  reviewed  its  earlier  1983  decision  in 
Sax  v Votteler  (4).  In  that  case,  the  court  held  that  the  two- 
year  statute  of  limitations  for  medical  professional  liability 
claims  in  the  Texas  Insurance  Code,  article  5.82,  section  4, 


was  constitutional  as  it  affected  the  rights  of  non-minors.  Arti- 
cle 5.82  was  repealed  effective  Aug  29, 1 977,  by  the  enact- 
ment of  the  Medical  Liability  and  Insurance  Improvement 
Act,  which  contains  a similar  limitations  provision  at  section 
10.01  (5). 

The  Nelsons  argued  that  their  case  should  not  be  barred 
by  the  two-year  statute  of  limitations  because  they  did  not 
know  of  their  son's  condition  until  a routine  nursery  school 
examination  more  than  three  years  after  his  birth  revealed 
information  which  prompted  further  examination  by  a pediatric 
neurologist.  The  Nelsons  sought  to  invoke  the  "discovery 
rule”  which  states  that  certain  inherently  nondiscoverable 
causes  of  action  do  not  accrue  until  the  patient  knew  or,  in 
the  exercise  of  reasonable  diligence,  should  have  known  of 
the  physician’s  negligent  act.  However,  the  Supreme  Court  in 
Nelson  determined  that  by  enacting  article  5.82,  section  4, 
the  Legislature  intended  to  cut  off  the  “long  tail”  effect  of  the 
discovery  rule  in  negligence  suits  against  physicians.  Article 
5.82,  section  4 provided  that:  “No  claim.  . .may  be  com- 
menced unless  the  action  is  filed  within  two  years  of  the 
breach  or  the  tort  complained  of  or  from  the  date.  . .the  medi- 
cal treatment.  . .or  the  hospitalization.  . .is  completed”  (6). 

The  court  concluded  that  the  Legislature’s  failure  to  in- 
clude the  “accrual”  terminology  was  a knowing  one  which 
indicated  an  intent  to  change  the  law. 

B.  FRAUDULENT  CONCEALMENT 
The  Supreme  Court  of  Texas  does  recognize  one  circum- 
stance where  an  adult’s  cause  of  action  may  be  heard  more 
that  two  years  after  the  completion  of  treatment  or  hospital- 
ization. In  Borderlon  v Peck  (7)  the  court  interpreted  the  two- 
year  limitations  provision  of  article  4590i,  section  10.01, 
which  contains  language  virtually  identical  to  that  found  in 
article  5.82,  section  4,  of  the  Insurance  Code  before  its  re- 
peal in  1977.  The  doctrine  of  fraudulent  concealment  re- 
quires that  if  a physician  commits  a negligent  act,  knows  that 
he  or  she  has  done  so,  but  fails  to  inform  the  patient  about  his 
or  her  possible  injury,  then  the  physician  may  not  claim  the 
statute  of  limitations  as  a defense  when  the  patient  fails  to  file 
suit  within  the  two-year  time  limit.  The  statute  of  limitations  is 
tolled  until  the  patient  knows  or  has  reason  to  know  of  the 
facts  giving  rise  to  the  injury. 

Patients  who  seek  to  litigate  cases  more  than  two  years  old 
must  plead  and  prove  facts  to  substantiate  fraudulent  con- 
cealment. Such  allegations  from  plaintiffs  may  become  more 
common.  However,  a physician  may  be  able  to  negate  such 
claims  if  he  or  she  successfully  convinces  the  jury  that  infor- 
mation was  not  knowingly  concealed  from  the  patient.  In 
such  cases,  the  physician’s  overall  credibility,  as  well  as  good 
medical  records  documenting  disclosure  or  refuting  the  con- 
cealment of  information  known  to  the  physician  but  not  re- 
layed to  the  patient,  will  be  very  important  in  his  or  her 
defense. 

Wrongful  life 

In  Nelson  v Krusen  the  Texas  Supreme  Court  also  consid- 
ered a claim  asserted  by  the  parents  on  behalf  of  Mark 
Ashley  Nelson,  the  child  born  with  Duchenne  muscular  dys- 
trophy. Mark’s  asserted  cause  of  action  for  having  been  born 
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mentally  or  physically  handicapped  was  treated  separately 
from  that  for  damages  sought  by  his  parents  for  the  ex- 
penses of  his  care  and  treatment. 

In  essence,  Mark's  complaint  stated  that  if  his  parents  had 
been  properly  informed  of  the  likelihood  of  his  genetic  defect, 
he  would  never  have  been  born.  The  court  added  that".  . . 
nothing  Dr  Krusen  could  have  done.  . .would  have  provided 
Mark  with  an  unimpaired  life"  (8).  The  Supreme  Court  elected 
to  follow  the  majority  of  other  states  which  have  considered 
such  claims  and  declined  to  recognize  a cause  of  action  for 
“wrongful  birth."  The  Nelson  opinion  states,  “Our  judicial  sys- 
tem is  not  willing  to  assess  damages  in  a wrongful  life  case 
because  such  assessment  must  compare  the  relative  mone- 
tary values  of  an  impaired  existence  and  nonexistence"  (9). 

A.  HEALTHY  CHILDREN 

Texas  courts  also  have  been  asked  by  parents  to  award 
damages  to  defray  unanticipated  expenses  of  rearing  a 
healthy  child  born  after  an  unsuccessful  sterilization  proce- 
dure. In  Sutkin  v Beck  the  Dallas  Court  of  Appeals  reaffirmed 
existing  Texas  case  law  which  holds  that  parents  may  not 
recover  such  expenses  because  . .the  intangible  benefits 
to  parents  outweigh  their  economic  loss  in  rearing  and  edu- 
cating a healthy,  normal  child"  (10).  The  fundamental  objec- 
tion to  speculating  ".  . .as  to  the  quality  of  life  and  as  to  the 
pluses  and  minuses  of  parental  mind  and  emotion”  (1 1 ) ap- 
parently overcomes  even  the  possibility  that  a defendant 
physician  may  escape  liability  for  the  consequences  of  his  or 
her  negligent  conduct. 

B.  INFORMED  CONSENT  REQUIREMENTS 

The  Texas  Supreme  Court  has  established  that  a physician 
has  a duty  to  provide  information  known  to  him  or  her  to  an 
expectant  mother  about  any  increased  risk  of  delivering  a 
child  who  may  suffer  birth  defects.  The  physician  who  fails  to 
provide  this  information  as  the  basis  of  an  expectant  mother’s 
decision  to  carry  the  fetus  to  term  may  be  required  to  reim- 
burse the  child’s  parents  for  the  extra  costs  of  caring  for  and 
treating  that  deformed  or  impaired  child. 

The  Texas  Medical  Disclosure  Panel  is  required  by  law  to 
evaluate  all  medical  and  surgical  procedures  and  to  deter- 
mine which  do  and  which  do  not  require  some  written  disclo- 
sure of  risk  to  the  patient  (12).  The  panel  then  must  compile  a 
list  of  procedures  which  require  written  disclosure  (List  A) 
and  a list  of  procedures  which  require  no  written  disclosure 
(List  B)  of  risk  to  obtain  an  informed  consent  from  the  patient. 
In  Peterson  v Shields  the  Texas  Supreme  Court  held  that  for 
those  procedures  which  have  not  yet  been  evaluated  and 
placed  on  either  list,  the  physician’s  duty  will  be  . .to  dis- 
close all  risks  or  hazards  which  could  influence  a reasonable 
person  in  making  a decision  to  consent  to  the  procedure”(1 3). 

At  this  time,  vaginal  delivery  and  delivery  by  cesarean  sec- 
tion appear  on  List  B (no  written  disclosure  required).  If  there 
is  conflict  between  the  provisions  of  article  4590i  as  inter- 
preted in  Peterson  and  the  duty  imposed  by  the  courts  in 
Jacobs  v Theimer  and  Nelson  v Krusen , it  has  not  yet  been 
directly  resolved.  The  Medical  Disclosure  Panel  has  deter- 
mined that  childbirth  requires  no  written  disclosure  of  risk  to 
the  patient  (the  mother)  as  a prerequisite  to  obtaining  an  in- 


formed consent.  That  determination  does  not  seem  to  en- 
compass a possible  requirement  of  written  disclosure  of  risk 
for  an  unborn  child  who  may  suffer  birth  defects.  Obviously, 
such  risks  could  not  be  listed  separately  in  advance  by  the 
panel,  since  they  would  depend  on  the  health  and  genetic 
makeup  of  each  set  of  parents.  Since  nothing  in  the  statute 
which  established  the  Medical  Disclosure  Panel  prevents  a 
physician  from  making  whatever  written  or  oral  disclosures 
he  or  she  thinks  are  appropriate  to  an  expectant  mother,  it 
would  seem  not  only  prudent  but  advisable  for  a physician  to 
adjust  such  advice  according  to  the  medical  condition  and 
needs  of  each  patient. 

Conclusion 

Physicians  should  make  an  effort  consistent  with  current 
medical  standards  to  ascertain  if  a child  might  be  born  with 
birth  defects.  If  tests  and  examinations  indicate  such  a possi- 
bility, the  expectant  mother  should  be  provided  with  relevant 
information  so  that  she  has  an  opportunity  to  decide  whether 
or  not  to  terminate  the  pregnancy.  Where  feasible,  the  physi- 
cian should  seek  the  consent  of  the  expectant  mother  to  con- 
sult with  the  expectant  father  on  the  course  of  action  the 
expectant  parents  wish  to  take.  Texas  courts  will  hear  a 
timely  suit  by  the  parents  of  a child  born  with  birth  defects  in 
which  they  seek  to  recover  expenses  reasonably  necessary 
for  the  care  and  treatment  of  their  child's  physical  impair- 
ment. However,  Texas  courts  do  not  recognize  the  separate 
claim  for  damages  of  a child  born  with  birth  defects  based 
upon  his  or  her  very  existence;  i.e.,  "wrongful  life.”  Nor  have 
the  Texas  courts  awarded  damages  to  parents  for  the  birth  of 
a normal,  healthy  child  born  following  a negligently  per- 
formed sterilization  procedure.  In  all  cases,  physicians  should 
document  the  care  provided  to  expectant  mothers,  the  dis- 
closure of  risk  made  to  the  parent(s),  and  the  reasons  for 
such  disclosures. 

Michael  G.  Young,  JD 

TMA  Attorney 
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Presidential  wrap-up: 

Dr  Davis  calls  on  physicians  to  act 


Milton  V.  Davis,  MD,  a Dallas  thoracic  surgeon,  this  month 
brings  to  a close  his  term  as  1 18th  president  of  the  Texas 
Medical  Association.  Forthright  in  his  ideas  and  opinions, 
this  longtime  Association  member  and  leader  is  known 
throughout  Texas  for  his  stance  on  third  party  reimburse- 
ment and  the  need  for  physician  membership  and  involve- 
ment in  both  state  and  national  medical  organizations.  His 
positions  on  these  two  issues  are  understandable  when  one 
considers  his  involvement  in  organized  medicine  through 
the  years.  Dr  Davis  joined  the  Association  in  1945.  During 
the  course  of  his  membership  he  has  chaired  the  TMA 
Council  on  Constitution  and  Bylaws  and  the  Council  on  Tax 
Financed  Health  Care  Programs.  He  served  as  vice  speaker 
and  speaker  of  the  House  of  Delegates  from  1975  to  1981. 
He  also  participated  on  the  Texas  Medical  Professional  Lia- 
bility Insurance  Study  Commission  which  was  created  by 
the  Texas  Legislature  in  1975  to  investigate  the  professional 
liability  insurance  crisis.  A month  before  he  would  leave 
office,  Dr  Davis  discussed  his  impressions  of  the  presidency 
with  Texas  Medicine. 


Texas  Medicine:  Dr  Davis,  what  were  your  expectations  as 
you  came  into  office  and  has  your  tenure  been  what  you  had 
expected? 

Dr  Davis:  To  some  degree  it  has  been  what  I’d  expected. 

Like  so  many  other  Texas  doctors,  I have  done  a fair  amount 
of  council  and  committee  work  and  worked  with  the  House  of 
Delegates  for  a number  of  years.  All  of  these  activities  of- 
fered considerable  insight  into  the  association.  I fully  ex- 
pected to  find  it  impossible  to  do  all  of  the  things  I would  like 
to  do  within  a brief  year  as  president.  In  that  regard,  my  ex- 
pectations have  been  right  on  the  mark.  I had  especially 
hoped  to  see  an  increased  awareness  of  the  importance  of 
participation  in  the  American  Medical  Association.  Maybe 
this  will  come  to  pass  in  the  future. 

Texas  Medicine:  As  you  came  into  office,  you  were  very 
concerned  about  the  two-way  communication  between  TMA 
headquarters  and  leadership  and  grass  roots  membership. 

Dr  Davis:  I still  am.  One  of  the  things  that  impresses  me  as  a 
senior  elected  volunteer  is  the  degree  to  which  doctors  in  the 
field  and  even  medical  society  officials  and  officers  do  not 
feel  satisfactorily  communicated  with.  Sometimes  they  seem 
to  feel  they  are  not  given  enough  attention.  In  this  regard, 
they  may  be  correct. 

Texas  Medicine:  Do  you  feel  you  have  been  successful  in 
bettering  the  two-way  communication  between  leadership 
and  members? 


Dr  Davis:  One  thing  that  I have  done  to  contribute  to  im- 
proved communication  is  visiting  members.  And  yet,  I have 
only  visited  those  county  medical  societies  and  those  spe- 
cialty societies  which  have  extended  an  invitation.  Doctors 
have  suggested  that  the  president  visit  all  of  the  county  so- 
cieties. I would  have  liked  to  do  this,  but  it  just  isn’t  possible 
for  one  person.  Perhaps  our  other  officers  and  our  Execu- 
tive Board  members  might  share  some  of  these  opportun- 
ities to  establish  closer  communication  with  our  far-flung 
membership. 

Texas  Medicine:  Turning  to  another  area  of  your  presidency, 
do  you  feel  that  TMA  is  more  involved  now  in  national  leg- 
islation and  working  closely  with  the  American  Medical 
Association? 

Dr  Davis:  I feel  that  we  should  be  even  more  involved  in 
national  legislation;  and,  we  need  to  work  much  more  closely 
with  AMA.  It  has  been  a tremendous  disappointment  to  me 
that  we  have  more  than  4,000  TMA  members  who  do  not 
also  belong  to  AMA.  When  I ask  “Why?”  and  members  re- 
spond by  saying  “What  did  AMA  ever  do  for  me?”  it  is  all  that 
I can  muster  not  to  be  shattered.  In  his  inaugural  speech, 
President  John  F.  Kennedy  said,  “Ask  not  what  your  country 
can  do  for  you,  but  ask  what  you  can  do  for  your  country.” 

Our  doctors  could  do  very  well  to  adopt  this  attitude. 

Becoming  more  involved  in  national  legislation  and  par- 
ticipating with  AMA  are  one  and  the  same.  Even  though  we 
maintain  an  excellent  relationship  with  our  27  congressmen 
and  two  senators  from  Texas,  each  has  but  one  vote  in  his 
respective  legislative  body.  What  we  need  is  a good  relation- 
ship between  doctors  and  legislators  and  between  the  public 
whom  doctors  serve  and  legislators  across  the  country. 

If  we  did  away  with  the  AMA  completely,  there  would  be  an 
immediate  need  and  movement  to  put  something  else  in  its 
place.  I think  it  better  to  work  with  the  organization  that  we 
have  and  to  strive  continually  to  improve  it.  We  could  exert 
more  influence  if  we  had  more  TMA  members  who  were  also 
AMA  members  and  would  attend  AMA  meetings. 

Texas  Medicine:  A year  ago,  key  issues  confronting  medi- 
cine involved  cost  containment,  government  intervention  in 
medicine,  medical  liability,  new  technologies,  and  competi- 
tion in  health  care  delivery.  Would  you  add  any  new  issues  to 
the  list? 

Dr  Davis:  All  of  these  issues  still  confront  medicine.  All  are 
becoming  increasingly  important  and  the  degree  to  which  we 
have  addressed  each  leaves  much  to  be  desired. 

I wouldn’t  add  a new  issue,  but  will  note  a new  circum- 
stance. We  have  always  had  to  deal  with  health  planners, 
collectivists,  social  planners,  and  others  who  have  tried  dili- 
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gently  to  do  away  with  fee-for-service,  individual  one-on-one 
patient  service  by  doctors  and  replace  it  with  some  kind  of  a 
system  that  would  be  presumably  more  ‘‘organized."  In  the 
past,  these  groups  never  had  a political  power  base.  They  do 
now  through  senior  citizens. 

The  elderly  in  our  country  are  exerting  more  political  influ- 
ence every  day.  Because  of  their  political  potential  they  are 
forcing  changes  in  health  care  and  medical  practice  which 
have  never  been  politically  acceptable  or  possible  before. 
Specifically  they  are  talking  about  price  controls,  rigid  limita- 
tions on  access,  and  other  measures  that  cannot  help  but 
affect  quality  adversely. 

Texas  Medicine:  Throughout  your  tenure  you  have  focused 
on  the  indemnity  concept  of  reimbursement.  Do  you  think 
your  efforts  to  promote  this  form  of  reimbursement  have 
been  successful? 


Dr  Davis:  The  association  is  becoming  more  active  in  na- 
tional legislative  affairs.  The  chairman  of  the  US  House  Ways 
and  Means  Committee,  the  Honorable  Mr  Rostenkowski,  has 
given  us  plenty  to  worry  about  with  his  Medicare  amend- 
ments which  would  impose  price-fixing,  would  deprive 
doctors  of  hospital  staff  privileges  if  they  do  not  accept  as- 
signment on  100%  of  cases,  and  would  require  hospitals  to 
police  this  effort.  This  has  been  much  more  effective  than 
anything  I have  done  to  get  doctors  to  wake  up  during  this 
year  of  my  tenure.  These  proposals  have  not  passed  yet,  but 
TEFRA  and  DRGs  have! 

Within  the  state  we  have  begun  to  express  appreciation  to 
effective  state  senators  and  representatives  through  local 
groups  of  physicians  and  spouses. 

Texas  Medicine:  What  priorities  do  you  feel  remain  to  be 
accomplished? 


Dr  Davis:  In  one  way  they  have.  Ten  months  ago,  there  were 
very  few  people  in  TMA  who  really  appreciated  the  degree  to 
which  the  system  design  and  the  administrative  mechanism 
of  reimbursement  and  paying  fees  and  hospital  costs  actually 
affects  the  quality,  the  access,  and  the  availability  of  health 
care.  I think  many  more  members  now  do  recognize  this. 

Most  agree  that  our  primary  objective  is  to  achieve  and  main- 
tain high  quality  health  care  which  is  accessible  to  all.  In  our 
review  of  the  indemnity  mode  of  reimbursement,  we  have 
come  upon  some  axioms  that  seem  to  withstand  controversy 
and  debate  and  may  well  stand  the  test  of  time. 

Included  among  these  are: 

1 . Current  methods  of  cost  containment  are  not  working 
very  well. 

2.  Current  methods  of  quality  assurance  and  utilization 
review  are  quite  expensive  and  could  work  a great  deal 
better.  Utilization  review  has  almost  forsaken  quality  for  cost 
containment. 

3.  When  any  plan,  whether  it  be  government  or  private, 
pays  all  the  cost,  sets  the  fees,  or  sets  maximum  allowable 
fees,  this  effectively  removes  the  patient  and  the  family  from 
virtually  all  decision-making.  This  is  not  good. 

Conversely,  if  individual  patients,  specific  private  health 
care  plans,  and  government  health  plans  converted  to  a sys- 
tem which  does  not  purport  to  pay  all  costs  but  pays  specified 
amounts  for  given  services,  this  would  relieve  all  plans,  both 
government  and  private,  of  the  excessive  administrative  bur- 
den of  determining  what  those  costs  ought  to  be.  In  addition, 
it  would  involve  the  patient  and  family  in  decision-making  re- 
garding quality,  propriety  of  service,  propriety  of  facility,  and 
location  of  health  care  and  service  delivery. 

Texas  Medicine:  What  strides  do  you  feel  were  made  during 
your  tenure  as  president? 


Dr  Davis:  From  a personal  standpoint,  I guess  I need  to  pay 
a lot  more  attention  to  my  family  and  personal  business.  Both 
have  done  without  me  during  this  period.  Family  and  busi- 
ness associates  have  supported  me  generously  in  all  re- 
spects, but  it’s  probably  time  to  pass  the  baton  to  the  next 
fellow  and  start  plowing  my  own  ground  for  a while. 

With  regard  to  association  priorities,  I would  like  to  see 
the  association  change  from  a contemplative,  voluntary 
association  of  professionals,  into  an  action  group  for  the  pre- 
servation of  the  principles  which  we  hold  dear.  Also,  our  or- 
ganizational structure  needs  to  be  examined  with  an  eye 
toward  its  ability  to  support  ongoing  action  activity. 
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Texas  Medicine:  Do  you  feel  you  have  gained  any  new  per- 
spectives on  medicine? 

Dr  Davis:  I think  I have  learned  more  than  I would  like  to 
learn  about  how  so  many  physicians  in  all  age  groups  feel 
they  can  practice  medicine  without  much  in  the  way  of  asso- 
ciations with  an  association  or  with  their  colleagues.  I would 
like  to  be  able  to  say  that  all  the  troops  in  the  field  understand 
the  problems.  I’m  afraid  they  don't. 

Texas  Medicine:  How  about  perspectives  on  the 
association? 

Dr  Davis:  What  I said  about  the  association's  basic  organiza- 
tional structure  is  quite  true.  It  may  be  that  our  membership 
does  not  want  us  to  become  an  action  organization.  Cer- 
tainly, we  are  not  at  this  time.  However,  if  we  are  going  to 
address  ourselves  to  the  problems  which  confront  us,  I think 
we  probably  need  to  make  some  changes — maybe  we  will. 

Texas  Medicine:  Will  you  miss  the  immediacy  of  serving  as 
president? 

Dr  Davis:  Yes  and  no.  In  this  past  year  I have  rarely  spent 
more  than  two  days  per  week  attending  to  my  private  prac- 
tice. It  was  one  of  the  few  things  about  this  office  that  I was 
able  to  predict  accurately  ahead  of  time.  On  the  other  hand,  I 
think  it  would  be  a good  idea  to  get  back  to  my  own  affairs.  As 
far  as  missing  the  office,  this  too  is  a two-edged  sword.  There 
is  tremendous  respect,  and  even  love,  for  the  office  and 
mostly  for  the  people  who  occupy  the  office  that  will  always 
be  cherished.  Appropriately,  it  should  be  passed  on  to  others 
and  will  be. 

Texas  Medicine:  Would  you  offer  any  advice  to  your 
successor? 

Dr  Davis:  I know  my  successor  very  well  personally.  He  pos- 
sesses the  qualifications  for  the  job  without  question.  The 
only  advice  that  I would  give  him  is  that  he  accept  all  invita- 
tions to  visit  our  members  in  the  field  whenever  possible, 
since  this  may  be  one  of  the  most  important  activities  of  the 
office  of  the  president. 

Texas  Medicine:  If  you  were  given  one  wish,  what  would  you 
wish  for  Texas  physicians? 

Dr  Davis:  I wish  they  were  more  aware  of  the  absolute  ne- 
cessity of  belonging  to  the  federation  of  medicine  at  all  levels. 
What  we  can  do  as  individuals  is  pitifully  little.  What  we  can 
do  as  a county  society  or  a state  association  without  acting  in 
concert  with  doctors  from  all  over  the  country  is  pitifully  little. 
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So  many  of  our  members  are  quick  to  criticize — why  didn’t 
we  do  something  about  some  regulation  handed  down  by  the 
Social  Security  people  for  Medicare  patients,  or  why  didn’t 
we  do  this,  that,  or  the  other,  about  Medicaid.  The  fact  is  that 
everything  we  are  able  to  accomplish  is  the  result  of  a strong 
affiliation  with  a reasonably  strong  national  group  which  we 
all  should  make  stronger  by  membership,  participation,  and 
support. 


Are  you  treating 
alcoholism  as  a 
primary  disease? 


We  are: 

We  provide  a comprehensive  program  to  treat 
alcoholism  and  chemical  dependency  as  pri- 
mary illnesses. 

• MEDICAL — Physician  monitors  course 
of  treatment 

• PSYCHOLOGICAL— Daily  individual 
and  group  counseling 

• PHYSICAL — Support  by  licensed 
dietician  and  physical  therapist 

• AA/AL-ANON  Involvement  and 
aftercare  program 


Accredited  by  J.C.  A.H.  • Call  for  more  information: 
24-Hour  Line  • Toll  Free  in  Texas  1-800-292-6159 


Call  Collect  512-238-4222 

La  Hacienda 
Treatment  Center 


P.O.  Box  1 Hunt,  Texas  78024 
(near  Kerrville) 
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Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Trans-Texas  Leasing  • 9330  LBJ  Freeway,  Suite  635  • Dallas,  Texas  75243 
1-800/442-6158  214/699-9494  (Tarrant  County  and  District  13) 

North  Park  Lincoln  Mercury  • 9207  San  Pedro  • San  Antonio,  Texas  78216  • 512/341-8841 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/981-3591 


Volume  80  May  1984 


79 


DEATHS 


P.L.  Allen 

Platt  Livingston  Allen,  MD,  a Weatherford  family  physician, 
died  Dec  30, 1 983.  Dr  Allen,  76,  was  an  honorary  member  of 
the  Texas  Medical  Association  and  had  served  several  terms 
as  president  of  the  Parker  County  Medical  Society. 

He  was  born  in  St  Louis  and  was  a 1 930  graduate  of  Baylor 
College  of  Medicine.  In  1 932  Dr  Allen  began  his  practice  in 
Weatherford.  During  World  War  II  he  served  as  a major  in  the 
US  Army. 

Surviving  family  members  include  his  wife,  Jo  Kincannon 
Allen,  Weatherford;  sons,  Platt  L.  Allen,  Jr,  Fort  Worth;  and 
G.  Louis  Allen,  Austin;  and  six  grandchildren. 

D.K.  Beach 

Diane  Kay  Beach,  MD,  assistant  professor  of  pathology  at 
Texas  Tech  University  Health  Science  Center  (TTUHSC), 
died  Dec  1 9, 1 983.  She  was  36. 

Born  in  Upland,  Calif,  Dr  Beach  was  a 1 968  graduate  of 
The  University  of  Texas  at  Austin  and  a 1 972  graduate  of 
Southwestern  Medical  School  at  Dallas.  She  served  an 
internship  and  residency  at  St  Paul  Hospital,  Dallas,  and 
completed  a graduate  fellowship  at  the  Veterans  Adminis- 
tration Hospital  in  Dallas.  She  became  a member  of  the 
TTUHSC  staff  five  years  ago. 

She  is  survived  by  her  mother,  Kay  Beach,  Lubbock;  fa- 
ther, Paul  Beach,  Phoenix;  and  brother,  Paul  Allen  Beach, 
Atlanta,  Ga. 

J.M.  Butera 

James  Michael  Butera,  MD,  a longtime  Houston  physician, 
died  Jan  12,  1984. 

Dr  Butera,  71 , a Houston  native,  received  his  medical  de- 
gree from  Tulane  University  School  of  Medicine  in  1935.  Fol- 
lowing an  internship  at  Jefferson  Davis  Hospital  in  Houston, 
Dr  Butera  began  his  family  practice  there. 

During  World  War  II  he  served  as  a captain  in  the  Army 
Medical  Corps. 

Surviving  family  members  include  his  wife,  Peggy  Evans 
Gude  Butera;  daughters,  Louise  M.  Maida,  Rosalie  C.  Smith, 
and  Marian  J.  Camarato;  sons,  James  M.  Butera,  Jr,  Joseph 
M.  Butera,  Michael  A.  Butera,  and  Paul  J.  Butera;  stepdaugh- 
ter, Cynthia  Gude;  brother,  John  Butera;  sisters,  Kathryn 
Pinto,  Donia  Mazzola,  and  Sadie  Montalbano;  and  1 1 grand- 
children, all  of  Houston. 

J.W.  Carter,  Jr 

James  William  Carter,  Jr,  MD,  68,  died  Jan  13, 1984.  Dr 
Carter  had  practiced  obstetrics  and  gynecology  in  San  An- 
tonio since  1950. 

Born  in  El  Paso,  he  was  graduated  from  The  University  of 
Texas  Medical  Branch  at  Galveston  in  1 940.  After  an  intern- 
ship at  M&S  Hospital  in  San  Antonio,  Dr  Carter  served  in  the 
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US  Air  Force.  He  then  completed  a four-year  residency  at  the 
Mayo  Clinic  in  Rochester,  Minn,  before  returning  to  San 
Antonio. 

He  is  survived  by  his  wife,  Claire  Carter  Carter,  San  An- 
tonio; sons,  James  W.  Carter  III,  San  Antonio;  Gilbert  B.  Car- 
ter, MD,  Santa  Cruz,  Calif;  and  Russell  H.  Carter,  Chicago; 
daughter,  Penny  Carter,  Houston;  brothers,  Odis  Carter  and 
Gilbert  Carter,  both  of  El  Paso;  and  four  grandchildren. 

R.R.  Eckert 

Robert  Randolph  Eckert,  MD,  56,  Castroville,  died  Jan  7, 
1984.  Dr  Eckert  opened  his  office  of  family  practice  in  Cas- 
troville in  1955. 

Born  in  San  Antonio,  he  attended  Trinity  University  and 
The  University  of  Texas  at  Austin  before  entering  UT  Medi- 
cal Branch  at  Galveston.  Graduation  in  1953  was  followed 
by  an  internship  at  the  US  Public  Health  Service  Hospital, 
Galveston. 

During  World  War  II,  Dr  Eckert  served  in  the  US  Navy. 

He  is  survived  by  his  daughters,  Ellyn  Mefford,  Rich- 
ardson; Nancy  Heaton,  Uvalde;  and  Becky  Eckert,  Waco; 
sons,  Richard  Eckert,  Galveston;  and  Edward  R.  Eckert, 
Austin;  sister,  Margaret  Mandry,  San  Antonio;  and  one 
grandson. 

J.T.  Miller,  Jr 

John  T.  Miller,  Jr,  MD,  a longtime  Lubbock  psychiatrist,  died 
Dec  6, 1984.  He  was  59. 

Dr  Miller,  a native  of  Texico,  NM,  was  a 1 948  graduate  of 
Texas  Tech  University  and  a 1953  graduate  of  The  University 
of  Texas  Medical  Branch  at  Galveston.  He  remained  at  the 
medical  branch,  serving  his  internship  and  residency  in  neu- 
rology and  psychiatry.  He  moved  to  Lubbock  in  1957.  He  had 
a private  psychiatric  practice  there  for  27  years  and  was  a 
clinical  associate  professor  at  Texas  Tech  University  School 
of  Medicine. 

Survivors  include  Dr  Miller’s  wife,  Nelma  Pugh  Miller;  and 
mother,  Vonnie  Miller,  both  of  Lubbock;  sons,  Tom  Miller, 
Lubbock;  and  Paul  Miller,  Caracas,  Venezuela;  daughters, 
Ann  Jorgensen,  Panama  City,  Panama;  and  Evelyn  Bonar, 
Austin;  brother,  Timothy  Miller,  Santa  Fe,  NM;  and  sister, 
Hariette  Collins,  Shardon,  Ohio. 

W.M.  Miller 

Will  M.  Miller,  MD,  an  honorary  member  of  Texas  Medical 
Association  and  past  president  of  the  Navarro  County  Medi- 
cal Society,  died  Dec  18, 1983.  Dr  Miller,  83,  had  served  as 
director  of  the  Corsicana-Navarro  County  Health  Department 
for  42  years. 

Dr  Miller  was  born  in  Corsicana  and  attended  Austin  Col- 
lege in  Sherman.  In  1 929  he  was  graduated  from  Baylor 
College  of  Medicine.  He  then  opened  his  practice  at  the  Col- 


TEXAS  MEDICINE 


gin  Clinic  in  Waco,  but  moved  to  Corsicana  in  1931 . During 
World  War  I,  Dr  Miller  served  in  the  US  Navy. 

He  is  survived  by  his  wife,  Margaret  Hardwick  Miller,  Cor- 
sicana; daughter,  Margaret  Rose  Butler,  Huntsville,  Ala;  son, 
Thomas  A.  Miller,  Raleigh,  NC;  brother,  Paul  Miller,  Cor- 
sicana; and  five  grandchildren. 

A.T.  Stewart 

Allen  T.  Stewart,  MD,  a past  president  of  the  Texas  Medical 
Association,  died  Dec  30, 1983.  Dr  Stewart,  92,  had  been  a 
Lubbock  resident  since  1924.  He  retired  from  his  medical 
practice  in  1 973,  six  months  short  of  50  years  of  service. 

A native  of  Sherman,  he  received  a bachelor  of  arts  degree 
from  Austin  College  in  1 91 2,  and  his  medical  degree  from 
The  University  of  Texas  Medical  Branch  in  1 922.  Dr  Steward 
served  as  president  of  the  Texas  Association  of  Obstetricians 
and  Gynecologists  in  1 945,  president  of  TMA  in  1 952,  and 
was  named  a TMA  member  emeritus  in  1 965.  In  1 953  Dr 
Stewart  was  honored  by  the  Texas  Selective  Service  System 
for  1 5 years  of  unpaid  service  as  a medical  adviser. 

Survivors  include  his  wife,  Marie  Connell  Stewart,  Lub- 
bock; son,  Allen  T.  Stewart,  Jr,  Ann  Arbor,  Mich;  daughters, 
Sara  Sue  McWilliams  and  Rachel  Morrison,  both  of  Denver; 
sister,  Josephine  Priest,  Austin;  stepdaughter,  Beth  McBeth, 
Plainview;  eight  grandchildren;  and  nine  great-grandchildren. 

R.J.  Stroble,  Jr 

Rosser  Joseph  Stroble,  Jr,  MD,  a retired  Rockwall  family  phy- 
sician, died  Dec  21 , 1 983.  He  was  73. 

Dr  Stroble  was  born  in  Meridian,  Miss,  and  attended 
Tulane  University.  He  received  his  medical  degree  from 
Tulane  University  School  of  Medicine  in  1 942,  and  then  inter- 
ned at  Scott  and  White  Hospital  in  Temple.  Dr  Stroble  moved 
to  Rockwall  in  1958,  having  acquired  Rockwall  Medical  & 
Surgical  Clinic-Hospital.  He  practiced  there  until  his  retire- 
ment in  1978. 

Surviving  family  members  include  his  wife,  lone  Davis 
Stroble,  Rockwall;  sons,  Rosser  Joseph  Stroble  III,  Vidor, 

Tex;  Michael  Farrell  Stroble,  Sr,  Austin;  and  Charles  Patrick 
Stroble,  MD,  Ocean  Springs,  Miss;  daughters,  Linda  Kay 
Morgan,  Rockwall;  and  Nita  Sharon  Johnston,  Dallas;  broth- 
ers, Charles  Bernard  Stroble,  Shawnee  Mission,  Kan;  Leo 
Ralph  Stroble,  San  Destin,  Fla;  and  William  Andrew  Stroble, 
Tylertown,  Miss;  sister,  Yvonne  Cecila  Lopez,  Covington,  La; 
and  five  grandchildren. 

K.J.  Wharram 

Kenneth  J.  Wharram,  MD,  a Nocona  family  physician,  died 
Dec  28, 1983,  at  age  68. 

A native  of  Painesville,  Ohio,  Dr  Wharram  was  a 1 937 
graduate  of  Ohio  University  and  a 1941  graduate  of  Ohio 
State  University  College  of  Medicine.  His  internship  was  at 


Springfield  City  (Ohio)  Hospital.  After  service  in  the  US  Navy 
during  1942-1946,  Dr  Wharram  moved  to  Harlingen  where 
he  practiced  until  1955.  He  then  practiced  in  Lockney,  Tex, 
before  moving  to  Nocona. 

Surviving  family  members  include  his  wife,  Pauline  Davis 
Wharram,  Nocona;  daughters,  Kay  Johnson  and  Nancy 
Johnson,  both  of  Cleburne,  Tex;  sons,  Andy  Wharram,  David 
Wharram,  and  Craig  Wharram,  all  of  Las  Vegas;  and  Stephen 
Wharram,  Wichita  Falls;  and  17  grandchildren. 

R.R.  White  III 

Raleigh  R.  White  III,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  Jan  1 , 1 984.  Dr  White,  69,  was  the 
son  of  the  co-founder  of  Scott  and  White  Clinic  and  Hospital 
in  Temple. 

A Temple  native,  Dr  White  was  graduated  from  Rice  Uni- 
versity in  1 935  and  from  Tulane  University  School  of  Medi- 
cine in  1 939.  He  served  an  internship  at  Scott  and  White  in 
1 940  and  was  granted  a fellowship  in  surgery  at  the  Mayo 
Clinic  in  1 943.  During  World  War  II,  Dr  White  served  as  a 
captain  in  the  US  Army  in  the  South  Pacific.  During  1 945- 
1 946  he  was  chief  of  general  surgery  at  Tripler  General  Hos- 
pital in  Hawaii. 

Dr  White  was  a past  president  of  the  Western  Surgical 
Association,  Southern  Society  of  Clinical  Surgeons,  Texas 
Surgical  Society,  Southwest  Chapter  of  the  American  Col- 
lege of  Surgeons,  and  the  12th  District  Medical  Society.  He 
had  served  as  vice  president  of  the  Scott  and  White  board  of 
trustees  and  was  on  the  editorial  board  of  Postgraduate 
Medicine. 

He  is  survived  by  his  wife,  Allene  Barr  White,  Temple;  son, 
Raleigh  R.  White  IV,  MD,  Temple;  daughters,  Diane  White 
Delisi,  Temple;  and  Mary  Alice  White  Fifield,  Houston;  sister, 
Mary  Alice  Ciullo,  Ocalla,  Fla;  and  six  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


P.  L.  ALLEN 

Weatherford,  1907-1983 

D.  K.  BEACH 
Lubbock,  1947-1983 

J.  M.  BUTERA 
Houston,  1912-1984 

J.  W.  CARTER,  JR 
San  Antonio,  1915-1984 


R.  R.  ECKERT 
Castroville,  1927-1984 

J.  T.  MILLER,  JR 
Lubbock,  1923-1984 

W.  M.  MILLER 
Corsicana,  1900-1983 

A.  T.  STEWART 
Lubbock,  1891-1983 


R.  J.  STROBLE,  JR 
Rockwall,  1910-1983 

K.  J.  WHARRAM 
Nocona,  1915-1983 

R.  R.  WHITE  III 
Temple,  1914-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ .Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  (512)477-6704. 


In  the  TMA  Library 

Altaras  J:  Radiologic  Atlas  of  the  Colon  and  Rectum.  Bal- 
timore, Urban  & Schwarzenberg,  1984. 

Beck  K:  Color  Atlas  of  Laparoscopy,  ed  2.  Philadelphia,  W.B. 
Saunders  Company,  1984. 

Bondeson  WB,  Engelhardt  HT  Jr,  Spicker  SF,  et  al  (eds): 
Abortion  and  the  Status  of  the  Fetus.  Boston,  D.  Reidel  Pub- 
lishing Company,  1983. 

Bray  GP,  Clark  GS  (eds):  A Stroke  Family  Guide  and  Re- 
source. Springfield,  III,  Charles  C Thomas,  1984. 

Chang  WHJ  (ed):  The  Breast:  An  Atlas  of  Reconstruction. 
Baltimore,  Williams  & Wilkins,  1984. 

Cooley  DA:  Techniques  in  Cardiac  Surgery,  ed  2.  Phila- 
delphia, W.B.  Saunders  Company,  1984. 

Crawford  JS,  Morin  JD  (eds):  The  Eye  in  Childhood.  New 
York,  Grune  & Stratton,  1983. 

Dawson  A,  Simon  RA  (eds):  The  Practical  Management  of 
Asthma.  Orlando,  Fla,  Grune  & Stratton,  Inc,  1984. 

Dirckx  JH:  The  Language  of  Medicine— Its  Evolution,  Struc- 
ture, and  Dynamics,  ed  2.  New  York,  Praeger  Publishers, 
1983. 

Doudera  AE,  Peters  JD  (eds):  Legal  and  Ethical  Aspects  of 
Treating  Critically  and  Terminally  III  Patients.  Ann  Arbor, 
Mich,  AUPHA  Press,  1982. 

Engelstein  JM  (ed):  Cataract  Surgery.  Current  Options  and 
Problems.  Orlando,  Grune  & Stratton,  1984. 

Ernst  C,  Angst  J:  Birth  Order— Its  Influence  on  Personality. 
New  York,  Springer- Verlag,  1983. 


Freudberg  F:  Herpes— A Complete  Guide  to  Relief  & Reas- 
surance. Philadelphia,  Running  Press,  1982. 

Glasspool  MG:  Atlas  of  Ophthalmology.  Baltimore,  University 
Park  Press,  1982. 

Grimaldi  PL,  Micheletti  JA:  Diagnosis  Related  Groups.  A 
Practitioner’s  Guide.  Chicago,  Pluribus  Press,  1983. 

Leigh  H (ed):  Psychiatry  in  the  Practice  of  Medicine.  Menlo 
Park,  Calif,  Addison-Wesley  Publishing  Company,  1983. 

Ma  P,  Armstrong  D:  The  Acquired  Immune  Deficiency  Syn- 
drome and  Infections  of  Homosexual  Men.  Yorke  Medical 
Books,  Technical  Publishing,  1984. 

Margolese  RG  (ed):  Breast  Cancer.  New  York,  Churchill 
Livingstone,  1983. 

Miezio  PM:  Parenting  Children  with  Disabilities.  A Profes- 
sional Source  for  Physicians  and  Guide  for  Parents.  New 
York,  Marcel  Dekker,  Inc,  1983. 

Rose  FC  (ed):  The  Eye  in  General  Medicine.  Baltimore,  Uni- 
versity Park  Press,  1983. 

Rudolph  R,  Noe  JM:  Chronic  Problem  Wounds.  Boston, 

Little,  Brown  and  Company,  1983. 

Shaw  MW,  Doudera  AE  (eds):  Defining  Human  Life— Medi- 
cal, Legal,  and  Ethical  Implications.  Ann  Arbor,  Mich, 

AUPHA  Press,  1983. 

Somerville  EW:  Displacement  of  the  Hip  in  Childhood.  New 
York,  Springer- Verlag,  1982. 

Walker  Jl:  Psychiatric  Emergencies— Intervention  and  Res- 
olution. Philadelphia,  J.B.  Lippincott,  1983. 

Wolman  BB,  Strieker  G (eds):  Handbook  of  Family  and  Mari- 
tal Therapy.  New  York,  Plenum  Press,  1983. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


WILLIAM  R.  McKENNA,  MD 

Diplomate.  American  Board  of  Allergy  and  Immunology 
2121  Pease  St..  Suite  2-E.  Harlingen,  TX  78550;  512  425-9240 
Branch  Offices: 

222  E.  Ridge.  Suite  117.  McAllen,  TX  78503;  512  686-3705 

844  Central  Blvd..  Suite  200,  Brownsville,  TX  78520;  512  541-1561 


Anesthesiology 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


DRS.  TALMAGE  & HAY.  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Clinics 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  <&  Immunology 
Fellow,  AAA,  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive.  Suite  855, 
Houston,  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  <S  Psychological 
Testing 

Behavioral  Analysis 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick.  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle.  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost.  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303,  Dallas.  Texas  75230 
214  661-7770 


CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
lack  Schwade.  MD.  FACC.  FACP 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camv,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley.  MD 
Charles  S.  Wnite  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton.  MD 
David  A.  Haymes.  MD 
Joe  H.  Sample.  Jr..  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  o’.  Internal  Medicine. 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck,  Clinic  Coordinator 


1107  Doctors  Drive,  Tyler,  Texas  75701 
214  592-6635 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  436,  Fort  Worth  76109 
817  731-7222 


SLEEP  DISORDERS  CENTER 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350,  Houston,  Texas  77055 

713  973-NITE 


Todd  J.  Swick,  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

Jack  D.  Van  Campen,  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan,  MD 

Cardiology 

Irvin  J.  Saron,  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  240,  Houston,  Texas  77055 

713  973-3400  . 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 


Dermatology 


DAVID  R.  WEAKLEY.  MD.  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 


Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 
blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 
arrows.) 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 


Jeffrey  Brown,  MD,  Director-Endocrinologist 

Ilene  Kreuser,  RN,  CPNP,  Program  Coordinator/Educator 


Diagnostic  Radiology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson.  MD,  FACP 
Steven  Dorlman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


ZAVEN  H.  CHAKMAKJIAN.  MD 

Diplomate,  American  Board  of  Internal  Medicine 
and  Endocrinology /Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 
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ERIC  A.  ORZECK,  MD.  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


W.  DENNIS  STRIPLING.  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <S  Diabetes 

122  W.  Colorado  Blvd,  #208.  Dallas.  Texas  75208; 

214  948-8664 


JAIME  H.  CASTRO.  MD 

Diplomate,  American  Board  of  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue,  Fort  Worth,  Texas  76106;  817  625-6253 
7505  Glenview  Drive.  Fort  Worth,  Texas  76118;  817  625-6254 


KENNETH  D.  GLASS.  MD.  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd..  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


ADRIAN  E.  FLATT,  MD.  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Gastroenterology  Nephrology 


CECIL  O.  PATTERSON,  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 
214  358-2545 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main.  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


General  Surgery 


Neurological  Surgery 


JACK  STERN.  MD,  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER.  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS 
B.  Ward  Lane,  MD,  FACS 
John  W.  Winter.  MD,  FACS 
Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane.  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


Hand  Surgery 


L.  LEE  LANKFORD.  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave„  Suite  450.  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

801-803  West  Terrell.  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders,  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


DRS.  CHERRY,  LONG  <&  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS,  FACS 
John  V.  Coon,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 
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EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson.  MD.  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  E.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-lnvasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN.  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401.  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN.  MD,  MPH.  FACS,  PA 

Diplomate  American  Board  oi  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUST  AT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston, 
Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia,  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman,  MD 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge.  Bellaire.  Texas  77401 
Telephone  713  666-4224 
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HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower.  Suite  220,  1550  West  Rosedale. 

Fort  Worth.  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights.  MD 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo.  MD.  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


SOUTHWEST  RETINA  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso,  Texas  79902;  915  532-3912 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  R.  Dan  Loyd,  MD 

Dan  R.  Sutherland,  MD  Huntley  G.  Chapman,  MD 

John  B.  Gunn,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116. 

Dallas,  Texas  75230;  214  661-7010 


DAVID  I.  TASKER.  MD,  FACS 
Subspecialty:  Contact  Lenses 

Branch  Offices: 

4499  Medical  Dr.  #123,  San  Antonio  512  690-8181 
1012  C Street.  Floresville  512  393-2551. 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building.  Suite  106. 

800  East  30th  Street.  Austin  78705 

Temple  Eye  Clinic,  3103  Scott  Blvd..  Temple  76501 

1-800-252-3437 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <&  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220,  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO.  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL.  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  <&  JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texas;  817-335-4316 

Louis  J.  Levy.  MD,  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey.  MD,  PA 


3704  20th  Street,  Suite  A.  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd.  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 

Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


3702  20th  Street.  Suite  B.  Lubbock,  Texas  79410 
Telephone  806  797-9666 

CLICK — the  Sound  of  Saving  a Life. 

Order  waiting  room  poster  from  TMA 
Communication  Department,  today! 

. . . Another  service  of  your  association 
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Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar.  MD 
Dorothy  Patras.  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fori  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRESBYTERIAN  HOSPITAL  OF  DALLAS 
Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy, 
Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison,  MD,  Director,  Physical  Medicine 
8200  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-7454 


Plastic  Surgery 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  oi  the  American  Board  oi  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  641-2245 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400.  Houston.  Texas  77030;  713  795-5930 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Complete  Anatomical  & Clinical 
Laboratory  Pathology 


Wilson  G.  Brown,  MD 
S.  Joseph  Skinner,  MD 
Robert  H.  McNeely,  MD 
Elaine  V.  Shalek,  MD 
Edward  T.  Kott,  MD 
Jack  S.  Garland,  MD 
John  R.  Thomas,  MD 


Enrique  vanSanten,  MD 
R.  Dudley  Kov,  MD 
Humberto  A.  Lara,  MD 
Gerard  W.  del  Junco,  Jr.,  MD 
William  M.  Olson,  MD 
Gary  L.  Hollingsworth,  MD 
Joe  G.  Ford,  MD 
Louis  R.  Reveley,  MD 


220  Park  Plaza  Professional  Building 

1213  Hermann  Dr.,  Houston,  Texas  77004  (713)  527-5230 

165  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77030  (713)  527-5234 

102  Plaza  Del  Oro  Professional  Building 

7800  Fannin,  Houston,  Texas  77054  (713)  527-5384 

Mailing  containers  and  pickups  in  Houston  area  provided  on  request 

I.  S.  WILKENFELD.  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 


Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva.  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons.  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 

Main  Lab:  711  W.  38lh  Street — Suite  C-ll.  Austin.  Texas  78705 
Mailing  Address:  P.O.  Box  4865,  Austin,  Texas  78765 
Telephone:  512  452-2529 

Oliice  Pickup  Service  in  Austin  Area 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston,  Texas  77030;  7§5-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  ol  Surgery  and  Plastic  Surgery 

Aesthetic  <&  Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg..  800  Eighth  Avenue.  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD.  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 


1001  W.  Rosedale.  P.O.  Box  2476,  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608.  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801.  San  Antonio.  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <5  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


JACK  L.  CONLEE,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


TMA  Forum  on  Medical  Issues 

. . . Another  service  oi  your  association 
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STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645.  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III.  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout.  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 

ROBERT  E.  HAZLEWOOD.  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  R.  Baker,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
Joel  A.  Holiner,  MD 


William  R.  Lynch,  MD 
Claude  R.  Nichols.  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas.  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane.  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road,  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


Jerry  M.  Lewis,  MD 

John  G.  Looney,  MD 

Doyle  I.  Carson,  MD 

Kathleen  B.  Erdman.  MD 

Keith  H.  Johansen,  MD 

Don  C.  Payne,  MD 

James  K.  Peden,  MD 

Mark  J.  Blotcky,  MD 

Charles  G.  Markward.  MD 

L.  Dwight  Holden,  MD 

Byron  L.  Howard.  MD 

Paul  M.  Hamilton,  MD 

Roy  H.  Fanoni.  MD 

Mark  P.  Unterberg,  MD 

William  W.  Estabrook,  III.  MD 

Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Psychiatric 

Hospital 

4600  Samuell  Blvd.,  Dallas.  Texas 

Telephone  381-7181 

RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate.  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hili  Lane.  Dallas,  Texas  75231;  214  696-0964 

TMA  Memorial  Library 

. . . Another  service  of  your  association 


Psychiatry  & Neurology 

STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


Pulmonary  Diseases 


John  R.  Burk.  MD.  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

800  Fifth  Avenue,  Suite  504,  Fort  Worth.  Texas  76104;  817  332-7273 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Medical  Films,  Video  Tapes  and  Slides 

. . . Another  service  of  your  association 


90 


TEXAS  MEDICINE 


Radiology 


Urology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  oi  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdori,  MD 
Ira  N.  Hollander,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Thoracic  Surgery 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  oi  the  American  Board  oi  Urology 
Fellow  oi  the  American  College  oi  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D retner,  MD,  PA 

Diplomates  oi  American  Board  oi  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230,  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


ALLAN  L.  GRAHAM.  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY,  MD.  FACS 

Diplomates  American  Board  oi  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104:  332-7878 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  oi  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway.  Suite  207,  Proiessional  Plaza  3.  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408,  Plano.  Texas  75075;  214  867-3928 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404.  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


KIRBY  B.  TARRY,  MD.  FACS 

Diplomate,  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois.  Midland.  Texas  79701 
915  687-4553 


BERNARD  R.  JACK,  MD.  PA.  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


SUSHIL  M.  SETHI,  MD,  FRCS  (C) 

Diplomate  American  Board  oi  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery 

1400  South  Main,  Suite  409,  Fort  Worth,  Texas  76104 
Phone:  817  334-0623;  Answered  24  hours. 


Representing  the  Profession 


. . . Another  service  of  your  association 


w support  m 

THE  HOME  TEAM. 


Buy  An  Olympic  Coin. 

Coins  can  be  purchased  through 
your  local  post  office  and  at  partici- 
pating banks  and  coin  dealers  across 
the  country.  Or,  write  to:  U S.  Mint, 
Olympic  Coin  Program,  PO.  Box 
6766,  San  Francisco,  CA  94101 

* (*/  tm  |_  a Olympic  Organizing  Committee M-i 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Mernmac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steef,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


GENERAL  SURGEON  AND  OB/GYN  for  eight  member  multi-specialty 
group.  Located  in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island 
beach,  several  colleges  and  a major  medical  center.  Salary  negotiable 
first  year.  Partnership  second  year  if  mutually  desirable.  Excellent 
benefits.  Contact  San  Benito  Medical  Association,  P.O.  Drawer  642,  San 
Benito,  Texas  78586;  512  399-2443. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians.  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine Excellent  workinq  conditions.  Fee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TIRED  OF  BIG  CITY  PRACTICE?  Move  to  Ranger,  Texas  where  oppor- 
tunities are  good  for  a family  practice  physicians.  Call  collect:  1-817- 
647-1182. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


URGENTLY  REQUIRE  FAMILY  PHYSICIAN  to  take  over  busy  practice 
from  retiring  physician  in  a group  setting.  Located  in  prosperous  small 
town  30  miles  from  central  Dallas.  Physician  good-will  available.  Con- 
tact: David  Ellis,  MD,  101  N.  Houston  Street,  Kaufman,  Texas  75142; 
214  932-2141. 


FAMILY  PRACTITIONER  WANTED— Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  9l5  267-6361  or  800  262-7361  Texas  only. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  posit;ons  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,.  Texas  75234;  214 
869-0255. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


UROLOGIST  NEEDED — WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas,  77057.  For  outside  Texas  call  800 
231-7578. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED— Modern  42  bed  progressive 
hospital  district.  Rural  community  in  South  Central  Texas  with  easy 
access  to  metro  areas;  excellent  hunting  and  fishing.  Office  space 
available.  Contact  Harold  Boening,  Administrator,  Otto  Kaiser  Memorial 
Hospital,  Rt.  1,  Box  450,  Kenedy,  Texas  78119,  512  583-3401. 


DALLAS  AND  NORTHEAST  TEXAS— EMERGENCY  PHYSICIANS.  Imme- 
diate openings  available  in  established  ACEP  oriented  group.  Posi- 
tions available  in  emergency  departments  and  free-standing  ambula- 
tory care  clinics.  Flexible  scheduling,  fee-for-service  with  guarantee, 
malpractice  insurance.  Contact  Brenaa  Lancaster.  EmCare,  3600  Gas- 
ton Avenue,  Dallas,  Texas  75246,  or  call  214  823-6850. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 
713  496-7777. 


SAN  ANTONIO:  Family  practice/emergency  medicine.  Immediate  open- 
ing in  minor  emergency  center  operating  14  hours  per  day.  Salary  and 
fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  6311  Bay  Meadows, 
San  Antonio,  Texas  78224;  phone  512  661-4891. 


ASSOCIATE  IN  FAMILY  PRACTICE:  Active  practice  in  suburban  Rosen- 
berg, Texas,  20  minutes  from  Houston.  Full  family  services,  immediate 
care  for  minor  emergencies,  with  x-ray  and  lab  within  clinic.  Excellent 
hospital  facilities.  Send  resume  to  1002  Wilson  Drive,  Rosenberg,  Texas 
77471. 


GENERAL  INTERNIST  NEEDED  to  join  busy  small  group  in  Houston 
environs.  450  bed  fully  equipped  hospital  across  street  from  office. 
Salary  with  bonus  initially,  then  partnership.  Send  CV  to  Ad-451, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  WANTED  to  join  active  surgeon,  small  northeast 
Texas  city  with  good  hospitals,  many  other  specialists.  Board  certifica- 
tion necessary.  Present  surgeon  near  retirement,  seeks  associate  who 
would  share  present  practice  while  developing  his  own,  eventually  take 
over.  Contact  Ad-452,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


STUDENT  HEALTH  PHYSICIAN  with  family  medicine  experience.  Modern 
clinic,  East  Texas  recreational  area,  10.5  month  year  plus  annual  vaca- 
tion and  university  holidays.  Texas  license  required.  Clinic  hours 
Monday-Friday,  8:00-5  00,  no  calls  or  night  work.  Contact  Foy  Varner, 
MD,  P.O.  Box  13058,  SFASU,  Nacogdoches,  Texas  75962;  409  569-4008. 
EO/AAE. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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TEXAS  MEDICINE 


GENERAL  PRACTITIONER:  Dynamic  growing  community  in  West  Texas 
needs  an  energetic  physician  to  associate  with  a modern,  lull-service, 
JGAH  accredited  hospital.  Excellent  first  year  income  guarantee  office 
rent,  staff  salary  assistance,  and  practice-building  support  Will  assist 
in  locating  office  space  near  hospital  and  well  traveled  areas  Com- 
munity offers  wide  variety  of  recreational,  cultural  and  educational 
activities,  along  with  low  real  estate  costs  and  taxes.  Excellent  future 
for  growth  and  financial  success.  For  immediate  consideration  call 
collect:  Patricia  Fitzsimmons,  Director  of  Physician  Recruitment,  Summit 
Health  Ltd.,  4070  Laurel  Canyon  Btvd.,  Studio  City,  California  91604. 
818  985-8386. 


POSITIONS  AVAILABLE;  Seeking  board  certified  or  board  eligible  cardi- 
ologist, oncologist,  and  general/vascular  surgeon  to  join  eight  mem- 
ber multispecialty  clinic  in  San,  Antonio  Texas.  Send  CV  to  Mr  Robert 
J.  Knapp,  Administrator,  124  Dallas  Street,  San  Antonio,  Texas  78205. 


CLINICAL  CARDIOLOGIST — Treat  heart  diseases  with  emphasis  on 
invasive  and  interventional  cardiology.  Perform  coronary  and  peri- 
pheral vascular  angioplasties,  electropnysiological  studies  and  cardiac 
catherizations.  Diagnose  arrythmias  using  enaocardial/epicardial  map- 
ping techniques  and  conduct  clinical  research  to  improve  techniques 
and  expand  use  of  angioplasty  to  treat  cardiovascular  diseases.  Salary; 
$50,000  per  year  for  40  hour  work  week.  Requirements:  MD  degree  in 
medicine,  three  years  residency  in  internal  medicine,  one  year  ex- 
perience in  position  offered  or  two  years  six  months  experience  in 
clinical  and  research  cardiology  including  six  months  in  coronary 
and  peripheral  angioplasty,  six  months  in  cardiac  electrophysiological 
studies-endocardial/epicardial  mapping,  and  one  year  in  cardiac 
catherization.  Apply  at  the  Texas  Employment  Commission,  Houston, 
Texas,  J.O.  #3474851,  or  send  resume  to  the  Texas  Employment  Com- 
mission, TEC  Building,  Austin,  Texas  78778,  J.O.  #3474851.  Ad  paid 
by  an  equal  employment  opportunity  employer. 


TEXAS  DEPARTMENT  OF  CORRECTIONS:  Opportunities  for  physicians 
in  correctional  institutions.  Texas  license  required.  Office  space  pro- 
vided; salary  plus  benefits.  Contact  Glynda  J.  Baker,  Health  Services 
Division,  P.O.  Box  99,  Huntsville,  Texas  77340,  or  call  409  295-6371  ext 


GENERAL  INTERNIST  WANTED  to  associate  with  two  other  internists. 
Small,  multi-specialty  group.  Gulf  Coast  area.  Prefer  experienced  in- 
dividual with  strong  background  in  primary  care  and  geriatric  medicine. 
Generous  first-year  package  including  $72,000  salary  plus  bonus  based 
on  productivity.  Reply  with  curriculum  vitae  to  Raymond  T.  Torp,  MD, 
3027  N.  Richmond  Road,  Wharton.  Texas  77488,  409  532-2440. 


EMERGENCY  CONSULTANTS,  INC.  is  now  reviewing  applications  for 
full-time  and  part-time  opportunities  in  Texas  beginning  July  1,  1984, 
with  limited  opportunities  available  now.  Competitive  hourly  rates! 
Malpractice  insurance  provided;  directorships  available.  Call  today 
for  more  information:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Suite  126,  Traverse  City,  MI  49684;  1-800-253-1795,  or  in  Michigan 
1-800-632-3496. 


TEXAS:  IMMEDIATE  FULL-TIME  position  in  hospital  affiliated  family 
practice  clinic.  Located  north  of  Dallas.  Attractive  hours  and  guaran- 
teed hourly  compensation.  Malpracitce  insurance  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Suite  126, 
Traverse  City,  MI  49684;  1-800-253-1795,  or  in  Michigan  1-800-632-3496. 


OCCUPATIONAL  MEDICINE  PHYSICIAN — MD  with  training  or  ex- 
perience in  occupational  or  industrial  medicine  needed  for  established 
occupational  medicine  practice.  Duties  will  include  pre-employment 
physicals,  executive  physicals,  treatment  of  on-job  injuries.  Spanish 
speaking  desirable,  but  not  required.  Send  CV  and  salary  require- 
ment to:  Harold  N.  Cooper,  MD,  Medical  Director,  Occupational  Medi- 
cal Clinic  of  San  Antonio,  2200  McCullough,  San  Antonio,  Texas  78212. 


DALLAS/FORT  WORTH:  Physicians  wanted  for  locums  tenens  in  FP, 
ER,  health  clinics  on  full  or  part-time  basis.  Malpractice  covered, 
flexible  hours,  good  locations  and  remuneration.  Call  Kathy  Snyder, 
214  442-2424  or  214  442-5446  after  6 pm  or  write  Snyder  & Associates, 
P.O.  Box  1057,  Wylie,  TX  75098. 


FAMILY  PRACTICE  MD  to  join  3 man  group  in  medium  sized  town  in 
NE  Texas.  BE/BC,  US  trained.  Guaranteed  salary  followed  by  partner- 
ship if  desired.  65  bed  well-equipped  hospital.  Contact  Leon  Cotten, 
MD,  P.O.  Box  28,  Atlanta,  Texas  75551  or  phone  214  796-4133. 


NEEDED  IN  SUNNY  SOUTH  TEXAS,  cardiologist,  board  qualified  or 
certified  with  training  in  echocardiography.  Also  needed  neurologist, 
ENT  and  oncologist.  Nice  medium  size  community,  close  to  Gulf  coast 
beaches.  Developing  medical  area.  Good  hospital  facilities.  All  in- 
quiries acknowledged.  Medical,  P.O.  Box  3560,  South  Padre  Island, 
Texas  78597. 


WANTED:  FAMILY  PRACTICE  PHYSICIAN  Texas  Gulf  Coast.  Office 
space  available  in  medical  building.  May  supplement  income  in  occu- 
pational medicine  clinic  if  desired.  Trade  area  18,000  to  20,000,  ap- 
proximately 50  miles  Houston  and  Galveston,  adjacent  to  several 
chemical  complexes.  New  165-bed  hospital  under  construction.  Please 
reply  to  Ad-459,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Midland, 
Texas  to  provide  medical  services  to  patients  including  pediatrics, 
ob/gyn,  minor  surgery,  geriatrics  and  psychiatry.  Comprehensive 
medical  services  for  members  of  family  on  continuing  basis.  Examine 
patients;  elicit  and  record  information  about  patients'  health,  order  or 
execute  various  tests  and  x-rays  on  patients'  condition.  Analyze,  report 
and  diagnose  condition,  administer  treatments  and  medications.  Vac- 
cinate patients  to  imfnunize  them  from  communicative  disease.  Refer 
patients  to  specialists  when  necessary.  Should  have  training  of  one 
ear  internship  and  thiee  years  family  practice  residency  Salary 
40,000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  Midland,  Texas  or  send  resume  to  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3384756.  Ad  paid 
by  an  equal  employment  opportunity  employer. 


RADIATION  ONCOLOGIST  NEEDED  to  work  for  another  physician  in 
McAllen,  Texas  to  diagnose  and  treat  malignant  lesions  of  patients 
with  cancer  using  x-rays  and  radioactive  substances.  Examine  internal 
structures  and  functions  of  organ  systems,  making  correlation  of  x-ray 
findings  with  other  exams  and  tests.  Physician  will  establish  protocol, 
design  and  diagnosis  of  radiation  therapy  treatment  for  patients. 
Treat  malignant  internal  and  external  growths  by  exposure  to  radiation 
from  x-rays,  high  energy  sources,  and  natural  and  man-made  radioiso- 
topes directed  at  or  implanted  in  affected  areas  of  body.  Must  have 
two  years'  experience  in  radiation  oncology,  be  board  certified  in 
radiology,  have  completed  internship,  three  year  residency  and  two 
year  fellowship  in  radiotherapy  oncology.  Salary  $50,000  per  year; 
40  hours  per  week.  Apply  at  the  Texas  Employment  Commission, 
McAllen,  Texas  or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin,  Texas  78778,  J.O.  #3383857.  Ad  paid  for  by  an 
equal  employment  opportunity  employer. 


BOARD  CERTIFIED  PSYCHIATRIST  urgently  needed  at  VA  Medical 
Center,  Kerrville,  Texas.  This  is  a 295-bed  GM&S  facility  with  a 120-bed 
nursing  home  under  construction.  Kerrville  offers  a healthful  climate, 
diversified  leisure  activities,  excellent  schools,  and  all  the  amenities 
of  country  living  with  easy  access  to  San  Antonio.  Contact  Dr.  Robert 
A.  Morse,  Chief  of  Staff,  VA  Medical  Center,  Kerrville,  Texas  78028, 
or  phone  512  896-2020,  ext  112. 


ASSOCIATE  DEAN — Texas  Tech  University  School  of  Medicine  is  ac- 
cepting applications  for  the  position  of  associate  dean  and  assistant 
to  the  vice  president  for  the  Regional  Academic  Health  Center  in 
El  Paso,  Texas.  The  Texas  Tech  University  School  of  Medicine  is  a 
new  and  growing  multi-campused  school  with  its  main  campus  in 
Lubbock,  Texas.  The  El  Paso  Regional  Center  is  one  of  four  clinical 
teaching  centers  providing  undergraduate,  graduate,  and  continuing 
medical  education.  The  associate  dean  and  assistant  to  the  vice  presi- 
dent (El  Paso)  serves  as  the  representative  of  the  dean  and  is  re- 
sponsible for  all  matters  affecting  the  operation  and  management  of 
the  medical  school  in  El  Paso.  A candidate  for  this  position  should 
have  a strong  administrative  background,  the  ability  to  work  effec- 
tively with  the  community,  and  be  an  experienced  academic  physician 
with  the  qualifications  for  a professorial  appointment  in  an  appropriate 
clinical  department.  Applications  will  be  accepted  until  May  31,  1984. 
Direct  applications  witn  curriculum  vitae  and  the  names  of  three 
references,  or  letters  of  inquiry  to  Stuart  M.  Polly,  MD,  Chairman, 
Associate  Dean  Search  Committee,  4800  Alberta  Avenue,  El  Paso, 
Texas  79905.  Equal  opportunity  employer. 


EMERGENCY  PHYSICIAN  NEEDED  IMMEDIATELY.  Internist  or  family 
practitioner.  Texas  license  required.  Emergency  clinic  backed  by  in- 
ternists. Prefer  full  time  physician.  Guarantee  $70,000  with  incentives 
and  benefits.  Highly  potential  position.  Submit  CV  to  Ad-462,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


UVALDE,  EMERGENCY  DEPARTMENT  director  and  staff  positions 
needed  for  the  local  hospital  that  supports  a community  of  35,000 
throughout  the  city  and  country.  The  emergency  department  has  a 
medium  volume  which  increases  in  the  summer  due  to  tourist  activi- 
ties. Uvalde  is  one  of  the  most  picturesque  and  beautiful  small  cities 
in  Texas.  Located  on  U.S.  Highway  90,  halfway  between  San  Antonio 
78  miles  to  the  east  and,  Del  Rio  on  the  Mexican  border  90  miles  to 
the  west.  Physicians  interested  in  these  positions  should  contact 
Chuck  Arnecke,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


THE  TEXAS  DEPARTMENT  OF  HEALTH  is  recruiting  to  fill  a vacancy 
for  Bureau  Chief,  Adult  Health  Services.  Prefer  applicant  with  well- 
rounded  administrative  and  solid  clinical  background.  Must  be  board 
certified  in  either  preventive  medicine,  internal  medicine,  or  family 
practice  with  three  years  of  experience  in  public  health,  preventive 
medicine,  family  practice,  or  combination  thereof.  A master's  degree 
in  public  health  from  an  approved  school  of  public  health  may  sub- 
stitute for  board  certification.  Salary:  $53,500  annually,  plus  R&R  and 
board  certification  pay.  Please  submit  curriculum  vitae  to  Clift  Price, 
MD,  Associate  Commissioner  for  Personal  Health  Services,  Texas  De- 
partment of  Health,  1100  West  49th,  Austin,  Texas  78756,  telephone 
512  458-7321.  Applications  accepted  through  5 pm,  June  14,  1984.  An 
equal  opportunity  employer. 


PHYSICIAN — Opportunity  for  excellent  rural  practice  near  large  city. 
Prefer  GP,  FP,  FPS,  GPS.  Send  vitae  to  First  Health  Affiliates,  P.O. 
Box  12373,  Dallas,  Texas  75225. 


BOARD  CERTIFIED  GENERAL  SURGEON  urgently  needed  at  VA 
Medical  Center,  Kerrville,  Texas.  This  is  a 295-bed  GMc&S  facility  with 
a 120-bed  nursing  home  under  construction.  Kerrville  offers  a healthful 
climate,  diversified  leisure  activities,  excellent  schools,  and  all  the 
amenities  of  country  living  with  easy  access  to  San  Antonio,  Texas. 
Contact  Dr.  Robert  A.  Morse,  Chief  of  Staff,  VA  Medical  Center,  Kerr- 
ville, Texas  78208,  or  phone  512  896-2020,  ext.  112.  Texas  has  no  state 
income  tax. 


NEEDED:  FULL  TIME  EMERGENCY  MEDICINE,  Texas  Gulf  Coast. 
Rotate  between  low  and  moderate  volume  hospital.  Very  flexible 
scheduling.  Few,  if  any,  weekends.  Elaine  Mantooth,  MD,  18140  Bal 
Harbour  Drive,  Houston,  Texas  77058;  713  333-3568. 


MD  WANTED  DESIRING  an  8-5  work  schedule,  five  days  a week,  all 
weekends  and  holidays  free  in  an  occupational  medicine  practice  with 
opportunity  for  private  practice  if  desired.  Prefer  experience  in  minor 
ER  duties  and  some  radiology  experience.  If  interested  call  214  630-6213 
or  send  resume  to  Primary  Medical  Center,  3150  Iron  Ridge  St.,  Dallas, 
Texas  75247. 


SHARE  CALL  WITH  TWO  BOARD  CERTIFIED  family  physicians:  no 
OB  or  surgery.  Small  modern  hospital  close  to  clinic,  quick  referral  to 
Fort  Worth-Dallas  when  necessary.  Chance  to  practice  good  medicine 
and  have  time  for  your  family.  Guaranteed  salary,  then  partnership. 
Help  with  relocation.  Hardy  Morgan,  MD,  P.O.  Box  310,  Hico,  Texas, 
817  796-4225. 


WEST  TEXAS — Small  West  Texas  town  and  hospital  desperately  in 
need  of  family  practice  physician.  Extremely  nice  hospital  and  brand 
new  medical/dental  office  presently  unutilized  due  to  retirement  of 
elderly  physician.  Hospital  board  very  willing  to  work  with  your  terms. 
Make  inquiries  Lo:  Physician  Recruitment  Committee,  c/o  Jimmie  D. 
Brown,  DDS,  P.O.  Drawer  600,  McCamey,  Texas  79752. 


FULL  AND  PART  TIME  PHYSICIANS  for  emergency  services  with  grow- 
ing provider.  Excellent  compensation  and  growth  opportunity  for 
selected  physicians.  Call  or  write:  Recruiter,  Coastal  Emergency  Ser- 
vices, P.O.  Box  169146,  Irving,  Texas  75063;  214  258-5038. 


TEXAS  VICTORIA,  emergency  physicians  for  new  hospital  medical 
center.  This  progressive  city  of  75,000,  25  miles  from  the  Gulf  coast 
offers  opportunities  that  include  hunting,  fresh  and  salt  water  fishing, 
boating,  water  skiing,  etc.  Must  have  two  years  experience  in  ER 
work  or  be  board  eligible  or  certified  in  family  practice,  surgery  or 
internal  medicine.  Excellent  pay.  For  details  contact:  Chuck  Arnecke, 
Emergency  Physicians  Associates,  604  Richmond  Avenue,  San  Antonio, 
Texas  78215;  512  222-0746. 
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TEXAS,  ORANGE:  Emergency  department  staff  physician  for  205-bed 
hospital.  Quiet  rural  setting  on  the  Sabine  River.  18,000  ED  visits.  Ex- 
cellent compensation.  Contact  Medical  Networks,  Physician  Resources, 
toll  free  1 -800-23 1 -0223  or  call  collect  inside  Texas  713  999-4353;  or  write 
P.O.  Box  4448,  Houston,  Texas  77210. 


PEDIATRICIAN,  INTERNAL  MEDICINE,  general  surgery,  orthopedics: 
Medical  office  building  to  be  constructed  adjacent  to  hospital.  Practice 
opportunities  available  in  newly  formed  multispecialty  group  or  will 
assist  in  starting  solo  practice.  Contact  Administrator,  Haltom  General 
Hospital,  2919  Markum  Drive,  Fort  Worth,  Texas  76117;  817  831-0311. 

FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Pasa- 
dena, Texas  to  provide  medical  services  to  patients  including  pedi- 
atrics, ob/gyn,  minor  surgery,  internal  medicine,  and  geriatrics.  Com- 
rehensive  medical  services  for  members  of  family  on  continuing  basis, 
xamine  patients;  elicit  and  record  information  about  patients'  health; 
order  or  execute  various  tests  and  x-rays  on  patients'  condition. 
Analyze,  report  and  diagnose  condition;  administer  treatments  and 
medications.  Vaccinate  patients  to  immunize  them  from  communicative 
disease.  Refer  patients  to  specialists  when  necessary.  Must  have  one 
year  internship  and  six  months'  experience  in  family  practice.  Salary 
$40,000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  Pasadena,  Texas  or  send  resume  to  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3494166.  Ad 
paid  for  by  an  equal  employment  opportunity  employer. 

GENERAL  PRACTITIONER  NEEDED  to  work  for  another  physician  in 
Mineral  Wells,  Texas  to  provide  medical  services  to  patients  including 
pediatrics,  obstetrics/gynecology,  surgery  and  internal  medicine.  Com- 
rehensive  medical  services  for  members  of  family  on  continuing  basis, 
xamine  patients;  elicit  and  record  information  about  patients'  con- 
dition. Analyze,  report  and  diagnose  condition;  administer  treatments 
and  medications.  Vaccinate  patients  to  immunize  them  from  communi- 
cative disease.  Refer  patients  to  specialists  when  necessary.  Must 
have  one  year  internship  and  three  years'  residency.  Salary  $40,000 
per  year;  40  hours  cer  week.  Apply  at  the  Texas  Employment  Com- 
mission, Mineral  Wells,  Texas  or  send  resume  to  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3474776.  Ad 
paid  for  by  an  equal  employment  opportunity  employer. 

NEUROLOGIST  NEEDED  TO  WORK  in  an  Imaging  Center  to  diagnose 
and  treat  organic  diseases  and  disorders  of  nervous  system  for 
patients.  Order  and  study  results  of  chemical,  microscopic,  biological 
and  bacteriological  analyses  of  patient's  blood  and  cerebro-spinal 
fluid  to  determine  nature  and  extent  of  disease  or  disorder.  Identify 
presence  of  pathological  blood  conditions  or  parasites  and  prescribe 
and  administer  medications  and  drugs.  Order  and  study  results  of 
electroencephalograms  or  x-rays  to  detect  abnormalities  in  brain  wave 
patterns  or  indications  of  abnormalities  in  brain  structure.  Advise 
patient  to  contact  neurosurgeon  when  need  for  surgery  is  indicated. 
One  must  have  at  least  one  year's  experience  in  digital  angiography 
and  CT  tomography.  Must  have  Texas  medical  license  and  be  board 
certified  in  neurology.  Must  have  completed  internship  training  and 
neurology  residency,  as  well  as  have  two  years'  experience  in  neuro- 
logy. Salary  $50,000  per  year;  40  hours  per  week.  Apply  at  the  Texas 
Employment  Commission,  TEC  Building,  Austin,  Texas  78778.  J.  O. 
#3474775.  Ad  paid  for  by  an  equal  employment  opportunity  employer. 


CENTRAL  TEXAS:  OPPORTUNITY  for  family  practice  physician  or  in- 
ternist to  join  well-established  family  practice  in  central  Texas  com- 
munity close  to  Houston/Austin.  Hospital,  laboratory,  and  x-ray. 
Partnership  opportunity  with  excellent  professional  and  economic 
growth  potential.  Please  reply  to  Ad-463,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


PROSPEROUS  AND  EXPANDING  MEDICAL  CLINIC  in  Houston's  pres- 
tigious FM1960  area  needs  physicians  to  join  in  the  growth  of  their 
experienced  staff.  This  is  an  excellent  opportunity  to  start  your  own 
practice  with  assistance  and  referrals  from  the  clinic.  Call  Dr.  Don 
Smith  at  713  376-6722. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits.  Hiqhly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham, 
Texas  77833;  409  830-0400. 


ANESTHESIOLOGIST — Board  eligible  with  15  years  anesthesia  exper- 
ience, Texas  license,  desires  to  relocate.  Experience  with  all  types 
anesthesia.  Available  within  reasonable  period  of  time.  Good  recom- 
mendations. Reply  to  Ad-426,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  wants  to  relocate  in  small  town  with  extensive 
surgical  experience.  Willing  to  do  general  practice.  Want  to  be  busy. 
All  offers  considered.  Please  reply  to  AD-429,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701 


WANTED:  LOCUM  TENENS— DIAGNOSTIC  RADIOLOGY.  Texas  raised 
radiology  resident  desires  1-2  weeks  of  locums  preferably  late  June  or 
early  July  (but  flexible).  To  discuss,  inquire,  or  hire  write  to  J.  Martin 
Stewart,  MD,  Mayo  Clinic  (East  2),  Rochester,  MN  55905.  Call  507 
284-2311.  Texas  licensed. 


DIAGNOSTIC  RADIOLOGIST— BOARD  CERTIFIED— available  for  locum 
tenens  coverage  in  southeastern  Texas.  Experience  and  training  in  all 
areas  of  medical  imaging  with  special  expertise  in  ultrasound,  Please 
reply  to  Ad-461,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


FAMILY  PHYSICIAN — Board  certified  and  fellow,  seeks  group  practice. 
Separation  USAF  summer  '84.  Private  practice  fifteen  years,  military 
family  practice  clinic  six  years.  Excellent  health.  Prefer  50  mile  radius 
of  Dallas.  Contact  May  5-18  in  Dallas  at  214  328-1058  or  by  post, 
Lawrence  Bare,  MD,  Box  3027,  APO,  NY  09194. 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


For  Sale  or  For  Rent 


LUFKIN — MEDICAL  OFFICE  CONDOS  for  sale  or  lease  with  option 
to  buy.  Located  between  this  growing  city's  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901. 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  fast  growth  south 
Austin  area.  Must  have  excellent  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
station.  The  latest  in  equipment.  Contact  Katherine  D.  Perkins,  MD, 
512-441-5678. 


OFFICE  SPACE  AVAILABLE  FOR  RENT  OR  LEASE  in  modern  clinic 
adjacent  to  largest  hospital  in  area.  This  space  ideal  for  internist  or 
family  physician  who  desires  to  establish  a large  practice.  Physicians 
presently  in  the  clinic  will  help  newcomer  establish  himself.  This  mod- 
ern clinic  is  located  on  the  upper  Texas  Gulf  Coast  in  large  thriving 
industrial  community.  Good  schools,  good  churches,  unlimited  oppor- 
tunity for  aggressive  person.  For  details  write  Ad-444,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE — 1000  square  feet  office  space.  4 exam  rooms,  private 
office,  business  office,  reception  room  and  kitchen/lab  areas.  Close  to 
TCU  and  hospital  district  in  Fort  Worth,  Texas.  $600  month.  Call  817 
926-4601. 


GOOD  OPPORTUNITY  for  aggressive  Spanish  speaking  doctor.  Very 
low  overhead.  No  part  time  please.  For  further  information  call:  Rudy 
Davila,  512  226-5293,  Davila  Pharmacy,  1110  El  Paso,  San  Antonio, 
Texas  78207. 


FAMILY  PRACTICE  FOR  SALE — Dallas,  new  office  and  equipment. 
Office  including  equipment  $70,000.  Contact  Lisa  at  214  271-5643. 


FOR  SALE — Well  established  general  surgery  practice  in  east  Texas 
community  of  70,000.  Board  certified  or  eligible  surgeon  required. 
Gross  $400,000.  Terms  negotiable.  Available  immediately.  Please  reply 
to  Ad-458,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


LUBBOCK,  TEXAS — SPACE  AVAILABLE  at  large  medical  building  com- 
plex adjacent  to  St  Mary's  Hospital.  Also,  office  condos  for  lease  with 
option  to  buy.  Well  established  multispecialty  practices  are  already 
existing  in  the  complex.  For  further  information,  call  806  793-4677. 


WELL-ESTABLISHED  GENERAL/FAMILY  PRACTICE  CLINIC  in  Pre- 
mont,  Texas.  Fully  equipped.  1500  square  feet.  Lab,  x-rav.  Town  in 
need  of  doctor.  60  miles  southwest  of  Corpus  Christi.  Excellent  gross, 
net.  Quality  experienced  employees  available.  Close  to  hospital 
Contact  Robert  Rodriguez,  MD,  806  379-7888. 


FOR  SALE — MEDICAL  EUILDING.  Two  tenants  on  lease  in  San  Antonio. 
Rest  of  building  has  internal  medicine  practice.  Fully  equipped  labora- 
tory and  x-ray.  Grossing  over  $500,000.  a year.  Desirable  loan  obtain- 
able with  ten  percent  (10%)  down.  Will  sell  building  and  equipment 
for  appraised  value.  Practice  goes  with  the  sale.  Will  stay  and  intro- 
duce. Excellent  location  for  mini  emergency  clinic.  Twenty  years  of 
busy  medical  traffic.  Please  reply  to  Ad-460,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE— CLINIC  IN  RIO  GRANDE  VALLEY  near  Mexico  and  South 
Padre  Island.  Over  1600  sq.  ft.  building  with  equipment.  Take  over 
deceased  physician's  general  practice  established  over  35  years.  Con- 
tact Mrs.  Gloria  Panzer,  909  West  8th  Street,  Weslaco,  Texas  78596  or 
phone  days  512  968-4526,  nights  968-7414. 


FOR  LEASE  OR  SALE — 1,200  square  feet,  completely  and  tastefully 
finished  office.  Located  in  Richardson,  Texas,  close  to  medical  center. 
Call  214  669-3175. 


PEDIATRIC  PRACTICE  FOR  SALE:  Private  practice  in  Houston  satellite 
community.  Large  nice  facilities  shared  with  three  other  pediatricians. 
Good  net  income.  Very  well  established.  Doctor  is  ill.  Financing  very 
favorable  to  buyer.  Contact  B<5PA  at  713  771-5011  or  9888  Bissonnet 
#530,  Houston,  Texas  77036.  (TMH400) 


HOUSTON  AREA  FAMILY  PRACTICE  FOR  SALE:  Well  established, 
busy  practice  with  family/industry  mix.  No  OB.  No  surgery.  Also 
enjoys  excellent  new  patient  flow.  Has  fine  equipment  ana  facilities. 
Contact  B&PA  for  more  information  at  713  771-5011  or  9888  Bissonnet 
#530,  Houston,  Texas  77036.  (TMH386) 


MIDLAND,  TEXAS — Long  established  medical  clinic  building  for  sale. 
Approximately  5,434  square  feet  of  building,  plus  basement.  Designed 
for  a group  of  physicians,  or  can  be  subleased  to  other  professionals. 
Located  across  street  from  hospital,  and  adjacent  to  parking  garage. 
Contact  Charlie  Linebarger,  Broker,  915  699-1234. 


AUSTIN  (ROUND  ROCK)  INTERNAL  MEDICINE  practice  for  sale,  ad- 
jacent to  new  hospital.  Furnishings, /equipment  in  excellent  condition- 
office  also  suitable  for  other  specialties.  Rapidly  growing,  beautiful 
area  with  Austin's  advantages — leaving  for  academia.  Contact  W.  R. 
Davis,  MD,  2300  Round  Rock  Avenue,  Suite  108,  Round  Rock,  Texas 
78664;  512  244-0161  or  244-1388. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  lor  over  ten  years. 
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WRITING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  & Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


PROFESSIONAL  MONEY  MANAGEMENT — Conservative  program  in- 
volving diversitication  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  75%  have  been  achieved  from  the 
disciplined  application  ot  a proven,  time-tested,  computer  developed 
system.  Diversitication  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
recoras  available.  Over  $15  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  otters  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN 
FANCY.) 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES. 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
winter,  spring,  summer.  Approved  lor  18-24  CME  Cat.  1 credits  (AMA/ 
PRA).  Distinguished  professors.  Fly  roundtrip  free  on  Caribbean, 
Mexican,  and  Alaskan  Cruises  Excellent  group  fares  on  finest  ships. 
Registration  limited,  Pre-scheduled  in  compliance  with  present  IRS 
requirements.  Information:  International  Conferences,  189  Lodge  Ave- 
nue. Huntington  Station,  New  York  11746;  516  549-0869. 


CLINIC  ADMINISTRATOR:  To  manage  day-to-day  operation  of  clinic, 
including  the  hiring,  training  and  supervising  of  medical,  nursing  and 
administrative  staffs.  Responsible  for  fee  schedules  and  all  budgetary 
matters.  Must  act  as  liaison  with  other  clinics  and  hospitals.  Respon- 
sible lor  all  purchases  for  clinic  BS  degree  or  equivalent  in  business 
administration  or  science  field  with  pre-med  curriculum,  and  one  vear 
experience  required,  40  hours  per  week;  $2,300  per  month  salary. 
Apply  at  the  Texas  Employment  Commission,  Houston,  Texas,  or  send 
resume  to  the  Texas  Employment  Commission,  TEC  Building,  Austin, 
Texas  78778,  J.O.  #3474902.  Ad  paid  by  an  equal  employment  oppor- 
tunity employer. 


DOCTOR,  YOU  CAN'T  BEAT  THE  QUALITY  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained  and  supervised,  cassette 
and  reel-to-reel  reports.  No  contracts  to  sign.  We  can  arrange  for 
lease/purchase  of  Holter  equipment.  Now  using  UPS  to  insure  faster 
turn-around  time.  Whv  are  you  paying  more  and  getting  less?  DCC 
Interpretation,  313  879-8860. 


ER  PHYSICIAN 

If  you  are  an  experienced  ER  physician,  family  practi- 
tioner, general  surgeon  or  internist,  we  may  have  a 
place  for  you  in  our  ER  group. 

Our  doctors  make  more  than  any  ER  physicians  in  the 
Houston  area  and  we  operate  out  of  comfortable, 
friendly  community  hospitals.  Call  Greater  Houston 
Emergency  Physicians  Associates  at  1 -71 3-861  -7942. 
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TMA 

Texas  Medical  Association 
117th  Annual  Session 

Tarrant  County 
Convention  Center 

Fort  Worth 
May  9-13, 1984 


American  Physicians  Insurance  Exchange  65, 67,  69 

Burroughs  Wellcome  16 

Ciba-Geigy  10,25 

Community  Alimentation  Service  26 

Dallas  Medical  & Surgical  Clinic  and  Hospital  2nd  Cover 

Davenport  X-ray  40 

Diagnostic  Clinic  of  Houston  64 

Eclectic  Systems  20 

Greater  Houston  Emergency  Physicians  Associates  95 

GTE  Telenet  52 

Hermann  Hospital  4 

I.C.  System,  Inc.  47 

Insurance  Corporation  of  America  7 

Janssen  Pharmaceutics  6 

Kelsey-Seybold  Clinic  3rd  Cover 

La  Hacienda  Treatment  Center  78 

Eli  Lilly  and  Company  21 

Med  Center  Bank  36 

Medical  Arts  Clinic  of  Corsicana  25 

The  Medical  Protective  Company  27 

Pfizer  70, 71 

Plaza  Medical  Center  23 

Postgraduate  Medicine  69 

Preferred  Texas  Professionals  24 

Primacare  Inc.  30 

ProNet  Medical  Communications  31 

R-B  Instruments  37 

Roche  Laboratories  1 , 2,  28,  29, 30 

Schick  Shadel  Hospital  67 

Scott  and  White  Clinic  Back  Cover 

Sons  Corporation  65 

E.  R.  Squibb  & Sons,  Inc.  1 1 , 1 2, 1 3, 1 4 

Staff  Leasing  100 

Starlite  Village  Hospital  30 

Texas  Medical  Association 

Memorial  Library  82 

Texas  Medical  Association  Automobile  Lease  Program  79 

Texas  Medical  Association  Insurance  Program  17 

Texas  Medical  Liability  Trust  40, 73 

Timberlawn  Psychiatric  Hospital  Back  Cover 

TIRR,  The  Institute  for  Rehabilitation  and  Research  70 

Torbett-Hutchings-Smith  Memorial  Hospital  2nd  Cover 

Upjohn  72 

Upjohn  Healthcare  Services  10 

U.S.  Army  Reserve  Medical  Corps.  26 

Vivigen  51 

Warm  Springs  Rehabilitation  Hospital  32, 33, 34, 35 

Wyeth  Laboratories  45, 46 


Texas  Physicians  Directory 
Classified  Advertising 


84-91 

92-94 


Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical  Asso- 
ciation of  the  product  or  service  involved. 


Volume  80  May  1984 


95 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


JUNE 

Allergy 

June  1 5-1 7,  1 984  CANCELLED 

ALLERGY  AND  IMMUNOLOGY  APPLIED  TO  PRACTICE.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $225.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  16  hours.  Contact  Marilyn  Rennels, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Emergency  Care 

June  7-8,  1984 

TRAUMA  MANAGEMENT  SYMPOSIUM.  Hyatt  Regency,  Dallas.  Fee 
$75.  Credit  TBA.  Contact  Medical  Education  Office,  Methodist  Hos- 
pitals of  Dallas,  PO  Box  225999,  Dallas,  TX  75265  (214)944-8294 

Family  Medicine 

June  8-9,  1984 

TOPICS  IN  FAMILY  PRACTICE.  Baylor  University  Medical  Center, 
Dallas.  Fee  $1 00;  $60,  Fn  only;  $75,  Sat  only.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  14  hours.  Contact  Barbara  Grayson, 
3500  Gaston,  Dallas,  TX  75246  (214)820-2317 

General  Medicine 

June  2,  1984 

THE  SHORT  (65  cm)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE- 
PRACTICAL  OFFICE  APPLICATIONS.  Baylor  University  Medical 
Center,  Dallas.  Fee  $1 50.  Category  1 , AMA  Physician's  Recognition 
Award;  8 hours.  Contact  Barbara  Grayson,  3500  Gaston  Ave, 

Dallas,  TX  75246  (21 4)820-231 7 

June  8-10,  1984 

DIAGNOSIS  AND  MANAGEMENT  OF  THE  VARIOUS  DISEASES  OF 
AIDS.  Houston,  Fee  $200.  Category  1 , AMA  Physician’s  Recognition 
Award;  AAFP  Prescribed;  1 1 hours.  Contact  Marjorie  Kraft,  Box 
20367,  Houston,  TX  77225  (713)792-4671 

Family  Practice 

June  8-9,  1984 

FAMILY  PRACTICE  SEMINAR.  Baylor  University  Medical  Center, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson,  A.  Webb 
Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214)820-2317 

Ophthalmology 

June  16,  1984 

DEPARTMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES 
ANNUAL  MEETING.  Texas  Tech  University  Health  Sciences  Center, 
Lubbock.  Fee  TBA.  Credit  TBA.  Contact  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 

Orthopedics 

June  8-10,  1984 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  UT  Health 
Science  Center  at  Dallas.  Fee  $300.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  June  Bovill,  Coordinator,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 


June  17-21,  1984 

ARTHROSCOPIC  SURGERY.  Hyatt  Lake  Tahoe,  California.  Fee 
$450;  $300,  residents.  Credit  TBA.  Contact  Jo  Ingram,  Division  of 
Orthopedics,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Otolaryngology 

June  21-23,  1984 

FACIAL  PLASTIC  AND  RECONSTRUCTIVE  SURGERY.  San  Luis 
Hotel,  Galveston.  Fee  $200.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  14  hours.  Contact  Shirley  Arledge,  Course  Coordinator, 
Office  of  Continuing  Education,  UTMB,  Galveston,  TX  77550 
(409)761-2934 

Pediatrics 

June  4-8,  1984 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART.  Mariner’s  Inn,  Hilton  Head  Island,  South  Carolina.  Fee 
$300  ($325  after  March  1 5).  Category  1 , AMA  Physician's  Recogni- 
tion Award;  AAFP  Prescribed;  26  hours.  Contact  Lynne  Tiras,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Texas  Medical  Center,  Houston,  TX  77030  (713)799-6020 

June  14-15,  1984 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESS.  UT  Health  Science  Center  at  Dallas.  Fee  $190, 
physicians;  $135,  other  professionals;  $50,  students.  Category  1, 
AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Gale  Quilter, 
Coordinator,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

June  14-16,  1984 

1 984  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  Child  Health 
Center,  UT  Medical  Branch,  Galveston.  Fee  $1 50.  Category  1 , AMA 
Physician’s  Recognition  Award;  PREP;  AAFP  Prescribed;  15  hours. 
Contact  Gayle  McKay,  Course  Coordinator,  Office  of  Continuing 
Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

June  20,  1984 

NEWER  CONCEPTS  IN  THE  TREATMENT  OF  SHOCK.  UT  Medical 
Branch,  Galveston.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  PREP;  AAFP;  1 hour.  Contact  Warren  F.  Dodge,  MD, 
Dept  of  Pediatrics,  UTMB,  Galveston,  TX  77550  (409)761-3536 

June  21 -23,  1984 

BURNS  IN  CHILDREN  SEMINAR.  Stouffer’s  Greenway  Plaza  Hotel, 
Houston.  Fee  $300,  physicians;  $1 50,  other.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  20.5  hours.  Contact  Sherry  Smith, 

Office  of  Continuing  Education,  UT  Medical  School  at  Houston, 

6431  Fannin,  MSMB  3.234,  Houston,  TX  77030  (713)792-5346 

June  22-23,  1984 

18TH  ANNUAL  KENNETH  C.  HALTALIN  PEDIATRICS  SEMINAR: 
PEDIATRICS  FOR  THE  PRACTITIONER.  Children's  Medical  Center, 
Dallas.  Fee  $1 00.  Category  1 , AMA  Physician’s  Recognition  Award; 
10  hours.  Contact  June  Bovill,  Coordinator,  Division  of  Continuing 
Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Psychiatry 

June  1 , 1984 

THE  FAMILY  AS  A GROUP.  UT  Medical  Branch  at  Galveston.  Fee 
$90.  Category  1 , AMA  Physician's  Recognition  Award;  7.5  hours. 
Contact  Pat  Biesecker,  Coordinator,  Office  of  Continuing  Education, 
UTMB,  Galveston,  TX  77550  (409)761-2934 
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Sports  Medicine 

June  29-30,  1984 

SECOND  ANNUAL  CONFERENCE  ON  INNOVATION  IN  SPORTS 
MEDICINE  UT  Medical  Branch,  Galveston,  Fee  $1 20,  per  individual 
physician;  $105,  per  physician  for  two  or  more  from  same  organiza- 
tion. Category  1 , AMA  Physician's  Recognition  Award;  1 3 hours. 
Contact  Pat  Biesecker,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550  (409)761-2934 

JULY 

Pathology 

July  6-7,  1984 

6TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP.  St 
Luke's  Episcopal  Hospital,  Texas  Medical  Center,  Houston.  Fee 
$100;  $50,  registrants  from  outside  this  area.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  approx  14  hours.  Contact  Alexander  E. 
Brodsky,  MD,  Director,  Orthopedic  Pathology  Laboratory,  St  Luke's 
Episcopal  Hospital,  Box  20269,  Houston,  TX  77025 

Psychiatry 

July  19-21,  1984 

HYPNOTHERAPY.  Crowne  Plaza,  New  Orleans.  Fee  $225.  Category 
1 , AMA  Physician's  Recognition  Award;  Academy  of  General  Dentis- 
try; 15  hours.  Contact  Carol  Soroka,  Program  Coordinator,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Texas  Medical  Center.  Houston,  TX  77030  (713)799-6020 

AUGUST 

General  Medicine 

Aug  1-4,  1984 

4th  CONGRESS  OF  COLOMBIAN  DOCTORS  IN  THE  USA  Miami, 
Fla.  Fee  $225.  Credit  TBA.  Contact  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Education  (713)792-4671 

Internal  Medicine 

Aug  6-10,  1984 

4th  ANNUAL  REVIEW  OF  INTERNAL  MEDICINE  FOR  THE  PRIMARY 
CARE  PHYSICIAN  Lakeway  Resort,  Austin.  Fee  TBA  Credit  TBA 
Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott 
and  White,  2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-2350 

Radiology 

Aug  27-31,  1984 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center,  San 
Antonio.  Fee  $500.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

SEPTEMBER 

Cardiovascular  Disease 

Sept  20-22,  1984 

CARDIAC  REHABILITATION— SCIENCE  AND  APPLICATION.  Mar- 
riott Hotel-Medical  Center,  Houston.  Fee  TBA  Credit  TBA  Contact 
Carol  J.  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


General  Medicine 

Sept  20-21,  1984 

ADVANCED  TRAUMA  LIFE  SUPPORT  COURSE.  Lubbock  General 
Hospital,  Lubbock.  Fee  $325.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  American  College  of  Surgeons;  16  hours.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Sept  21-22,  1984 

PULMONARY  DISEASE  UPDATE.  Wyndham  Hotel,  Dallas.  Fee  TBA 
Category  1 , AMA  Physician's  Recognition  Award;  9 hours.  Contact 
Diane  Averna,  Coordinator,  Continuing  Physician  Education,  St  Paul 
Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)689-4588 

Neurology 

Sept  15,  1984 

NEUROLOGY  CONFERENCE  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Fee  TBA.  Credit  TBA.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock,  TX  79430  (806)743-2929 

Obstetrics  and  Gynecology 

Sept  28-29,  1984 

SIXTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY. 
Texas  Tech  University  Health  Sciences  Center,  Lubbock.  Fee  TBA. 
Credit  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)743-2929 

Psychiatry 

Sept  7,  1984 

ADVANCES  IN  PSYCHIATRY  Baylor  University  Medical  Center, 
Dallas.  Fee  $1 20.  Category  1 , AMA  Physician's  Recognition  Award; 

6 hours.  Contact  LaNelle  Chancellor,  Assistant  to  the  Dean,  A.  Webb 
Roberts  Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (21 4)820-231 7 

OCTOBER 

Anesthesiology 

Oct  19-20,  1984 

THIRD  INTERNATIONAL  SYMPOSIUM  ON  ENDOCRINOLOGY  IN 
ANESTHESIOLOGY  AND  SURGERY.  Registry  Hotel.  Dallas.  Fee 
TBA.  Credit  TBA.  Contact  June  Bovill,  Coordinator,  Division  of  Con- 
tinuing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 

Emergency  Medicine 

Oct  27,  1984 

THE  FIFTH  ANNUAL  SPEMS  UPDATE  ON  EMERGENCY  MEDICAL 
SERVICES.  Texas  Tech  University  Health  Sciences  Center,  Lub- 
bock. Fee  TBA  Credit  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  (806)743-2929 

Gynecology 

Oct  26-27,  1984 

OFFICE  GYNECOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 
Marriott  Hotel,  Austin.  Fee  TBA.  Credit  TBA  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White,  2401  S 
31  st  St,  Temple,  TX  76508  (81 7)774-2350 
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Internal  Medicine 

Oct  18-20,  1984 

FIFTH  TARBOX  PARKINSON'S  DISEASE  SYMPOSIUM-THE 
NORMAN  ROCKWELL  CONFERENCE  ON  ALZHEIMER'S  DISEASE 
Holiday  Inn  Civic  Center,  Lubbock.  Fee  $80.  Credit  TBA.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Nutrition 

Oct  13,  1984 

NUTRITION  CONFERENCE.  Texas  Tech  University  Health  Sciences 
Center,  Lubbock.  Fee  TBA.  Credit  TBA.  Contact  Vicki  Hollander, 
Office  of  Continuing  Medical  Education,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX  79430  (806)743-2929 

Psychiatry 

Oct  4,  1984 

CLINICAL  AND  LEGAL  ISSUES  IN  THE  PHARMACOLOGICAL 
TREATMENT  OF  ANXIETY,  DEPRESSION  AND  INSOMNIA.  Sham- 
rock Hilton,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Oct  4,  1984 

TREATING  THE  TEENAGER,  IV.  UT  Health  Science  Center  at  Dallas. 
Fee  TBA.  Credit  TBA.  Contact  Gale  Ouilter,  Coordinator,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (21 4)688-21 66 

Radiology 

Oct  16-17,  1984 

Gl  RADIOLOGY-THE  M.  KENNETH  GILBERT  SEMINAR  IN  RADI- 
OLOGY. Baylor  University  Medical  Center,  Dallas.  Fee  none.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  2 hours.  Contact 
LaNelle  Chancellor,  Assistant  to  the  Dean,  Baylor  University  Medical 
Center,  3500  Gaston,  Dallas,  TX  75246  (214)820-2317 

NOVEMBER 

Anesthesiology 

Nov  9-10,  1984 

BAY-CAP  IX:  THE  PHYSIOLOGY  AND  PHARMACOLOGY  OF  THE 
PERIOPERATIVE  PERIOD.  Four  Seasons  Hotel,  Houston  Center, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Lynne  K.  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Obstetrics  and  Gynecology 

Nov  6-10,  1984 

WHAT'S  NEW  AND  IMPORTANT  IN  OB-GYN.  UT  Health  Science 
Center  at  Dallas.  Fee  TBA.  Credit  TBA.  Contact  June  Bovill,  Coordi- 
nator, Division  of  Continuing  Education,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital^  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
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of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesday,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1 
hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1, 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Avenue,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician’s Recognition  Award,  16  hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician’s  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000. 
Category  1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
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Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician’s  Recognition  Award,  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  Fee  $35-program.  Contact  Phyllis 
Wood,  Coordinator,  Teleconference  Network  of  Texas,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


JUNE 

AMERICAN  DIABETES  ASSOCIATION,  Las  Vegas,  June  7-12,  1984 
Andrea  Simon,  2 Park  Ave,  New  York,  NY  1 001 6 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago,  June  17-21,  1984 
Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago,  IL  60610 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  Chicago,  June 
17-20,  1984.  H.  H Lewis,  535  N Dearborn  St,  Chicago,  IL  60610 

■AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION,  Houston,  June 
27-July  1 , 1984.  Karen  Bader,  465  Grand  St,  New  York,  NY  10002 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  Las  Vegas,  June 
17-21 , 1984.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria,  VA 
22303 

AMERICAN  ASSOCIATION  OF  IMMUNOLOGISTS,  St  Louis,  June 
3-7, 1984.  Blanche  Reines,  9650  Rockville  Pike,  Bethesda,  MD 
20817 

■TEXAS  ASSOCIATION  OF  MEXICAN-AMERICAN  MEDICAL  STU- 
DENTS, Fort  Worth,  Tex,  June  22-23,  1984  Texas  College  of  Os- 
teopathic Medicine,  Camp  Bowie  at  Montgomery,  Fort  Worth,  TX 
76107 

■TEXAS  HOSPITAL  ASSOCIATION,  San  Antonio,  Tex,  June  4-6, 

1 984.  Patty  Roberts,  Box  1 5587,  Austin,  TX  78761 

JULY 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  St 
Petersburg,  Fla,  July  20-22,  1 984.  Sherry  Milligan,  1 720  Regal  Row, 
Suite  112,  Dallas,  TX  75235 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  Fort  Worth, 
Tex,  July  13-15,  1984.  Michael  Wolf,  Box  15186,  Austin,  TX  78761 


FLYING  PHYSICIANS  ASSOCIATION,  Montreal,  July  22-27,  1984 
Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

AUGUST 

AMERICAN  COLLEGE  OF  INTERNATIONAL  PHYSICIANS,  Chi- 
cago, Aug  15-17,  1984.  Antonio  B Donesa,  MD,  3030  Lake  Ave, 
Fort  Wayne,  IN  46805 

AMERICAN  HOSPITAL  ASSOCIATION,  Denver,  Aug  13-15,  1984. 
Edmond  W.  Weimer,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

SEPTEMBER 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE,  Salt  Lake 
City,  Sept  25-28,  1984  Richard  S.  Myers,  2340  S Arlington  Hts  Rd, 
Arlington  Heights,  IL  60005 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  Las  Vegas,  Sept  1 6-20,  1 984  Mary  Ann  Winter,  1 1 01 
Vermont  Ave,  NW,  Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Las  Vegas, 
Sept  14-16,  1984.  Barbara  L.  Buchman,  1101  Vermont  Ave,  NW, 
Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago,  Sept  1 5-20, 

1 984.  William  G.  Janzen,  1 801  Hinman  Ave,  Evanston,  IL  60204 

■AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  San  Antonio,  Tex, 
Sept  19-20,  1984.  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chi- 
cago, IL  60610 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Los  Angeles,  Sept  1 7-20, 

1 984.  Sheila  A.  Aubin,  20  N Wacker  Dr,  Suite  1 660,  Chicago,  IL 
60606 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIETY,  Salt  Lake 
City,  Sept  10-15,  1984.  Fay  S.  Tyner,  2579  Melinda  Dr,  NF,  Atlanta, 
GA  30345 

■AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  San  Antonio,  Tex, 
Sept  20-23,  1984  William  R Ramsey,  2550  M St,  NW,  Suite  620, 
Washington,  DC  20037 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Houston,  Sept  5-9, 
1984.  Isabel  V.  Stringfield,  8301  Mo-Pac  Expressway,  Suite  309A, 
Austin,  TX  78759 

■TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  Sept  1 984.  Leslie  L. 
Lemak,  MD,  1615  St  Joseph  Prof  Bldg,  Houston,  TX  77002 

■TEXAS  SOCIETY  OF  PEDIATRIC  SURGEONS,  Dallas,  Sept  21  -23, 
1984.  Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Kansas  City,  Mo, 
Oct  8-11,1 984.  Annette  Hoel,  1 740  W 92nd  St,  Kansas  City,  MO 
64114 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION, Boston,  Oct  21 -26,  1984  Ike  A Mayeda,  30  N 
Michigan  Ave,  Suite  922,  Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  INC,  Tarry- 
town,  NY,  Oct30-Nov2,  1984.  Stephen  M.  Stowe,  MD,  Children's 
Hospital  of  Los  Angeles,  4650  Sunset  Blvd,  Los  Angeles,  CA  90027 
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■AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  San  Antonio,  Tex, 
Oct  19-24,  1984  William  W.  Samuels,  1828  L Street,  NW,  Suite  608, 
Washington,  DC  20036 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Houston,  Oct 

16- 18,  1984.  Jack  M Hardison,  Box  9863,  Austin,  TX  78766 

■AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Dallas,  Oct  7-1 1 , 

1 984  Dale  Braddy,  91 1 Busse  Hwy,  Park  Ridge,  IL  60068 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Phila- 
delphia, Oct  25-26,  1 984.  W.  F.  Chaveas,  1 9 S 22nd  St,  Philadelphia, 
PA  19103 

■AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  Dallas,  Oct 

17- 20,  1984.  Stan  Butler,  Box  61 911,  Dallas,  TX  75261 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Toronto,  Oct 
27-31 , 1 984.  Gardner  W.  McCormick,  1 3 Elm  St,  Manchester,  MA 
09144 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco,  Oct  21-26, 
1984  Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  6061 1 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE,  Boston, 
Oct  21-26,  1984.  Ike  A Mayeda,  30  N Michigan  Ave,  Suite  922, 
Chicago,  IL  60602 

AMERICAN  DENTAL  ASSOCIATION,  Atlanta,  Oct  20-23,  1 984 
James  H.  Sweeney  21 1 E Chicago  Ave,  Suite  2114,  Chicago,  IL 
60611 

AMERICAN  DIETETIC  ASSOCIATION,  Washington,  DC,  Oct  15-18, 
1984.  Karen  S.  DelVescovo,  RD,  430  N Michigan  Ave,  Chicago,  IL 
60611 

■AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Dallas,  Oct  24-27, 
1984  Russell  E.  Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Pittsburgh,  Oct 
11-13,  1 984  Dana  A Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  New  Orleans,  Oct 
13-17,  1984.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Las 
Vegas,  Oct  9-14,  1984.  Charles  A.  Janda,  MD,  120  Oak  Brook  Cen- 
ter Mall,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984.  Carol  Lazier,  233  N Michigan 
Ave,  Chicago,  IL  60601 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Chicago,  Oct 
27-Nov  1 , 1984.  Kathleen  S.  Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

■TEXAS  DERMATOLOGICAL  SOCIETY,  Galveston,  Tex,  Oct  12-14, 
1984.  Philip  W.  Giles,  MD,  1410  Pruett,  Fort  Worth,  TX  76104 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

VFhat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation"' 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984.  Frank  J.  Gerow,  MD,  6560  Fan- 
nin #1034,  Houston,  TX  77030 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Scotts- 
dale, Ariz,  Oct  25-27,  1 984.  Joyce  M.  Gullixson,  1 700  SW  Columbia, 
Portland,  OR  97201 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  943-3310 
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TEXAS  MEDICINE 


Intracranial  complications  in  children  with  chronic  middle  ear  disease 
Treatment  of  substance  abuse 

Autologous  bone  marrow  transplantation  for  human  solid  tumors 
The  insanity  defense  in  Texas 


Viral  encephalitis:  recommendations  for  control  and  diagnosis 
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322  COLEMAN  STREET 

4HarItn,  tHexas  76661 

TELEPHONE: 

POST  OFFICE  BOX  60 

(817)  883-3561 

GENERAL  SURGERY 

FAMILY  PRACTICE 

* NEUROPSYCHIATRY 

Howard  L.  Smith,  M D.,  F.A.C.S. 

OBSTETRICS  AND  PEDIATRICS 

S.  B.  Morrison,  M.D. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

William  Pickvance,  M.D. 

* NEUROSURGERY 

INTERNAL  MEDICINE 

Barry  E.  Phillips,  M.D. 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

W F.  McKinley,  Jr.,  M.D 

GENERAL  DENTISTRY 

* DERMATOLOGY 

James  S.  Bussell,  M.D. 

G.  Glenn  Rose,  D.D.S. 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

C.  G.  Brown,  M.D. 

* DENTISTRY  FOR  CHILDREN 

ADMINISTRATOR 

EYE,  EAR,  NOSE,  AND  THROAT 

T Brad  Willis,  D.D.S. 

J.  D.  Norris,  Jr. 

S.  W Hughes,  M.D. 

RADIOLOGY 

ASSISTANT  ADMINISTRATOR 

ALLERGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

W R.  Lux,  Jr. 

S.  W.  Hughes,  M.D 

^PATHOLOGY 

DIRECTOR  COORDINATOR,  NURSING 

TRAUMATIC  AND  ORTHOPEDIC 

Ronald  E.  Henderson,  Jr.,  M.D. 

SERVICE 

SURGERY 

David  M.  McTaggart,  M.D. 

Diane  Howton,  R.N. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

S.  M.  Bunn,  Jr.,  M.D. 

DIRECTOR  OF  PATIENT  CARE 

CARDIOLOGY 

E.  B.  Morrison,  M.D. 

Marie  Kotch,  R.N. 

W.  F.  McKinley,  Jr.,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

The  original  hospital  was  founded  by  Dr.  J. 

* Consultants 

W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 

THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M.D.,  D A B I M 
Channing  Woods,  M D 

Richard  C.  Stone,  M I)  , Gastroenterology  & Endoscopy 

Landon  W Stewart,  M D,  D A B 1 M 

Cloyce  L.  Stetson,  Jr.,  M D , DA  B I M 

David  S.  Sowell,  III,  M.D , D A B I M.,  Cardiology 

Don  E Cheatum,  M.D  , D A B I M , and  D A B Rhu, 

F A C P , Rheumatology 
W Mark  Armstrong,  M.D  , DAB  I M 
Sam  W Waters,  M.D. 

Steven  P Bowers,  MD,  DAB  EM. 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D  , D A B O G.,  F A C O G. 

Verme  D Bodden,  M D , D.A.B.O.G.,  F A C O G 

PEDIATRICS 

Halcuit  Moore,  M.D,  D.A.B.P.,  F.A.A  P 
P E Luecke,  Jr,  M.D,  D A B P,  FA  A P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M D.  D A B S.,  F.A  C.S. 

Charles  W.  Coleman,  M.D  , D A B S. 

UROLOGY 

Harry  M.  Spence,  M.D  , D.A.B.U.,  F.A  C.S. 

William  H Hoffman,  M.D.,  D.A  B.U,  F.A  C.S. 

Richard  B Dulany,  M.D  , D.A.B.U,  F.A  C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D.,  D A B R. 

James  B Evans,  M.D.,  D.A.B  R. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D  , F.A.C.P 
Constance  Shadwick,  M.D.,  D.A.B.D. 

OTOIARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D  . D.A.B.O. 

OPHTHALMOLOGY 
James  M.  Copps,  M.D  , D.A.B.O 
R Roy  Whitaker,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B.S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D.,  Surgery 

B.  Celia  Slaughter,  M.D.,  D.A.B.P .,  F.A.A  P 

John  B Bourland,  M.D,  D A B O G. 

John  B.  Allen,  M.D.,  D.A.B.I.M. 


COMPLETE 

LABORATORY 

DOCUMENTATION1  ...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HQ/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DlALMANE® 

flurazepam  HCI/Poche 

References:  1.  Kales  J el  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al  Clin  Phar 
macol  Ther  78:356-363,  Sep  1975.  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27  355-361, 
Mar  1977  8.  Zimmerman  AM  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  al  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26: 121-137,  1983 


DALMANE*  <K 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g , operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 
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Phase  I Medical  Office 

• Construction  to  begin  in  early  May  1984 

• 30%  occupancy  at  this  date 

• Full  service  diagnostic  center 

• Pharmacy  with  old-fashioned  soda  fountain 
and  sandwich  bar 

Phase  II  Preventive  Medicine  and  Health  Campus 

• Construction  slated  for  fall  1984 

• Comprehensive  Cardiac  and  Orthopaedic  rehabilitation 

• Health  campus  with  racquetball,  swimming  pool,  indoor 
jogging  track,  state-of-the-art  equipment,  child  care, 
trained  staff  with  physiotherapist,  and  a coordinated 
wellness  program. 

For  further  information,  call  Andrew  Kelton,  Jane  Mathes  Kelton, 
or  Harriett  McGuire  at  (817)  465-8787 

THE  NEW  CONCEPT  IN  THE  DELIVERY  OF  MEDICAL  AND  HEALTH  CARE  . . . 

KELTON  MATHES 

DEVELOPMENT  CORPORATION 

Barclay  Square  • 3612  Matlock  Road  • Arlington,  Texas  76015  • 817/465-8787  • Metro  467-3031 
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EDITORIAL 


Protecting  the  public  from  the  environment 

The  recent  EDB  (ethylene  dibromide)  controversy  was  an  ex- 
ample of  the  great  difficulties  inherent  in  any  attempt  to  es- 
tablish a risk-free  world.  While  it  is  obvious  that  the  activities 
of  man,  particularly  in  the  field  of  chemistry,  have  added  risks 
in  the  forms  of  toxicity  and  carcinogenicity,  it  must  be  remem- 
bered that  (1)  in  many  cases  the  benefits  from  the  use  of  a 
given  chemical  far  outweigh  the  risks  and  (2)  the  world  is 
already  full  of  natural  substances  which  are  toxic  or  carcino- 
genic. We  must  take  prompt  action  to  avoid  or  eliminate  the 
hazards  once  discovered  and  proved  harmful.  We  certainly, 
in  this  day,  cannot  address  all  such  culprits  and  must  depend 
somewhat  on  the  natural  defenses  which,  fortunately,  the 
body  has  developed. 

The  Texas  Department  of  Health  in  its  various  programs 
which  aim  at  controlling  hazardous  wastes  and  protecting  the 
quality  of  drinking  water,  milk  and  other  foods,  and  the  en- 
vironment in  general  must  negotiate  a difficult  path.  Scientific 
knowledge  is  incomplete  about  many  substances  and  their 
effects  on  health,  especially  the  long-term  effects.  The  sur- 
veillance required  to  determine  what  is  present  and  in  what 
amounts  is  difficult,  time-consuming,  and  costly.  It  can  be 
safely  said  that  there  will  never  be  enough  resources  avail- 
able to  do  everything  that  could  be  done  in  terms  of  sur- 
veillance of  the  environment.  Therefore,  priorities  must  be 
established  and  constantly  changed  as  new  substances  ap- 
pear, new  uses  are  found  for  old  substances,  and  new  infor- 
mation appears  regarding  health  effects. 

Probably  the  most  difficult  job  of  all  is  to  balance  the  risks 
against  the  benefits.  To  use  EDB  as  an  example,  no  one  will 
deny  that  if  EDB  is  a carcinogen  for  humans,  which  has  not 
been  demonstrated,  it  should  be  eliminated  as  rapidly  as 
possible.  Most  of  us  agree  that  knowing  that  EDB  is  carcino- 
genic in  animals  is  sufficient  reason  for  eliminating  it.  How- 
ever, one  must  consider  the  trade-off.  A phased  elimination 
with  the  substitution  of  other,  hopefully  safer,  methods  of  pest 
control  is  one  thing.  The  requirement  that  large  quantities  of 
food  containing  infinitesimal  quantities  of  EDB  be  destroyed 
in  short  order  is  quite  another.  It  is  conceivable  that  the  sud- 
den elimination  of  a significant  proportion  of  our  grain  supply 
would  have  an  effect  on  the  cost  and  availability  of  food 
which  would  do  far  more  harm  to  health  than  the  persistence 
of  EDB  measured  in  parts  per  billion.  This  is  the  kind  of  deci- 
sion for  which  there  is  no  formula  and  for  which  no  scientific 
solution  is  readily  available. 

If  science  alone  could  tell  us  the  answers  about  hazards  in 
the  home,  the  school,  the  workplace,  and  the  general  en- 
vironment, our  task  would  be  easy.  But  not  only  does  science 
lack  the  necessary  answers,  we  are  faced  with  cultural,  eco- 
nomic, political,  and  a myriad  of  other  considerations.  There 
are  so  many  factors  involved  that  it  is  almost  a foregone  con- 
clusion that  any  decision  the  department  makes  relative  to 


regulating  the  environment  will  bring  forth  a storm  of  protest 
from  some  and,  unfortunately,  a massive  silence  from  others. 
Even  more  unfortunate  is  the  fact  that  the  storm  of  protest  is 
almost  always  reported  vividly  by  press,  television,  and  radio. 
The  inevitable  result  is  a distorted  view  of  the  problem  and  of 
the  factors  involved  in  attempting  to  arrive  at  a solution.  It  is 
at  times  such  as  these  that  the  department  needs  the  sup- 
port and  help  of  everyone  who  can  form  a rational  and  objec- 
tive opinion. 

As  the  inevitable  controversies  which  arise  involve  health, 
physicians  are  among  the  rational  and  objective  thinkers 
from  whom  we  need  support.  We  were  greatly  encouraged  to 
find  that  we  did  receive  such  support  during  the  EDB  crisis 
and  we  would  hope  that  we  will  continue  to  receive  such  sup- 
port or  constructive  criticism  when  appropriate  in  the  future. 

Robert  Bernstein,  MD 

Commissioner  of  Health,  Texas  Department  of  Health,  1 100  West  49th  St, 

Austin,  TX  78756. 


Complications  of  chronic  ear  infection 

My  earliest  recollection  of  a chronic  ear  problem  dates  to  the 
mid-depression  years  when  a classmate  came  to  school 
each  day  with  a constantly,  copiously  draining  ear,  a thick 
yellow-white  discharge  flowing  down  his  cheek.  This  unfortu- 
nate problem  is  still  vivid,  and  I have  often  wondered  the 
child’s  fate.  Some  25  years  ago  our  ENT  professor  recalled 
that  during  his  residency  in  the  late  1920s,  he  performed  five 
to  six  craniotomies  a day  for  brain  abscess  caused  by  ear 
infection.  Since  the  advent  and  use  of  antibiotics,  he  told  us, 
he  had  not  done  the  procedure  in  ten  years. 

Even  those  of  us  in  medicine,  and  in  particular  our  younger 
colleagues,  may  fail  to  recognize  the  great  changes  resulting 
from  antibiotics.  Fortunately,  we  can  now  arrest  these  poten- 
tially disastrous  infections  in  the  first  stages  of  disease,  when 
there  is  only  focal  encephalitis,  for  example.  But  as  Drs 
Lampe  and  Edwards  have  so  nicely  shown  us  in  this  issue  of 
Texas  Medicine,  we  must  remain  attentive  to  our  patients 
and  recognize  that  severe  complications  can  still  occur. 

As  Drs  Lampe  and  Edwards  have  noted,  patients  with 
chronic  middle  ear  and  mastoid  infection  progressing  to  intra- 
cranial complications  may  have  a rather  indolent  presenta- 
tion. In  the  second  stage,  when  the  abscess  is  enlarging,  the 
condition  may  be  relatively  quiet  with  little  or  no  fever  and 
possibly  with  only  vague  complaints  of  listlessness  and  not 
feeling  well.  Even  neurologic  signs  may  be  slight  or  absent  at 
this  time.  We  should  recognize  the  problem  before  the  storm 
breaks,  but  to  do  this  we  must  be  aware  of  this  complication 
and  look  for  it.  Bacterial  characterization  is  also  important. 

The  important  article  by  Drs  Lampe  and  Edwards  cautions 
all  of  us  who  treat  ear  infections  that  we  must  recognize  the 
potential  complication  of  intracranial  abscess  and  that  we 
must  observe  the  patient  attentively  until  he  or  she  is  well. 

Glen  E.  Journeay,  MD,  PhD 

7101  Woodrow  Ave,  Austin,  TX  78757. 
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Therapeutic  and  diagnostic  uses  of  EDTA  salts 

The  recent  articles  by  Dr  Gotto  and  by  Dr  Oliver  and  associ- 
ates (Texas  Medicine,  February  1984)  summarized  the  in- 
dications for  use  of  EDTA  salts  and  the  potential  toxicities  of 
these  agents.  I would  like  to  amplify  the  information  about 
EDTA  provided  by  these  authors. 

Two  different  salts  of  EDTA  are  available  for  parenteral 
use.  For  the  treatment  of  lead  intoxication,  calcium  disodium 
versenate  (Riker  Laboratories,  Inc)  is  employed.  Since  EDTA 
can  bind  a maximum  of  one  atom  of  calcium  per  molecule, 
the  calcium  disodium  salt  is  fully  saturated  with  calcium,  and 
its  injection  does  not  decrease  the  circulating  concentration 
of  the  calcium  ion.  Because  the  affinity  of  EDTA  for  heavy 
metals  is  much  higher  than  for  calcium,  lead  readily  dis- 
places the  calcium  ion  from  the  EDTA  molecule,  and  the 
lead-EDTA  complex  is  subsequently  cleared  by  glomerular 
filtration  and  excreted  in  the  urine.  Since  the  calcium  dis- 
odium EDTA  salt  does  not  induce  hypocalcemia,  it  is  less 
likely  to  produce  hypotension  or  tetany,  so  its  use  is  preferred 
in  the  treatment  of  plumbism.  It  is  also  available  in  tablet  form 
for  oral  administration  to  promote  the  continued  intestinal  ex- 
cretion of  lead  after  an  initial  course  of  parenteral  EDTA.  The 
calcium  disodium  EDTA  salt  would  be  of  no  benefit  for  treat- 
ing hypercalcemia  or  cardiac  arrhythmia. 

The  second  form  of  EDTA  that  is  available  for  parenteral 
use  is  the  dihydrogen  disodium  salt,  edetate  disodium,  (En- 
drate,  Abbott  Laboratories,  or  EDTA,  Legere  Pharmaceuti- 
cals, Inc).  Immediately  upon  injection  or  infusion,  this  salt  of 
EDTA  combines  with  one  calcium  ion  per  molecule  of  EDTA, 
thereby  producing  an  abrupt  decrease  in  the  free  calcium  ion 
concentration  in  plasma.  The  hypocalcemic  effect  of  this 
agent  is  useful  in  the  treatment  of  emergency  hypercalcemia. 
Because  repeated  doses  have  cumulative  renal  toxicity,  this 
agent  should  usually  be  reserved  for  the  initial  treatment  of 
life-threatening  hypercalcemia,  especially  in  the  presence  of 
a severe  cardiac  arrhythymia  or  mental  obtundation.  It 
should  seldom  be  employed  for  the  long-term  treatment  of 
hypercalcemia.  The  administration  of  edetate  disodium  for 
hypercalcemia  should  also  be  accompanied  by  volume  ex- 
pansion with  normal  saline,  followed  by  the  administration  of 
a loop  diuretic.  The  latter  therapy  alone  should  actually  be 
sufficient  in  all  but  the  most  severe  case  of  hypercalcemia. 

One  other  valid  use  of  edetate  disodium  was  not  men- 
tioned in  the  previous  manuscripts.  The  acute  hypocalcemic 
effect  of  the  drug  can  be  used  as  a dynamic  parathyroid  func- 
tion test  in  which  the  secretion  of  parathyroid  hormone  (PTH) 
induced  by  the  hypocalcemia  is  assessed  by  radioim- 
munoassay. We  have  found  this  test  to  be  most  useful  in 
hypercalcemic  patients  clinically  thought  to  have  primary  hy- 
perparathyroidism, but  in  whom  the  immunoreactive  para- 
thyroid hormone  level  is  normal  in  a well  validated  assay. 
Compared  to  normal  persons,  patients  with  non-parathyroid 


forms  of  hypercalcemia  show  a delayed  responsiveness  of 
PTH  to  the  EDTA-induced  fall  in  calcium,  whereas  the 
patients  with  hyperparathyroidism  usually  show  an  immedi- 
ate marked  PTH  response.  We  also  are  using  EDTA-induced 
hypocalcemia  as  a test  of  parathyroid  reserve  in  nor- 
mocalcemic  subjects  suspected  of  having  impaired  para- 
thyroid function. 

Finally,  there  is  an  important  safety  precaution  not  noted  in 
the  previous  articles,  or,  in  fact,  in  the  package  inserts.  For 
obese  subjects,  the  dosage  of  edetate  disodium  should  be 
calculated  based  on  ideal  body  weight  rather  than  actual 
body  weight.  Since  the  drug  does  not  distribute  into  adipose 
tissue,  calculation  of  dose  based  on  total  weight  in  an  obese 
subject  would  lead  to  an  excessive  rate  of  administration  or 
total  dose. 

L.E.  Mallette,  MD,  PhD 

Assistant  Professor  of  Medicine,  Department  of  Internal  Medicine,  Division 
of  Endocrinology  and  Metabolism,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030.  Send  correspondence  to  Dr  Mallette  at 
Medical  Service.  1 1 1 E,  VA  Medical  Center,  2002  Holcombe  Blvd,  Houston, 
TX  77211. 


Quelling  quacks 

As  an  editorial  consultant  on  matters  of  environmental  health 
and  toxicology,  I thought  it  ironic  recently  when  I received  a 
homeopathic  solicitation  and  the  February  issue  of  Texas 
Medicine  in  the  same  mail  delivery.  An  editorial  in  that  issue 
of  the  journal  condemns  the  inappropriate  use  of  chelation, 
and  a review  article  concludes  that  chelation  therapy  is  of  no 
proven  benefit  in  the  treatment  of  atherosclerosis. 

I agree  with  the  February  editorial  stand  against  inap- 
propriate chelation  therapy,  and  I think  it's  high  time  for  physi- 
cians to  act  in  the  spirit  of  Morris  Fishbein  in  upbraiding 
medical  charlatans. 

By  taking  an  active  role  in  weeding  out  the  new  era  of 
quacks  and  charlatans,  physicians  would  gain  respect  at  a 
time  when  they  face  danger  of  regulation  from  the  outside 
unless  they  regulate  themselves  from  within. 

Thomas  L.  Kurt,  MD,  MPH 

3645  Stratford  Ave,  Dallas,  TX  75205. 


Volume  80  June  1984 


7 


In  a word,  it  means  service.  Service 
to  the  State  of  Texas  and  the  impor- 
tant work  underway  there  in  radi- 
ology. Service  from  the  world 
leader  in  diagnostic  imaging  — 
Picker  International. 

Service  that’s  fast. 

Service  that’s  efficient. 
We  promise. 

We  have  experienced,  specialized 
service  engineers  in  Texas.  We've 
plugged  Texas  into  our  computerized 
parts  network.  Stocked  key  parts  in 
Texas.  And  set  up  24-hour  service 
hot-lines  to  assure  fast  response  time 
for  your  service  needs. 

A service  team  fully 
backed  by  the  manu- 
facturer. We  promise. 

No  one  knows  your  Picker  equipment 
like  your  Picker  Service  Representa- 
tive-backed by  intensive  headquarters 
training,  and  substantial  field  expe- 
rience as  a specialist  in  your  particular 


modality.  We've  got  the  technical 
expertise  and  diagnostic  tools  it  takes 
to  identify  your  problem.  The  hands-on 
experience  to  fix  it  fast. 

Worldwide  resources 
support  local  service. 

We  promise. 

In  CT,  in  NMR.  in  X-ray,  Nuclear.  Ultra- 
sound, Radiological  Consumables  and 
Accessories.  Picker  service  people  are 
up-to-the-minute  specialists  in  the 
science  of  diagnostic  imaging.  Backed 
by  Picker's  worldwide  capabilities, 
they  bring  you  a knowledge  base,  an 
experience  base,  and  a parts  inventory 
access  no  other  service  organization 
can  beat. 

The  service  contract 
that’s  right  for  you. 

We  promise. 

Because  you  and  your  equip- 
ment have  unique  needs,  we 
tailor  every  service  contract 
individually.  But  every  one 


has  the  same  goal:  maximum  uptime, 
scheduled  downtime.  All  at  a price 
that’s  competitive  and  never  includes 
any  hidden  charges.  Whether  it's  for 
preventive  and/or  corrective  main- 
tenance, for  parts,  for  labor,  for  X-ray 
tubes. 

’If  you  have  Picker  equipment  in  your 
hospital  or  clinic,  you’ve  already  made 
a wise  investment.  Now,  make  that 
investment  pay  even  higher  dividends. 
With  service  from  Picker  International. 
Call  today  at  1-800-321-3346. 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 
ordered." 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 
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jrsen,  MD 


INTERNAL 
MEDICINE/H 

ALLERGY 

Arthur  T.  feeder 

CARDIOVASCULAR  DIS£A§i 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Stuart  L.  Solo  11011,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 


ENDOCRINOLOGY  &- 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Ja^lonskf,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
r Margaret  E.  Bridges,  MD 

GERIATRICS 

| Frederick  G.  Dorsey,  MD 
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HEMATOLOGY 

Edmund  N.  Gouldin 
George  T.  Conklin 

INFECTIOUS  DISEASES 

Lewie  L Travis,  MD 
George  Burna^iafl,  MD 
Benjamin  L.  Portnoy , MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  tyro 
Paul  T.  Forth,  MD 
Ronald  R.  Gatfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 


C.  Stade,  Ml 
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Eileen 

WilliartiA.  Lent,  M 

NEPHROLOGY,' 

K.  Ronald  Bingma 
R.  Robert  Durrett, 

Garry  p.Hagstrom 
Allan  I.  Goldberg,  MD 

NEUROLOGY 

Donald  J.  RusselT;  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
W.  Fayle,  MD 
J.  Farrow,  MD 

NUCf^AR  MEDICINE 

Donald  A,  Podoloff  MD 

ONCOLOGY 

Lester  L.  Hoaglib,  MD 
J.  Pet^rStililvafirMD 
Harry  R.  Price, 

Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


Rob' 
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PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

JWijliam  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
~"T>G5ne  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
"pC.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
jp  Jeffrey  A.  Klein,  MD 
^ Richard  J.  Frachtman,  MD 

"17  RHEUMATOLOGY 

John  E.  Norris,  MD 
"pCi  roiyn  A.  Smith,  MD 

ADMINISTRATION 

? Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
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TMA  IN  ACTION 

Texas  meets  challenge 
in  medical  manpower 

Texas  has  assumed  a position  of  lead- 
ership in  medical  education.  It  has  ad- 
dressed the  need — a realistic  need — 
for  additional  physicians  which  has 
confronted  the  state  over  the  years.  In 
fact,  many  Texas  doctors  are  con- 
cerned that  the  state  may  have  too 
many  physicians  in  the  foreseeable 
future. 

Thirty  years  ago,  Texas  was  con- 
fronted with  three  challenges  in  medical 
manpower: 

1.  There  was  a definite  need  for 
more  physicians.  The  state's  population 
was  about  8 million.  There  were  9,467 
licensed  physicians,  with  a ratio  of  1 1 8 
physicians  per  100,000  population. 

2.  There  was  an  inadequate  distri- 
bution of  doctors.  This  was  particularly 
evident  in  the  rural  areas,  in  counties 
with  limited  population,  and  in  West 
Texas,  the  Rio  Grande  Valley,  and  in 
deep  East  Texas. 

3.  There  was  not  an  adequate  sup- 
ply of  doctors  in  the  primary  care  spe- 
cialties— family  practice,  internal 
medicine,  pediatrics,  and  obstetrics  and 
gynecology. 

Texas  is  meeting  these  challenges 
with  support  from  state  officials,  the 
Texas  Legislature,  and  the  Texas  Medi- 
cal Association. 

Doctors  of  medicine  who  are  licensed 
and  reside  in  Texas  now  number 
25,300.  There  also  are  1 ,300  doctors  of 
osteopathy.  The  state's  physician  popu- 
lation is  exceeded  only  by  California 
and  New  York. 

There  were  only  three  medical 
schools  in  Texas  in  1954.  As  recently  as 
1969,  the  three  schools  graduated  325 
doctors.  Now,  there  are  seven  medical 
schools  and  a school  of  osteopathic 
medicine.  In  1983,  the  MD  schools 
graduated  1 ,049  doctors.  It  is  antici- 
pated that  those  schools  will  be  gradu- 
ating 1 , 1 00  physicians  each  year  by 
1985. 


In  addition,  physicians  in  great  num- 
bers continue  to  move  to  Texas  from 
other  states  and  from  foreign  countries. 
The  Texas  State  Board  of  Medical  Ex- 
aminers licensed  a record  3,167  doc- 
tors last  year.  Texas  has  licensed 
1 0,300  doctors  in  the  past  four  years.  At 
this  level,  it  is  anticipated  that  the  board 
will  license  20,000  more  physicians  in 
the  next  ten  years. 

The  ratio  of  Texas  physicians  to  pop- 
ulation has  increased  appreciably  since 
1954.  The  dramatic  increase  in  popula- 
tion has  swelled  the  number  of  resi- 
dents to  15,300,000.  Even  with  that 
increase,  the  physician  to  population 
ratio  has  climbed  to  1 72  per  1 00,000. 

One  barometer  of  the  availability  of 
physicians  is  the  TMA  Physicians 
Placement  Service.  There  continue  to 
be  more  opportunities  for  practice  than 
the  number  of  doctors  who  are  seeking 
locations.  Many  opportunities  remain 
available  in  family  practice,  obstetrics 
and  gynecology,  ophthalmology,  pedi- 
atrics, surgery,  and  urology.  However, 
this  is  not  true  in  several  other  spe- 
cialties. There  are  more  physicians 
seeking  locations  than  there  are  listings 
in  anesthesiology,  dermatology,  internal 
medicine,  industrial  medicine,  occupa- 


tional medicine,  oncology,  pathology, 
physical  medicine  and  rehabilitation, 
and  radiology. 

There  has  been  a definite  need  for 
more  primary  care  physicians.  In  the 
1970s,  financing  medical  education 
and  the  need  for  additional  residency 
positions  became — and  remains — a 
critical  issue,  particularly  residencies  in 
primary  care  specialties.  In  1 977,  the 
Texas  Legislature  provided  funding  for 
the  support  and  establishment  of  family 
practice  residency  programs.  In  1981, 
legislation  was  enacted  to  fund  post- 
graduate training  of  other  resident  phy- 
sicians in  the  state’s  teaching  hospitals; 
actual  funding  of  $3  million  was  appro- 
priated by  the  Legislature  in  1983. 

At  present,  about  46%  of  Texas  phy- 
sicians are  engaged  in  the  primary  care 
specialties,  and  55%  of  the  graduates 
of  Texas  medical  schools  in  the  past 
five  years  have  chosen  postgraduate 
training  in  the  primary  care  fields.  How- 
ever, Texas  medical  schools  now  are 
graduating  more  doctors  than  the  num- 
ber of  first-year  positions  in  postgradu- 
ate training  that  are  available  for  them. 
Focus  continues  to  be  placed  on  fund- 
ing for  residency  programs,  additional 
first-year  positions,  the  location  and 


Robert  B.  Crouch,  MD,  (left)  and  Milton  V.  Davis, 
MD,  (right)  visit  Hon  Jim  Wright  (D-Fort  Worth) 
during  an  official  visit  to  Washington,  DC,  in 
March.  Dr  Crouch,  a member  of  the  Council  on 
Legislation  and  liaison  for  federal  legislation,  and 
Dr  Davis,  immediate  past  president  of  TMA, 


urged  Congressman  Wright  to  oppose  the  Ros- 
tenkowski  Medicare  amendment  requiring  man- 
datory assignment.  Congressman  Wright, 
majority  leader  of  the  US  House  of  Representa- 
tives, supported  TMA's  stand,  and  the  amend- 
ment subsequently  was  defeated. 
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PRENATAL  DIAGNOSIS 

AMNIOCENTESIS 

ULTRASOUND 

CARRIER  TESTING 

GENETIC  COUNSELING 


Dr.  Darby 

Director  of  Obstetrics 


For  information:  6600  LBJ  Freeway, 

1600  W.  38th,  Suite  428  Suite  4180 
Austin,  Texas  78731  Dallas,  Texas  75240 

512-453-4374  214-788-5052 


kk  kkkkkk 

vivigen  cent 

550  St.  Michaels  Drive,  Santa  Fe,  New  Mexico  87501 
WE  OFFER  CHROMOSOME  ANALYSIS  FOR: 

▲ Prenatal  diagnostic  studies 

A Diagnostic  problems  in  neonatology 

▲ Recurrent  abortion 

▲ Infertility 

▲ Mental  retardation 
A Tumor  monitoring 
A Primary  amenorrhea 

A Leukemic  bloods  and  bone  marrows 


Texas  Medical  Association 
Educational  Poster 
For  Your  Office 

Produced  by  the  Texas  Medical  Association,  this  1 1 x 
1 7 inch  poster  reminds  your  patients  that  seat  belts 
save  lives.  It  also  reinforces  your  role  as  health  edu- 
cator with  its  statement  at  the  bottom  “A  message 
from  your  doctor  and  the  Texas  Medical  Association.” 

Printed  in  red  and  black  on  bright  yellow  paper,  it  can 
be  displayed  in  your  office  or  anywhere  it  would  be 
seen  by  the  public.  Order  extra  posters  to  display  in 
your  hospital,  neighborhood  pharmacy,  or  schools. 

Posters  are  provided  free  of  charge  as  a public  ser- 
vice. Order  now!  Indicate  the  number  you  would  like 
in  the  blank  below  and  send  this  form  to: 


TURN-AROUND  TIME: 


Amniotic  fluid  cells: 
A Blood: 

A Bone  Marrow: 

A Tissue  biopsies: 


1- 2'/2  weeks  routine 

2- 4  days  STAT 
7-10  days  routine 
1 day  STAT 

7 days  routine 
2-6  weeks 


TO  ORDER  A PROCEDURE:  Call  1-800-VIVIGFA 


I am  interested  in  further  information  on  VIVIGEN,  INC. 
Please: 

□ Send  fee  schedule  and  detailed  information. 

□ Have  the  regional  representative  contact  me. 

□ Have  the  laboratory  director  contact  me. 

Name  


Address  

City/State/Zip 
Phone  No.  


Texas  Medical  Association 

Communication  Department 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


I would  like seat  belt  poster(s). 


name 


address 


city 


state 


zip 
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Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Trans-Texas  Leasing  • 9330  LBJ  Freeway,  Suite  635  • Dallas,  Texas  75243 
1-800/442-6158  214/699-9494  (Tarrant  County  and  District  13) 

North  Park  Lincoln  Mercury  • 9207  San  Pedro  • San  Antonio,  Texas  78216  • 512/341-8841 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/981-3591 
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quality  of  residency  programs,  and  gen- 
eral support  for  program  directors  and 
faculty. 

In  years  past,  women  have  com- 
prised about  7%  of  the  physician  popu- 
lation of  the  state.  Women  in  Texas 
medical  schools  now  account  for  about 
29%  of  the  enrollment. 

Similarly,  there  are  indications  that 
many  more  Mexican-American  phy- 
sicians will  practice  in  Texas.  They 
represent  about  77%  of  the  medical 
students.  Graduates  of  medical  schools 
in  Mexico  will  add  to  those  numbers. 
The  need  for  more  black  physicians 
continues. 

Texas  has  not  resolved  all  of  the  chal- 
lenges in  the  broad  area  of  medical 
manpower.  Practice  opportunities  re- 
main available  for  physicians  in  the 
smaller  communities,  in  certain  geo- 
graphical areas  of  the  state,  and  in  the 
low  income  sectors  of  metropolitan 
areas.  The  Texas  Medical  Association 
remains  committed  to  further  improve 
access  to  medical  care  to  all  people  of 
the  state,  and  through  dedicated  phy- 
sicians, to  provide  quality  care  to 
patients. 

TMA  Auxiliary  membership 
reaches  8,000 

Membership  in  the  Texas  Medical 
Association  Auxiliary  has  topped  8,000 
for  the  first  time. 

Contributing  to  success  this  year  has 
been  a Join-A-Thon,  a project  proposed 
by  Mrs  William  B.  Shelton,  Jr,  of  Lufkin, 
1983-1984  president,  and  implemented 
by  first  vice-president  Mrs  C.B.  Bruner 
of  Fort  Worth. 

The  telephone  solicitation  effort  was 
conducted  early  in  the  year  and  1 5 Aux- 
iliary chapters  participated.  The  gain  in 
membership  has  been  sufficient  to  add 
another  member  to  the  TMA  Auxiliary's 
delegation  to  the  national  convention 
this  month. 

The  TMA  Auxiliary  retains  its  ranking 
as  the  largest  state  medical  auxiliary  in 
the  country,  and  it  also  has  the  largest 
membership  in  the  AMA  (6,212). 
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Texas  Medicine  earns  award 
for  technical  communication 

Texas  Medicine,  journal  of  the  Texas 
Medical  Association,  received  an 
Award  of  Merit  in  a competition  con- 
ducted by  the  Society  for  Technical 
Communication,  Austin  Chapter.  En- 
tries came  from  Austin,  Houston,  and 
San  Antonio. 

Entered  in  the  "complete  periodicals" 
category  were  the  February,  March, 
and  April  1983  issues. 

The  New  York  Chapter  of  the  Society 
for  Technical  Communication  judged  all 
entries  against  predetermined  stan- 
dards rather  than  against  each  other. 

All  publications  were  judged  on  writing, 
editing,  graphics,  integration  of  material 
in  the  context  of  purpose,  content,  and 
organization  of  documents. 

HEALTH  LINE 

Kidney  stones  treated 
by  new  procedure 

The  Methodist  Hospital  in  Houston  is 
one  of  six  institutions  in  the  US  which 
have  been  approved  by  the  Food  and 
Drug  Administration  (FDA)  to  use  a new 
machine  to  treat  kidney  stones.  The 
machine,  a lithotripter,  pulverizes  the 
stones  with  underwater  shock  waves. 
Sand-size  particles  then  are  excreted 
by  the  patient,  and  surrounding  body 
tissues  are  not  damaged,  according  to 
Donald  P.  Griffith,  MD,  director  of  the 
lithotripter  project  at  The  Methodist 
Hospital  and  professor  of  urology  at 
Baylor  College  of  Medicine. 

“The  lithotripter  could  eliminate  the 
need  for  painful  surgery  for  most  kidney 
stone  patients  and  may  reduce  the  du- 
ration of  the  hospital  stay  and  the  over- 
all cost  of  stone  treatment,”  Dr  Griffith 
said. 

The  machine  was  developed  by  the 
West  German  aerospace  firm,  Dornier 
System,  and  has  been  used  suc- 
cessfully to  treat  more  than  2,000  pa- 
tients in  that  country  since  1980.  It  has 
not  been  approved  by  the  FDA  for  sale 


or  general  use  in  this  country. 

Patients  accepted  for  treatment  with 
the  Baylor-Methodist  lithotripter  must 
not  weigh  more  than  280  lbs,  be  taller 
than  6 ft  6 in,  or  shorter  than  4 ft.  They 
must  have  no  life-threatening  medical 
problems  or  uncontrolled  urinary  infec- 
tion, according  to  Dr  Griffith. 

The  Methodist  Hospital  is  a primary 
affiliated  teaching  hospital  for  Baylor 
College  of  Medicine.  Other  medical  in- 
stitutions testing  the  lithotripter  are 
Massachusetts  General  Hospital  in 
Boston,  Methodist  Hospital  in  In- 
dianapolis, New  York  Hospital-Cornell 
Medical  Center  in  New  York  City,  Uni- 
versity of  Florida  at  Gainesville,  and 
University  of  Virginia  at  Charlottesville. 

TDH  report  includes 
update  on  AIDS 

Physicians  and  health  departments  in 
the  US  reported  3,000  patients  with  ac- 
quired immunodeficiency  syndrome 
(AIDS)  between  the  spring  of  1 981 , 
when  AIDS  was  first  reported,  and  De- 
cember 1983.  In  Texas  Preventable 
Disease  News  (March  10, 1984),  the 
Texas  Department  of  Health  reports 
that  90%  of  the  AIDS  patients  were  be- 
tween 29  and  49  years  of  age.  Fifty- 
nine  percent  of  the  cases  occurred 
among  whites,  26%  among  blacks,  and 
15%  among  persons  of  Hispanic  origin. 
Half  of  the  3,000  reported  AIDS  cases 
were  diagnosed  between  February  and 
December  1983. 

Not  included  in  the  3,000  cases  re- 
ported are  42  children  under  the  age  of 
5 years  who  meet  a provisional  case 
definition  for  pediatric  AIDS.  All  had 
life-threatening  opportunistic  infec- 
tions; two  also  had  Kaposi’s  sarcoma. 
Twenty-nine  of  the  children  came  from 
families  in  which  one  or  both  parents 
had  a history  of  intravenous  drug  abuse 
or  were  born  in  Haiti.  Three  of  the  1 9 
children  have  had  a parent  with  AIDS. 
Of  the  other  13  children,  seven  had 
transfusions  with  blood  or  blood  com- 
ponents before  the  onset  of  illness. 

AIDS  cases  have  been  reported  from 
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42  states,  the  District  of  Columbia,  and 
Puerto  Rico.  The  standard  metropolitan 
statistical  areas  that  have  reported  the 
greatest  number  of  cases  include  New 
York  City  (42%  of  all  AIDS  patients); 

San  Francisco  (12%);  Los  Angeles 
(8%),  Miami  (4%),  and  Newark  (3%). 

Groups  at  highest  risk  of  acquiring 
AIDS  continue  to  be  homosexual  and 
bisexual  men  (71%  of  cases)  and  intra- 
venous drug  abusers  (17%). 

Houston  helps  introduce 
international  EcuMed  complex 

R.  Lee  Clark,  MD,  president  emeritus  of 
The  University  of  Texas  System  Cancer 
Center,  hosted  the  Houston  medical 
community  at  a three-continent  tele- 
conference introducing  the  plans  for  an 
international  education  and  exhibition 
center,  EcuMed,  to  be  located  in  Fort 
Lauderdale,  Fla. 

At  the  teleconference,  transmitted 
from  New  York,  Washington,  Tokyo, 
London,  Frankfurt,  Chicago,  Houston, 
Los  Angeles,  and  Fort  Lauderdale, 
Elliott  Richardson,  former  US  Secretary 
of  Health,  Education  and  Welfare  and 
chairman  of  EcuMed’s  board  of  gover- 
nors, announced  that  ground  breaking 
for  the  center  will  take  place  in  the  fall  of 
this  year.  The  complex  is  scheduled  to 
open  its  doors  in  1987. 

The  EcuMed  complex  will  be  the 
world’s  first  permanent  year-round 
health  care  exhibition  center,  trade 
mart,  education  campus,  and  confer- 
ence center. 

Continuing  medical  education  activi- 
ties will  be  conducted  in  a 350,000 
square-foot  conference  and  learning 
center,  the  largest  such  health  care 
center  in  the  nation. 

“Our  foremost  universities  and  teach- 
ing hospitals  will  conduct  educational 
programs  presented  at  EcuMed,”  Mr 
Richardson  said,  “using  international 
satellite  teleconferencing,  video- 
cassettes, and  other  advanced  commu- 
nications techniques.” 

The  new  complex  also  will  house  the 
EcuMed  Museum  of  Health  Care,  the 


world’s  largest  health  museum. 

Speaking  at  the  teleconference,  Dr 
Clark  said,  "EcuMed  will  provide  the  fa- 
cilities and  advanced  communications 
techniques  for  Houston's  famous 
medical  institutions  to  expand  their 
outreach  to  health  care  professionals 
worldwide." 

Alcohol  and  pregnancy 
information  available 

“Preventing  Fetal  Alcohol  Effects:  A 
Practical  Guide  for  OB/Gyn  Physicians 
and  Nurses”  is  part  of  an  educational 
effort  of  the  National  Clearinghouse  for 
Alcohol  Information  (NCALI)  to  reach 
state  and  national  health  care  organiza- 
tions with  regard  to  women’s  alcohol 
use  during  pregnancy. 

The  Fetal  Alcohol  Syndrome  Pack- 
age for  Healthcare  Providers  contains 
(1 ) the  guide,  which  describes  one 
method  for  taking  a drinking  history  as 
part  of  the  prenatal  care  or  gynecologi- 
cal history-taking  process;  (2)  a re- 
printed article  from  the  Journal  of  the 
American  Medical  Association  on  fetal 
alcohol  effects  and  their  potential 
etiological  mechanisms;  and  (3)  an  or- 
der form  for  alcohol  and  health  litera- 
ture to  use  as  patient  awareness 
materials. 

These  materials  are  available  from 
NCALI,  the  information  dissemination 
branch  of  the  National  Institute  on  Alco- 
hol Abuse  and  Alcoholism.  For  further 
information  about  this  material,  contact 
the  National  Clearinghouse  for  Alcohol 
Information,  Station  TX,  PO  Box  2345, 
Rockville,  MD  20852;  telephone 
(301)468-2600. 

“Alcohol  & Pregnancy:  When  They 
Don’t  Mix”  is  an  American  Medical 
Association  booklet  which  describes 
the  devastating  consequences  of  fetal 
alcohol  syndrome,  reviews  research  on 
the  effects  of  moderate  drinking  at  vari- 
ous stages  of  pregnancy,  and  dispels 
some  myths  about  “safe”  drinking.  This 
booklet  was  written  for  the  AMA  by 
Lucy  Barry  Robe,  a research  associate 
and  writer  at  New  York  Medical  College 


who  specializes  in  the  fetal  alcohol  syn- 
drome and  the  effect  of  other  drugs  on 
unborn  children.  A single  copy  of  Alco- 
hol & Pregnancy:  Why  They  Don't  Mix 
may  be  obtained  free  by  writing  to 
Health  Education,  American  Medical 
Association,  PO  Box  10947,  Chicago, 

IL  6061 0.  For  information  on  prices  for 
multiple  copies,  write  the  Order  Depart- 
ment, AMA,  535  N Dearborn  St,  Chi- 
cago, IL  60610. 

Smoking,  heart  disease 
reviewed  in  HHS  report 

Thirty  percent  of  deaths  from  car- 
diovascular disease  can  be  attributed  to 
cigarette  smoking.  As  reported  in  the 
Texas  Department  of  Health  newsletter, 
Texas  Preventable  Disease  News, 

(Feb  25,  1984),  smokers  have  a 70% 
greatet  death  rate  from  coronary  heart 
disease  (CHD)  than  nonsmokers,  and 
heavy  smokers  (those  who  smoke  two 
or  more  packs  per  day)  have  an  almost 
200%  greater  CHD  mortality  rate  than 
nonsmokers.  The  Texas  Department  of 
Health  newsletter  reports  the  findings 
of  the  Department  of  Health  and  Hu- 
man Services  (HHS)  1 983  report  on  the 
health  consequences  of  smoking.  The 
report  concludes  that  cigarette  smoking 
is  a major  cause  of  CHD  for  both  men 
and  women  and  should  be  considered 


“I  sent  out  the  bills  and  we  got  back  a 
bunch  of  lOUs.  . !’’ 


Volume  80  June  1 984 


15 


As  you  read  or  talk  about  insurance,  allow  your  salaried  staff  at  Association 
Headquarters  in  Austin  to  be  a part  of  answering  any  questions  regarding 
benefits,  costs  or  anything  concerning  the  Insurance  Program  of  the  Texas 
Medical  Association. 

ON  THE  SPOT,  CALL: 

FROM  HOUSTON:  FROM  AUSTIN:  ALL  OTHERS: 

DIAL  ONLY  224-5309  DIAL  ONLY  476-6551  1-800-252-9318 

Your  staff  will  discuss  pertinent  matters  with  you,  your  insurance  agent,  your 
attorney  or  financial  advisor  in  an  effort  to  serve  your  best  interests. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

LONG  TERM  DISABILITY  INCOME  • LIFE  • OFFICE  OVERHEAD  • MAJOR  MEDICAL  • PERSONAL  ACCIDENT 
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the  most  important  of  the  known  modi- 
fiable risk  factors  for  the  disease. 

Numerous  studies  have  shown  an 
association  between  smoking  and  cer- 
ebrovascular disease.  The  increased 
risk  of  cerebrovascular  disease  from 
smoking  appears  to  decrease  rapidly 
after  cessation.  The  combination  of 
smoking  and  oral  contraceptives  is  as- 
sociated with  marked  increase  of  risk  in 
women  for  one  particular  type  of  cere- 
brovascular disease-subarachnoid 
hemorrhage. 

The  HHS  report  notes  that  one  of  the 
elements  supporting  the  judgment  of 
causality  in  the  smoking  and  coronary 
heart  disease  relationship  is  the  effect 
of  smoking  cessation;  smokers  reduce 
excess  risks  when  they  stop  smoking. 
The  report  describes  numerous  inter- 
vention programs  and  trials  in  the  US 
and  abroad,  concluding  that  the  effec- 
tiveness of  intervention  increases  when 
multiple  methods  such  as  individual 
counseling,  group  sessions,  and  me- 
dia campaigns  are  appropriately  com- 
bined with  proper  reinforcement  and 
follow-up. 

Spring  and  summer  bring 
ticks  bearing  disease 

In  1983,  there  were  108  confirmed 
cases  of  Rocky  Mountain  spotted  fever 
(RMSF)  reported  to  the  Texas  Depart- 
ment of  Health  Bureau  of  Epidemiology. 
RMSF,  which  is  contracted  either 
through  the  bite  of  a tick  infected  with 
Rickettsia  rickettsii  or  by  contamination 
of  the  skin  with  crushed  tissues  or  feces 
of  infected  ticks,  was  responsible  for  six 
deaths  last  year. 

Symptoms  of  the  disease  include 
headache,  fever,  and  myalgia,  followed 
in  two  to  three  days  by  a maculopapular 
rash  on  the  wrists  and  ankles.  The  rash 
then  progresses  to  involve  the  rest  of 
the  body,  often  becoming  petechial  or 
purpuric. 

The  1983  incidence  rate  for  RMSF 
was  0.70  cases  per  100,000  Texas  resi- 
dents, with  the  majority  of  patients  re- 
siding in  north  central  Texas.  Seventy- 


two  of  the  108  patients  were  males;  36 
were  females.  Although  onset  of  symp- 
toms was  reported  for  at  least  one  case 
per  month  throughout  the  year,  the  ma- 
jority of  cases  (71)  had  onset  of  symp- 
toms in  the  months  of  April,  May,  or 
June. 

To  report  cases  of  Rocky  Mountain 
spotted  fever  or  for  further  information 
concerning  RMSF  surveillance,  contact 
the  TDH  Bureau  of  Epidemiology  at 
(512)458-7328. 

SOCIOECONOMICS 

Military  families  focus 
on  Defense  Dept  survey 

Military  families  worldwide  are  the  sub- 
jects of  an  extensive  survey  by  the  De- 
partment of  Defense  to  determine  how 
military  families  feel  about  their  health 
care. 

Some  14,000  questionnaires  were 
distributed  in  early  spring;  in  addition, 
5,300  physicians,  both  military  and  ci- 
vilian government  employees,  will  re- 
ceive separate  questionnaires. 

Service  families  are  being  asked  if 
they  are  satisified  with  the  health  care 
provided  by  military  and  civilian 
sources,  how  much  they  pay,  and  the 
kinds  of  services  they  would  prefer  in 
various  situations. 

The  Department  of  Defense  has 
asked  health  benefits  advisors  at  ser- 
vice hospitals  to  help  publicize  the 
survey. 

DRGs  may  not  reduce 
costs,  study  concludes 

A recent  review  of  hospital  costs  under 
New  Jersey's  all-payer  diagnosis  re- 
lated group  (DRG)  payment  plan  has 
caused  some  concern.  The  review  con- 
cluded that  hospital  costs  continued  to 
rise  under  the  prospective  payment 
methodology,  and  that  1 982  costs  were 
6%  higher  than  1 979  costs  after 
inflation. 

Health  Care  Financing  Administra- 
tion (HCFA)  staff  weighed  the  New 


Jersey  data  with  a Medicare  case-mix 
and  found  the  increase  to  be  “more 
than  8%  above  inflation"  for  the 
1979-1982  period.  These  results  are 
contrary  to  what  is  expected — the  DRG 
payment  system  was  supposed  to  bring 
down  medical  costs.  The  New  Jersey 
DRG  plan  served  as  the  model  for  the 
national  Medicare  prospective  payment 
system. 

Charles  Pierce,  Jr,  New  Jersey  dep- 
uty health  commissioner,  has  been 
asked  to  provide  HCFA  with  a 
projection  of  the  1 984  rate  of  increase 
in  Medicare  payments  per  admission  to 
New  Jersey  hospitals.  He  also  has 
been  asked  to  explain  the  continued  in- 
creases in  hospital  costs. 

TSBME  issues 
record  licenses  in  1983 

Depending  on  how  one  looks  at  it,  1983 
was  a bumper  year  for  the  Texas  State 
Board  of  Medical  Examiners  (BME). 

The  BME  licensed  a record  3,155  phy- 
sicians that  year.  However,  1 983  was 
an  unusual  year.  There  were  a number 
of  physicians  who  wrote  the  FLEX  ex- 
amination in  June  1 982,  but  who  were 
not  licensed  until  1983  under  a new 
BME  requirement  which  calls  for  one 
year  of  graduate  training  for  those  edu- 
cated in  US  schools. 

Taking  this  into  account,  the  number 
of  physicians  who  are  licensed  in  Texas 
continues  to  average  2,400  a year. 

The  state  board  licensed  2,963  doc- 
tors of  medicine  and  192  doctors  of  os- 
teopathy last  year,  for  a total  of  3,1 55. 
The  new  licensees  include  1 ,814  who 
are  graduates  of  Texas  schools,  91 6 
graduates  of  out-of-state  schools,  and 
425  foreign  medical  graduates. 

The  percentage  of  foreign  graduates 
who  received  Texas  licenses  de- 
creased in  1 983.  These  graduates  now 
are  required  to  complete  three  years  of 
training  in  an  approved  program,  or  be 
board  eligible,  before  being  qualified  for 
a Texas  license.  In  addition,  the  number 
of  Canadian  physicians  emigrating  to 
Texas  has  declined.  More  stringent  visa 
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examinations  by  the  US  Department  of 
Immigration  have  contributed  to  a 
smaller  number  of  foreign  medical 
graduates  who  remain  in  this  country  to 
practice. 

CAPITAL  COMMENTS 

TDHR  submits  proposal  to 
expand  Medicaid  coverage 

The  Texas  Department  of  Human  Re- 
sources (TDHR),  anticipating  a special 
session  of  the  Texas  Legislature,  has 
asked  Gov  Mark  White  to  consider  in- 
cluding a Medicaid  expansion  proposal 
on  the  agenda. 

The  Texas  population  currently  cov- 
ered by  Medicaid,  and  the  impact  of  the 
TDHR  proposal  are  shown  in  Figs  1 
and  2.  These  increases,  excluding  the 
increase  in  the  grant  for  aid  to  families 
with  dependent  children,  will  require  the 
Texas  Legislature  to  appropriate  $23.3 
million,  which  would  be  matched  by  a 
$21 .4  million  federal  grant. 

The  state-appointed  Task  Force  on 
Indigent  Health  Care  reports  that 
725,000  Texans  below  the  poverty  level 


do  not  have  private  health  insurance 
and  are  not  eligible  for  Medicare  and 
Medicaid. 

Physicians,  senior  citizens 
work  to  build  new  ties 

Despite  some  differences  of  opinion, 
physicians  and  the  nation’s  elderly  ap- 
pear to  be  moving  toward  one  another 
with  serious  reconciliatory  efforts.  The 
warming  relations  between  organiza- 
tions representing  the  two  groups  was 
evident  in  recent  Senate  hearings  ear- 
lier this  spring  and  at  a meeting  of  the 
American  Association  of  Retired  Per- 
sons (AARP). 

The  new  attitude  seems  to  come 
from  a belief  by  both  groups  that  it  will 
be  up  to  physicians  to  assure  that  their 
elderly  patients  continue  to  receive  all 
the  care  they  need  under  the  Medicare 
diagnosis  related  groups  (DRG)  pricing 
system. 

During  a Senate  Finance  Subcom- 
mittee investigation  into  the  Reagan 
Administration’s  implementation  of  the 
peer  review  organizations  (PRO), 
members  of  both  groups  criticized  the 
Administration  for  being  so  slow  to  is- 


sue regulations  and  bids  needed  to  get 
PROs  under  way.  The  peer  review  or- 
ganizations are  intended  to  scrutinize 
care  under  the  DRG  regulations.  AARP 
representatives  and  physician  mem- 
bers of  the  American  Medical  Peer  Re- 
view Association  and  the  American 
Medical  Association  said  they  want 
physicians — not  insurance  com- 
panies— to  do  the  review. 

Vita  Ostrander,  AARP  president- 
elect, asked  James  Sammons,  MD, 
AMA  executive  vice  president,  whether 
the  AMA  “will  assist  PROs  in  collecting 
data  on  dumping”  of  patients  under 
DRGs  and  whether  the  association  will 
“extend  this  commitment  to  state 
associations.” 

Dr  Sammons  said  the  AMA  “believes 
strongly”  in  the  PRO  effort  and  has  “in- 
sisted that  the  state  medical  society 
should  be  the  agency  that  applies  for 
designation  as  the  PRO”  to  assure  that 
the  review  process  becomes  a “quality 
of  care  measure”  rather  than  strictly  a 
cost  issue.  “Clearly  there  has  to  be  a 
cost  factor,”  he  said,  “but  we  don’t  want 
to  lose  sight  of  quality.” 

West  Texas  physician 
runs  for  Congress 

Taking  the  motto  of  participation  in 
medicine  to  heart,  John  “Jack”  Selby, 
MD,  is  running  for  Congress  repre- 
senting the  19th  District.  The  Lubbock 
physician’s  platform  has  focused  on 
working  to  assist  the  farming  industry. 

No  stranger  to  organizations,  Dr 
Selby  has  been  instrumental  in  found- 
ing several  city  medical  institutions, 
including  Methodist  Hospital.  He  is 
president  of  the  Lubbock-Crosby- 
Garza  County  Medical  Society  and  has 
served  on  professional  and  hospital 
advisory  committees  and  the  financial 
advisory  committee  of  the  Lubbock 
County  Hospital  District.  He  has  been 
associated  with  the  Texas  Tech  Univer- 
sity School  of  Medicine  as  clinical  pro- 
fessor of  surgery  and  thoracic  surgery. 

Dr  Selby  served  for  eight  years  as 
chairman  of  the  South  Plains  Health 


7.  Current  coverage  under  Medicaid. 


Population 

(millions) 

Below  Poverty 

Level 

Covered  by  Medicaid 
(Total  No.  Served) 

Children 

4.8 

20%  (945,641) 

5%  (219,526) 

Elderly 

1.5 

25%  (368,478) 

12%  (187,509) 

Disabled  Texans 

— 

2.2%  (300,000) 

32%  (96,106) 

2.  Impact  of  proposed  Medicaid  expansion. 


1985 

(Increase  in 
no.  served) 


Children  in  two-parent  households  below  the  poverty  level*  18,328 

Pregnant  women*  3,498 

Medically  needyf  45,144 

Medical  care  for  AFDC  recipients  who  become  employedf  5,850 

Total  Medicaid  expansion:):  72,820 


"With  Medicaid  expansion,  only  38%  of  children  below  the  poverty  level  will  have  Medicaid  coverage. 
|These  are  individuals  who  do  not  qualify  for  income  assistance,  but  are  eligible  for  Medicaid. 

TThe  proposed  Medicaid  expansion,  excluding  the  increase  in  the  AFDC  grant,  will  require  Texas  to 
appropriate  $23.3  million,  which  will  be  matched  by  a $21.4  million  federal  grant.  Even  with  the  expansion, 
652,180  persons  below  the  poverty  level  will  be  without  health  insurance,  and  ineligible  for  Medicare  and 
Medicaid. 
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PLAZA 


MEDICAL 

CENTER 


PLAZA  MEDICAL  CENTER  REDEFINES  what  a mod- 
ern  medical  office  building  can  be.  In  beauty.  In  efficiency.  In 
a totally  planned  environment  that  contributes  to  the  lives  of 
people  who  richly  deserve  it.  Occupancy  begins  soon.  And 
prime  spaces  are  still  available  at  competitive  prices.  See  Plaza 
Medical  Center,  1200  Binz,  north  of  Park  Plaza  Hospital  and 
the  Texas  Medical  Center.  For  information  please  call  John 
Hansen  Investment  Builder,  961-7700 


"Almost  daily  I think  about  how  another 
person’s  death  gave  new  meaning  to  my  life.” 

"Even  though  I had  heard  about  the  Texas  Kidney  Institute 
at  Hermann  and  the  tremendous  success  with  kidney 
transplants  there,  I was  a little  apprehensive  at 
first,”  said  Riley  Lyttleton,  a 36-year-old 
mechanical  engineer  whose  business  travels 
once  required  that  he  receive  dialysis  at 
centers  throughout  the  country. 

"After  touring  the  TKI  with  a nurse 
coordinator,  I decided,  'Let’s  go  for  it.’ 

They  had  my  confidence. 

"One  day  the  hospital  called,  telling 
me  to  come  in  for  final  tissue  testing 
with  a prospective  donor.  It  was  a 
match!  Thirteen  days  after  transplant 
surgery  I was  back  in  my  office. 

"Just  think,  I struggled  with  kidney 
failure  for  such  a long  time  . . . and 
one  family’s  generous  decision  during 
their  own  time  of  sorrow  freed  me 
from  the  battle.” 


Hermann  Hospital 

Life  is  our  life’s  work.™ 


For  more  information 
about  services  pro- 
vided by  Hermann 
Hospital,  call  (713) 
797-4300  or  write: 
Hermann  Hospital, 
1203  Ross  Sterling, 
Houston,  Texas 
77030. 


Located  in  the  7 exas  Medical  Center,  Hermann  Hospital  is  affiliated  with  The  University  of  Texas  Medical  School  at  Houston. 


Systems  Agency,  which  was  respon- 
sible for  health  planning  in  a 1 5-county 
area  surrounding  Lubbock.  He  was  ap- 
pointed by  Governors  Dolph  Briscoe 
and  Bill  Clements  to  the  Statewide 
Health  Coordinating  Council  for  eight 
years. 

Within  the  Texas  Medical  Associa- 
tion, Dr  Selby  has  been  an  active 
member  of  the  Committee  on  Health 
Planning. 

AMA  voices  opposition 
to  organ  transplant  bill 

Members  of  the  medical  community 
fear  that  a new  bill  will  boost  govern- 
ment costs  and  authority  over  all  medi- 
cal procedures.  The  bill  is  House 
Resolution  4080,  the  National  Organ 
Transplant  Act. 

Introduced  by  Rep  Albert  Gore  (D- 
Tenn),  the  bill  would  provide  grants  for 
organ  procurement  organizations  and  a 
24-hour  telephone  “transplant  hotline.” 
It  also  would  provide  a data  registry  of 
patients  who  have  received  transplants. 

The  bill  would  instruct  the  Depart- 
ment of  Health  and  Human  Services 
(HHS)  to  establish  criteria  for  patient 
selection,  qualifications  of  transplant 
personnel,  and  the  facilities  where 
transplants  are  performed.  Un- 
authorized facilities  would  receive  no 
Medicare  or  Medicaid  reimbursement. 

The  American  Medical  Association 


opposes  the  bill  because  it  fears  it 
could  provide  new  and  unprecedented 
authority  to  HHS. 

NEWSMAKERS 

DILIP  J.  KARNIK,  MD,  has  received  a 
Teaching  Excellence  Award  from  the 
Austin  Pediatric  Education  Program. 

A pediatric  neurologist,  Dr  Karnik  works 
at  Brackenridge  Hospital  in  Austin  with 
residents  who  are  affiliated  with  The 
University  of  Texas  Health  Science 
Center  at  Houston.  He  was  unan- 
imously selected  for  the  award  by  the 
pediatric  residents  at  the  hospital. 

WILLIAM  H.  BOYLSTON,  MD, 

Houston,  has  been  named  clinical  di- 
rector of  crisis,  diagnostic,  and  evalua- 
tion services  at  West  Oaks,  a Houston 
psychiatric  hospital.  Dr  Boylston  is  a 
former  clinical  associate  professor  of 
psychiatry  at  Baylor  College  of  Medi- 
cine and  past  president  of  the  Houston 
Psychiatric  Society  and  the  Houston 
Society  of  Adolescent  Psychiatry. 

HILARY  H.  CONNOR,  MD,  deputy 
commissioner  for  medical  specialties  at 
the  Texas  Department  of  Human  Re- 
sources (TDHR),  has  gained  new 
responsibilities  and  a new  title.  He  is 
the  department’s  deputy  commissioner 


for  health  care  services.  In  addition  to 
previous  duties,  Dr  Connor  now  is  re- 
sponsible for  activities  related  to  the 
quality  and  cost  effectiveness  of  health 
services  provided  by  TDHR.  These  in- 
clude the  Medicaid  “Lock-In"  program, 
fraud  and  abuse  detection,  and  utiliza- 
tion review.  He  also  is  responsible  for 
monitoring  the  activities  of  the  depart- 
ment’s contracts  with  the  National  Heri- 
tage Insurance  Company  (NHIC)  and 
the  Texas  Medical  Foundation. 

RICHARD  G.  LESTER,  MD,  has  been 
named  dean  of  the  East  Virginia  Medi- 
cal School  in  Norfolk  and  vice  president 
of  the  Eastern  Virginia  Medical  Au- 
thority. Dr  Lester  has  been  professor  of 
radiology  at  The  University  of  Texas 
Health  Science  Center  in  Houston. 

ROY  W.  DOWDELL,  MD,  Baytown,  has 
been  named  secretary-elect  of  the 
Southern  Medical  Association  in  the 
area  of  family  practice. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  4/30/84  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

4/30/83 

Date  of  Investment 

4/30/81 

4/30/79 

Equity  Funds 

T.  Rowe  Price  Growth  Stock  Fund 

$ 8,579 

$10,426 

$14,471 

Income  Funds 

T.  Rowe  Price  New  Income  Fund 

$10,512 

$15,248 

$16,043 

Current  yields  on  interest  bearing  options. 


T.  Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  5/3/84  9.79% 


Volume  80  June  1984 


21 


bur  practice 


very  best 


We  feel  it  deserves  a little  special  treatment. 
After  all,  it’s  your  livelihood. 

Phone  or  write  Management  Systems  of  Wausai 
and  discover  how  smoothly  your  practice  can  run. 
Imagine  your  bills  going  out  on  time  without  any 


worry  or  bother  on  your  part  at  all.  Imagine  insurance 

CM  " “ 


claims  processed  without  problems,  recall  notices 


pi 

for  follow-up  care  issued  automatically,  lists  of 
patients  and  surgeries  provided  on  demand. 

Please  be  assured  that  we  won’t  intro- 
duce new  medical  management  procedures 
and  then  bid  you  a fast  farewell.  We’ve  built  a 
reputation  for  outstanding  service;  we’ll  always  be 
there  to  help.  Our  method  is  to  diagnose  your 
problems  and  then  offer  consultations,  prescriptions 


HR  TAY1  hR\  piuuiciiia  an  u men  unci  cuiisuj 

and  continual  support  to  solve  them. 


DIAGNOSES  Unlike  typical  computer  management  companies,  we  never 
start  by  presenting  a service  and  trying  to  shoehorn  it  into  your  medical  office. 
Actually,  we  offer  so  many  services  that  our  first  question  will 
be:  “What  do  you  really  need?” 

Then  let’s  sit  down  and  list  your  billing 
needs,  collection  needs,  insurance  processing 
needs,  management  reporting  needs,  appoint-^ 
ment  scheduling  needs,  general  business 
needs,  and  medical  reporting  needs. 

Together,  we’ll  also  clarify  what  you  don’t 
need.  Only  then  can  an  efficient,  cost- 
effective  program  be  chosen  for  your 
medical  office. 


CONSULTATIONS  In  plain 


English,  not  computer  or  manage- 

fl  ' ‘ 


ment  jargon,  we’ll  explain  how  to 
strengthen  your  financial  control.  For 
example,  we  can  help  you  design  more 
effective  statements,  collection  notices,  and 
routing  slips. 

Please  remember  that,  while  we  are  always  available,  we  do  not  make 
excessive  demands  on  your  time.  The  idea  is  not  to  take  time,  but  to  save  time. 


Our  goal  is  to  free  your  staff  to  devote  more  time  to  patients  and  less  to  paperwork. 
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deserves  the 

of  care. 


PRESCRIPTIONS  We  prescribe  only  what  you  really  need.  Maybe  it’s  a 
service  bureau  relationship  to  get  your  bills  out.  Maybe  it’s  your  own  IBM  Personal 

Computer.  Maybe  it’s  a sophisticated  in-house  system.  Maybe 
it’s  an  instant  hook  up  witn  computers  at  Wausau  that  lets  you 
launch  a billing  cycle  without  addressing  an  envelope  or 
licking  a stamp. 

PROGNOSES  Your  prognosis  should  be  excellent.  We 
serve  more  than  400  medical  offices  in  30  states,  and  they 
are  reporting  results  such  as  these: 

“Swifter  cash  flow.”  “Stronger  financial  control!’ 
; “No  month’s  end  billing  rush.  Improved  collection 
i 1 V. -•  • rate’.’  “Reduced  number  of  lost  charges’.’ 

“Better  use  of  staff’.’  “Automated  processing 
of  insurance  claims’.’  “Computerized  monitoring 
of  patient  care’.’  “Automatic  issuing  of  patient 
recall  notices’.’ 

You  won’t  have  to  hire  more  people  to 
achieve  these  goals.  Nor  do  you  have  to  take 
an  advanced  course  in  computer  technology. 

All  it  takes  is  willingness  on  your  part— plus 
resources,  know-how,  and  extra  care  on  ours. 

Why  not  give  your  practice  the  attention 
it  deserves?  Phone  today  or  mail  the  coupon  for  more  details. 

You’ll  receive  a free  Medical  Office  Management  Guide  filled  with  ideas 
you  can  use  right  now,  including  a workbook-like  section  for  diagnosing  your  own 
needs.  And  there  is  no  obligation  of  any  kind. 


Rx  MAIL  WITHIN  10  DAYS 


1 Yes,  please  send  me  your  easy-to-use  Medical  Office  Management  Guide 
absolutely  free.  I understand  there’s  no  obligation. 

NAME TITLE. 


m sr'^y-- 

rUTLV'V 
Ih 


MEDICAL  OFFICE 
ADDRESS 
CITY. 

PHONE 


(please  print) 


MANAGEMENT 
SYSTEMS 
of  WAUSAU 

Management  Systems  of  Wausau 
P.O.  Box  1000 
Wausau,  WI  54401  • 1 800  826-0028 
In  Wisconsin:  1 800  472-0023 
We  work  hard  to  support  you. 
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HealthWise  Series 

Educational  brochures  for  your  patients 
including  four  new  titles 


The  HealthWise  Series  is  a collection  of  eight 
brochures  on  a variety  of  health  topics.  Each 
brochure  is  designed  to  provide  your  patient  with 
valuable  information  and  to  positively  influence 
his  or  her  personal  health  care  habits. 

Samples  of  each  brochure  may  be  ordered  by 
using  the  attached  form.  Simply  indicate  the 
number  of  brochures  needed  and  fill  in  your 
name  and  address.  Brochures  are  free  of  charge 
as  a service  of  the  Texas  Medical  Association. 


We  hope  you  find  these  new  brochures  a wel- 
comed addition  to  an  already  useful  series  of 
educational  materials.  Use  them  as  an  adjunct 
to  other  patient  education  tools  used  in  your 
office. 

Place  your  order  today! 


Texas  Medical  Association  HealthWise  Series  Order  Form 

Mail  to:  Texas  Medical  Association  Communication  Department  1801  North  Lamar  Blvd.  Austin.  Texas  7870 

Please  indicate  the  number  of  brochures  you  would  like  on  the  line  beside  each. 


Quantity 

copies  Good  Health — Does  it  Have  to  Cost  A Lot? 

copies  Feeling  Good  Means  Being  Health-Wise 

copies  Click — The  Sound  of  Saving  a Life 

copies  Aging  in  Good  Health 


Quantity 

copies  Your  Health  is  in  Your  Hands 

copies  You  and  Your  Doctor  Partners  in  Health  Care 

copies  Drunken  Driving  Everyone’s  Problem 

copies  Love  Sick  Sexually  Transmitted  Diseases 


Please  print  or  type. 


name 


address 


city 


state 


zip 
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The  Most  Important  FREE  Offer 
You’ll  Ever  Get  Your  Hands  On. 


SharePage,  a service  of 
ProNet  Medical  Communica- 
tions, lets  you  experience  all 
the  advantages  of  a system  de- 
signed exclusively  for  medical 
professionals,  FREE,  for  10 
days.  Without  obligation. 

Unlike  commercial  paging 
systems,  SharePage  operates 
on  FCC  designated  medical- 
only  frequencies  and  utilizes 
advanced  technology  to 


10-DAY 
FREE  TRIAL. 

Metro  261-6878 

Dallas/Fort  Worth 

713-987-0787 

Houston 

An  affiliate  of  Dallas  Fort  Worth 
Hospital  Council  and  Greater  Houston 
Hospital  Council 


provide  a greater  coverage 
area,  better  reception  inside 
hospitals,  and  faster  message 
response. 

And  SharePage  offers  a full 
line  of  lightweight,  compact, 
multi-featured  pagers  for 
every  application. 

Call  SharePage  today,  and 
experience  first-hand  the 
advantages  of  medical-only 
paging. 


When  your  communication  lines  are  lifelines, 
you  need  a specialist  on  call. 


ProNat 

Medical 
Communications 
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Alexander:  Serving  patients  is  our  goal 


Dispensing  hugs,  handshakes,  and  beaming  smiles,  the 
man  generates  activity  and  a discernibly  brightened  path  as 
he  moves  through  a crowd.  Surrounded  by  friends  and  col- 
leagues, drawing  energy  from  their  presence  and  giving  it 
it  back  in  intensified  form,  he  is  in  his  element.  People  are 
his  life. 

“Who  is  that  man  who  kissed  my  hand?"  a startled  new- 
comer may  ask. 

“That man"  is  George  Gambrell  Alexander,  MD,  new 
president  of  the  Texas  Medical  Association.  A native  Texan, 
he  attended  The  University  of  Texas,  studied  at  Baylor  Col- 
lege of  Medicine  to  earn  the  doctor  of  medicine  degree,  and 
interned  at  Jefferson  Davis  Hospital  in  family  practice.  After 
a stint  in  the  US  Army  during  World  War  II,  serving  in  the 
Philippines,  he  returned  to  Texas  and  practiced  family  medi- 
cine in  Pasadena  for  26  years.  He  is  a diplomate  of  the 
American  Board  of  Family  Practice. 

Dr  Alexander  is  a member  of  the  TMA  Executive  Board 
and  the  Texas  Delegation  to  the  American  Medical  Associa- 
tion. He  has  served  as  a member  of  the  Board  of  Trustees 
and  as  chairman  of  TEXPAC. 

The  “George"  of  “Let  George  do  it"  has  served  as  presi- 
dent of  the  Harris  County  Medical  Society.  He  is  a member 
of  the  Harris  County  Hospital  District  Board  of  Governors 
and  president  of  the  Gulf  Coast  Regional  Blood  Center.  He 
is  chairman  and  chief  executive  officer  of  HE!  Corporation, 
a private  firm  that  owns  two  Houston  hospitals  and  pub- 
lishes the  medical  magazine,  Medical  World  News. 

Texas  Medicine  asked  Dr  Alexander  to  slow  down  one  af- 
ternoon and  share  his  perspectives  on  medicine  as  he  as- 
sumes the  mantle  of  president. 


Texas  Medicine:  Dr  Alexander,  you  come  to  the  presidency 
with  a background  as  both  a physician  and  a businessman. 
How  will  this  dual  background  help  you  in  the  role  as 
president? 

Dr  Alexander:  My  experience  in  the  business  world  and  in 
the  world  of  health  care  have  made  me  acutely  aware  of  phy- 
sicians' need  to  work  with  business  to  solve  some  of  their 
problems.  I really  believe  that  in  all  of  my  work,  I have  main- 
tained the  physician’s  viewpoint  in  relations  with  hospitals 
and  other  professionals  in  business  activities. 

I am  convinced  that  cost  containment  cannot  be  achieved 
by  government  regulation  or  hospital  regulation  or  medical 
organization  regulation.  I think  cooperation  with  medical 
staffs  and  hospital  administrations,  boards,  and  others  is  the 
only  way  to  materially  alter  the  cost  structure  of  hospitals. 

Dr  Ruth  Bain  boosted  the  idea  that  we  have  to  cooperate 
with  business.  I believe  this.  If  we  are  not  careful,  an  adver- 
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sarial  relationship  could  develop.  We  don’t  want  to  withhold 
care  from  employees;  we  don't  want  to  remove  benefits;  we 
want  to  be  part  of  the  solution.  We  should  approach  the  solu- 
tion from  our  vantage  point  as  medical  experts.  We  are  not 
sages  of  either  economic  or  political  wisdom.  Our  role  in  so- 
ciety is  to  take  care  of  people,  and  this  is  the  viewpoint  we 
should  maintain. 

Texas  Medicine:  What  three  issues  would  you  choose  to  ad- 
dress during  your  tenure? 

Dr  Alexander:  Well,  I have  a pet  project.  I’d  like  to  see  the 
beginnings  of  developing  the  TMA-held  land  in  Kerrville  as  a 
retirement  center  for  physicians  and  their  families.  Not  nearly 
as  many  physicians  are  as  well  off  as  some  people  would  like 
to  think. 

A second  project  would  be  to  expand  the  student  loan  pro- 
gram and  enlist  the  support  of  physicians.  This  would  com- 
plement what  Dr  May  Owen  and  Dr  Sam  Thompson  have 
started.  It  could  provide  larger  loans  to  students  so  as  not  to 
leave  them  so  heavily  in  debt.  We  need  to  help  students  have 
a choice  in  the  type  of  practice  they  pursue.  I’d  like  to  see  a 
committee  on  student  loans  that  would  interact  with  students 
and  residents;  we  need  to  educate  students  on  frugality  and 
conservation  of  resources.  A third  area  would  involve  looking 
for  more  avenues  to  do  something  “for”  our  members  rather 
than  “to”  them.  Some  examples  might  be  helping  members 
negotiate  with  third  party  payers,  or  consulting  with  members 
about  going  into  medical  practice.  We’d  look  for  things  to  of- 
fer members.  One  specific  area  might  be  to  help  members 
move  into  the  modern  age  with  consultations  about  comput- 
erized office  practices.  Our  members  are  interested,  but  the 
questions  are  vague.  They  don’t  have  enough  detailed  infor- 
mation to  make  decisions  about  computers. 

Texas  Medicine:  In  your  opinion,  how  important  is  physician 
involvement  in  organized  medicine? 

Dr  Alexander:  Very  important.  I’m  interested  in  starting  up  a 
program  where  members  would  personally  contact  every 
physician  who  is  eligible  to  join  TMA  but  has  not,  and  ask  him 
or  her  to  join  organized  medicine.  I would  like  to  develop  per- 
sonal contact  with  each  eligible  AMA  member,  working  with 
the  staff  and  membership  committees  in  each  county. 

Texas  Medicine:  Would  you  like  to  see  further  TMA  involve- 
ment in  national  legislation? 

Dr  Alexander:  All  of  the  surveys  show  us  our  members  want 
representation  in  this  legislative  and  socioeconomic  environ- 
ment. We  do  this  through  lobbying  and  cooperating  with  the 
American  Medical  Association,  through  our  candidate  eval- 
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uation  and  support,  through  our  political  action  committee, 
and  through  legislative  action  in  the  state  legislature. 

In  the  socioeconomic  area,  we  need  to  help  physicians 
form  coalitions,  to  participate  in  third  party  representation, 
and  to  strengthen  the  opposition  to  mandatory  assignment. 

I would  like  to  see  even  more  national  involvement.  I used 
to  say,  “If  the  mischief  was  caused  on  the  national  level,  why 
spend  so  much  time  on  the  state  level?”  Well,  I don’t  feel  that 
way  anymore,  and  I think  our  national  political  efforts  should 
be  done  within  the  federation  of  medicine,  in  cooperation  with 
the  AMA. 

Texas  Medicine:  If  you  could  change  one  thing  about  the 
association  while  you  are  president,  what  would  it  be? 

Dr  Alexander:  I’d  like  to  see  us  more  in  tune  with  members 
and  county  medical  societies;  that  is,  I’d  like  to  see  communi- 
cation from  TMA  leaders  and  delegates  back  to  the  local  so- 
cieties. We  could  achieve  this,  I think,  by  preparing  more 
information  for  the  representatives  to  take  back  home,  and 
by  scheduling  appearances  with  hospital  staffs.  I think  this 
boils  down  to  emphasizing  the  delegate’s  role  as  an  informa- 
tion source  to  local  physicians. 


George  G.  Alexander,  MD 


Texas  Medicine:  What  would  you  change  about  organized 

medicine? 

Dr  Alexander:  I’d  work  to  remove  the  appearance  of  puffery 
when  we  act  as  leaders  of  organized  medicine.  We  need  to 
see  the  generally  positive  attitude  of  the  public  toward  their 
personal  physicians  broaden  to  physicians  as  a group.  If 
there  is  a difference  in  how  the  public  feels  about  this,  then  I 
feel  it  is  because  the  leaders  of  the  group  have  failed. 

In  another  area,  we  need  to  select  issues  we  can  take 
to  the  public.  We  should  be  known  as  protectors  of  public 
health. 

Texas  Medicine:  What  would  you  change  about  what  is  hap- 
pening in  the  medical  marketplace? 

Dr  Alexander:  I think  we  need  to  change  the  emphasis  from 
cost  to  value.  For  example,  everyone  laments  the  fact  that 
more  than  10%  of  the  gross  national  product  is  being  spent 
on  health  care,  yet  we  don’t  talk  about  the  1 7%  being  spent 
on  recreation  and  sports.  The  national  agenda  speaks  more 
to  how  many  hospital  beds  should  we  build  and  less  to  cut- 
ting costs  for  the  new  football  stadium.  I think  we  need  to 
show  the  worth  of  services  received. 

Texas  Medicine:  In  your  opinion,  what  is  the  biggest  chal- 
lenge facing  the  Texas  Medical  Association  today? 

Dr  Alexander:  That  would  be  keeping  the  organization  of 
medicine  relevant  to  the  needs  of  individual  members  in  a 
society  that  is  changing.  Amidst  the  questions  of  economic 
chaos,  cost  considerations,  and  ethical  challenges,  we  need 
to  keep  our  focus  on  the  primary  goal — service  to  patients. 
People  who  are  sick  or  hurt  need  medical  care,  and  they  are 
our  only  reason  for  existence.  Whatever  our  organizations 
can  do  for  us  and  for  our  institutions  simply  helps  us  provide 
better  care  for  our  patients. 
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BEAUTY  AND  THE  BEACH  The  beach  consists  of  an  1,100  acre  master 
planned  beach  club  and  resort  on  Mustang  Island  called  LaConcha. 


The  beauty  is  in  the  villas,  the  marina  townhomes,  the  condominiums,  the  single 
family  beach  homes,  the  main  facilities  building,  the  inland  waterways,  etc.,  etc. 


Prices  start  below  $100,000.  For  more  information  call,  1-800-242-3375  or 
512-749-4155,  or  write  Bennett  and  Associates,  Suite  1202,  the  600  Building, 
Corpus  Christi,  Texas  78473-  Resort  To 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
Information. 

Indications  and  Usage:  Ceclor®  (cefaclor.  Lilly)  is  indicated  m the 
•reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
influenzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  ORUG 
CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile.  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermtection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulm  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clinitest®  tablets  but 
not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— Small  amounts  of  Ceclor  have  been  oetected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  18.  0 20,  0 21,  and  0 16  mcg/mlat  two,  three, 
tour,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic— Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782R) 


•Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  ‘ 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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DALLAS-FORT  WORTH  OPPORTUNITIES 

FAMILY 

PRACTITIONERS 

We  have  exceptional  opportunities  for  you  in  our 
dynamic  group  of  fee-for-service  primary  care  providers 
serving  Dallas,  the  Mid-Cities  and  Fort  Worth.  You  may 
elect  either  a salaried  position  with  extensive  fringe 
benefits  or  independent  contractor  status.  We  provide  a 
guaranteed  income  and  malpractice  insurance  at  a 
minimum  in  all  of  our  eight  attractive  office  settings. 

An  extensive  management  team  supports  your 
practice  allowing  you  to  enjoy  the  practice  of  medicine  in 
sunny,  growing  Dallas-Fort  Worth. 

For  more  information,  send  your  C.V. 
to  Director  of  Physician  Relations,  Primacare,  Inc., 

9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220, 
or  call  (214)352-1991. 

rimacare 


Primacare,  Inc.  Primacare  Physicians,  P.A. 


FOR  LEASE: 

SHOAL  CREEK 
PROFESSIONAL  CENTER 
AUSTIN,  TEXAS 

900-3000  Square  Feet 
Medical  office  space  available  imme- 
diately in  one  of  Austin’s  most  pres- 
tigious and  centrally  located  medical 
and  dental  facilities. 


MARTINE  PROPERTIES,  INC. 
The  Executive  Office  Building 
411  West  13th,  Suite  1100 
Austin,  Texas  78701 
512  476-7028 


DOCTOR,  MAY  I HAVE  A MOMENT? 

Since  July,  1980,  more  than  600  physicians,  nationwide,  have  chosen  to  serve  their 
country  part-time  as  physicians  and  commissioned  officers  in  the  Army  Reserve  Medical 
Corps.  Each  understands  that  time  investment  is  flexible  and  is  dependent  on  how 
active  he /she  wants  to  be.  Many  benefits,  including  a non-contributory  retirement  annu- 
ity, $35,000  life  insurance  policy  and  funded  continuing  medical  education  programs, 
like  professional  shortcourses,  conventions,  seminars,  symposia,  (whether  civilian  or 
military  sponsored)  are  available.  The  Army  will  pay  for  your  transportation,  quarters, 
subsistence,  registration  fee,  plus  salary.  If  you  have  prior  military  service,  you  have  a 
sizable  retirement  investment  already  started,  and  by  accepting  a commission  you  incur 
no  further  obligation.  It  doesn’t  cost  anything  to  inquire,  and  there  are  no  obligations. 

Call  now:  Captain  Allen  (512)  221-5829  San  Antonio,  TX 

Major  Franklin  (713)  229-2744  Houston,  TX 
Major  Whitwell  (214)  669-9285  Dallas,  TX 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  ol  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  It  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  It  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities  It 
Is  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
mined II  hyperkalemia  develops,  substitute  a thiazide  alone 
restrict  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  It  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations  [par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocuranne  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients.  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histones  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide  when  treated  with  mdomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide . The  following  may  occur,  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  ot  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
'Dyazide'  should  be  withdrawn  before  conducting  tests  tor  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions:  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis  paresthesias,  icterus 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis. and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide . although  a causal  relationship  has  not 
been  established. 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak"  unit-of-use  bottles  of  100. 


In  Hypertension... 
When  'Vbu  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 
SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
\bur  assurance  of 
SK&F  quality’ 


a product  of 

SK&F  CO. 

Carolina,  PR  00630 
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DAIRY  COUNCIL  DIGEST 

An  Interpretive  Review  of  Recent  Nutrition  Research 
Published  by  National  Dairy  Council,  6300  N.  River  Road 
Rosemont,  Illinois  60018-4233 


THE  ROLE  OF  CALCIUM  IN  HEALTH 

SUMMARY 

An  adequate  intake  of  calcium  is  emphasized  not  only  during  the  early  years  of  growth,  but  through  adulthood 
as  well.  Ninety-nine  percent  of  the  body's  calcium  is  found  in  bones  that  constantly  are  being  remodeled 
throughout  life,  hence  the  need  for  this  nutrient  beyond  the  early  years.  The  remaining  one  percent  of  calcium 
performs  a number  of  essential  regulatory  functions  in  the  body  such  as  muscle  contraction  and  nerve 
conduction.  Several  government  surveys  reveal  that  substantial  segments  of  the  U.S.  population,  in  particular 
females  12  years  of  age  and  older,  have  calcium  intakes  below  the  Recommended  Dietary  Allowances  (RDA)  for 
this  mineral  on  any  given  day.  Moreover,  the  calcium  deficit  in  many  individuals  may  be  greater  than  that 
portrayed  by  these  surveys  as  many  nutrition  experts  consider  the  current  RDA  for  calcium  to  be  too  low,  at 
least  for  postmenopausal  women  and  the  elderly.  Potential  problems  associated  with  a prolonged  inadequate 
calcium  intake  include  accelerated  bone  loss  resulting  in  osteoporosis,  alveolar  bone  loss  and  accompanying 
oral  health  problems,  and  a rise  in  blood  pressure  (hypertension).  In  terms  of  osteoporosis,  there  is  evidence 
that  an  increase  in  calcium  intake  from  the  current  RDA  of  800  mg  for  most  adults  to  1000-1500  mg  for 
postmenopausal  women  may  reduce  the  risk  of  this  chronic  condition  which  affects  to  some  degree  at  least  15 
million  Americans.  Likewise,  a calcium  intake  that  at  least  meets  the  RDA  of  800  mg  may  help  maintain  normal 
blood  pressure,  and  according  to  some  preliminary  studies  calcium  intakes  in  excess  of  800  mg  may  lower  blood 
pressure.  In  defining  the  human  requirement  for  calcium,  consideration  should  be  given  to  the  many  factors, 
both  non-dietary  (e.g.,  age,  endocrine  function,  physical  activity)  and  dietary  (e.g.,  vitamin  D,  protein, 
phosphorus,  lactose,  fiber),  that  influence  the  retention  of  this  mineral  in  the  body.  It  is  clear  that  all  segments  of 
the  population  and  all  age  groups  have  a need  for  calcium.  Yet,  the  function  served  by  calcium  or  the  protective 
effect  afforded  by  this  mineral  may  be  different  for  various  subgroups.  Dairy  foods  are  the  best  dietary  source  of 
calcium  not  only  because  of  their  high  content  of  this  mineral  and  their  universal  consumption  by  all  ages  but 
also  because  of  the  excellent  bioavailability  of  calcium  from  these  foods. 


It  is  well  known  that  calcium  is  an  essential  mineral  for 
building  strong  bones  and  teeth  during  the  growing  years 
of  childhood  and  adolescence.  Much  less  appreciated, 
however,  is  that  an  adequate  intake  of  calcium  also  is 
important  during  adult  years.  It  now  is  known  that  indi- 
viduals do  not  outgrow  their  need  for  dietary  calcium. 
Moreover,  accumulating  evidence  suggests  that  the 
consistent  low  intake  of  calcium  observed  among  some 
segments  of  the  U.S.  population  may  be  a contributing 
factor  to  health  problems  in  later  years. 

This  Digest  reviews  the  role  of  calcium  in  the  body, 
calcium  consumption  statistics,  potential  health  implica- 
tions of  an  inadequate  calcium  intake,  the  requirement  for 
calcium  including  consideration  of  factors  influencing  the 
bioavailability  and  retention  of  this  nutrient,  and  sources 
of  calcium. 

The  adult  human  body  contains  about  1200  g of  calcium, 
which  amounts  to  about  one  and  one-half  to  two  percent 
of  body  weight  (1,2).  Ninety-nine  percent  of  this  calcium 
is  found  in  bones  and  teeth  where  it  provides  strength  and 


structure.  The  remaining  one  percent  in  blood,  extracellu- 
lar fluid,  and  various  soft  tissues  is  responsible  for  a 
number  of  regulatory  functions  such  as  maintenance  of 
normal  heart  beat,  blood  coagulation,  hormone  secretion, 
integrity  of  intracellular  cement  substances,  nerve  con- 
duction, muscle  contraction,  and  activation  of  enzymes 
(1-3).  For  these  calcium-dependent  functions,  free, 
ionized  calcium  in  blood  must  be  maintained  within  a 
normal  concentration  (2).  This  is  accomplished  by  the 
integrated  actions  of  three  hormones:  a)  calcitriol,  an 
active  metabolite  of  vitamin  D which  facilitates  the  intes- 
tinal absorption  of  calcium  when  blood  calcium  levels 
drop,  b)  parathyroid  hormone  which  increases  the  kidney 
conservation  of  calcium,  draws  calcium  out  of  a diffusible 
compartment  of  bone,  and  stimulates  calcitriol  produc- 
tion when  blood  calcium  levels  are  low,  and  c)  calcitonin, 
a hormone  produced  by  the  thyroid  gland  which  helps 
remove  excess  calcium  from  blood  and  encourages  bone 
formation  or  inhibits  calcium  loss  from  bone  (1,2). 

The  Recommended  Dietary  Allowances  (RDA)  for  cal- 
cium as  established  by  the  Food  and  Nutrition  Board 
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(FNB)  of  the  National  Academy  of  Sciences,  National 
Research  Council  (NAS/NRC)  are  based  on  the  concept 
of  calcium  balance  (4).  This  is  defined  as  the  difference 
between  calcium  consumed  in  the  diet  and  that  excreted  in 
feces,  urine,  and  sweat  (4).  Positive  balance  means  that 
some  calcium  is  being  retained  within  the  body,  presum- 
ably in  the  skeleton,  whereas  negative  balance  indicates  a 
net  loss  of  calcium.  The  RDA  for  calcium  is  set  at  800 
mg/day  for  children  1-10  years  and  for  non-pregnant,  non- 
lactating  persons  aged  19  years  and  older  (4).  This  allow- 
ance is  increased  to  1200  mg/day  for  11  to  18  year  olds  (4). 
During  pregnancy  and  lactation,  the  calcium  RDA  is  1600 
mg/day  for  11-18  year  olds  and  1200  mg/day  for  females  19 
years  of  age  and  older  (4).  With  the  exception  of  energy, 
the  RDA  for  a given  nutrient  is  the  level  of  intake  consid- 
ered, in  the  judgment  of  the  Committee  on  the  RDA  of  the 
FNB,  NAS/NRC  on  the  basis  of  available  scientific  knowl- 
edge, to  be  adequate  to  meet  the  known  nutritional  needs 
of  nearly  all  healthy  persons  (4).  The  RDA  does  not  take 
into  consideration  special  needs  arising  from  such  prob- 
lems as  inherited  metabolic  disorders,  infection,  chronic 
diseases,  and  use  of  medications  (4).  In  addition  to  the 
above,  the  level  of  physical  activity,  climate/environment, 
nutrient  interactions  which  influence  the  absorption  and 
excretion  of  calcium,  and  aging  may  necessitate  an  adjust- 
ment in  the  RDA  for  a given  subset  of  the  population. 
Thus,  RDAs  are  intended  to  be  applied  to  population 
groups,  not  to  individuals  (4).  As  will  be  discussed,  the 
calcium  RDA  for  adults  is  a subject  of  considerable 
ongoing  debate. 

CALCIUM  INTAKE 

Several  government  surveys  reveal  that  substantial  por- 
tions of  the  U.S.  population  have  calcium  intakes  well 
below  the  RDA  on  any  given  day  (5-9).  One  of  the  most 
recent  of  these  is  the  Second  National  Health  and  Nutri- 
tion Examination  Survey,  1976-1980  (HANES  II),  con- 
ducted by  the  Public  Health  Service  of  the  U.S. 
Department  of  Health  and  Human  Services  (6).  This  sur- 
vey reports  calcium  intake  values  based  on  24-hour 
dietary  recalls  provided  by  over  20,000  persons  selected 

FIGURE  1 Daily  Calcium  Intake  (mg)  for  Males 
U.S.  Population,  1976-1980* 


as  representative  of  the  civilian,  noninstitutionalized  U.S. 
population.  Sample  population  intake  data  were  weighted 
to  result  in  national  population  estimates. 

As  shown  in  Figures  1 and  2,  daily  calcium  intake  values 
reported  in  HANES  II  have  been  plotted  as  a function  of 
age  for  both  males  and  females,  respectively,  and  are 
compared  to  the  RDA.  Although  the  RDA  is  the  same  for 
both  sexes,  it  is  clear  that  the  average  U.S.  male  consumes 
up  to  twice  as  much  calcium  as  the  U.S.  female  of  the 
same  age,  the  greatest  difference  being  between  ages  15 
and  50  (5).  Mean  daily  calcium  intake  for  males  is  at  or 
above  the  RDA  from  years  12  through  64,  and  50-75%  of 
men  between  the  ages  of  18  and  34  years  consume  recom- 
mended amounts  of  calcium.  In  sharp  contrast,  mean 
daily  calcium  intake  for  females  does  not  exceed  85%  of 
the  RDA  after  age  12.  During  the  years  of  peak  bone  mass 
development,  years  18  to  30,  more  than  66%  of  all  U.S. 
women  fail  to  consume  recommended  amounts  of  calcium 
on  any  given  day;  and  after  age  35  this  percentage 
increases  to  over  75%  (5,6). 

Data  from  the  USDA  1977-78  Nationwide  Food  Consump- 
tion Survey  (NFCS)  (7)  also  indicate  that  a number  of  sex- 
age  groups  in  the  U.S.  have  calcium  intakes  below  the 
RDA.  In  this  survey,  42%  of  the  population,  in  particular 
females  over  11  years  of  age  and  males  35  years  and  older, 
consumed  less  than  70%  of  their  RDA  for  calcium.  Similar 
to  the  findings  of  HANES  II,  the  NFCS  revealed  that 
calcium  intake  of  adult  males  and  young  children  more 
closely  met  the  RDA  than  did  that  for  teenage  and  adult 
females  (7). 

Many  of  the  nation’s  school  children  may  have  inadequate 
calcium  intakes.  This  finding  was  an  outcome  of  the 
National  Evaluation  of  School  Nutrition  Programs,  a 
three  year  study  of  over  1100  public  schools  (6500  stu- 
dents) (8).  According  to  this  investigation,  more  than  one- 
half  of  the  students  consumed  less  than  100%  of  the  RDA 
and  30%  of  the  students  had  intakes  less  than  two-thirds 
of  the  RDA  for  calcium  (8). 

FIGURE  2 Daily  Calcium  Intake  (mg)  for  Females 
U.S.  Population,  1976-1980* 
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POTENTIAL  HEALTH  PROBLEMS  ASSOCIATED 
WITH  LOW  CALCIUM  INTAKES 

Given  the  marked  discrepancy  between  calcium  intake 
and  the  RDA,  especially  for  women,  evidence  of  chronic 
calcium  deficiency  in  the  U.S.  population  would  be 
expected.  As  discussed  in  this  section,  researchers  have 
associated  a low  calcium  intake  with  several  health 
problems. 

Accelerated  Bone  Loss.  Despite  its  static  appearance,  bone 
is  an  active  tissue  throughout  life.  During  the  growth  years 
and  until  age  30-40,  the  formation  of  new  bone  predomi- 
nates. Active  growth  is  characterized  by  an  increase  in 
both  bone  length  and  width.  This  rapid  phase  of  bone 
dimensional  growth  is  followed  by  a period  of  bone  con- 
solidation or  peak  bone  mass  development  between  ages 
12  and  40  when  cortical  thickness  and  density  continue  to 
increase.  It  is  during  this  time  that  approximately  10  to 
15%  of  total  skeletal  mass  is  added.  Although  bone  growth 
and  shaping  of  the  growing  skeleton  cease  at  maturity, 
adult  bone  is  not  static,  but  is  constantly  being  remodeled. 
Remodeling,  a continuous  maintenance  or  repair  process, 
is  the  result  of  resorption  (loss)  of  existing  bone  and  depo- 
sition of  new  bone  to  replace  that  which  was  removed. 
Between  ages  30  and  40,  resorption  of  existing  bone 
begins  to  exceed  formation  of  new  bone  resulting  in  bone 
loss.  Bone  loss  occurs  in  both  men  and  women  and,  once 
begun,  continues  throughout  life  (5).  However,  the  rate  of 
bone  loss  is  influenced  by  genetic  and  environmental 
(e.g.,  diet,  exercise)  factors. 

Evidence  is  accumulating  that  adequate  calcium  intake 
throughout  life  is  a major  factor  in  the  prevention  of 
osteoporosis  (5,10-13).  This  condition  is  characterized 
by  a decrease  in  bone  mass  to  such  an  extent  that  the 
bones  of  the  skeleton  become  more  vulnerable  to  fractures 
and  breaks  (10,11,14).  Osteoporosis  is  a defect  in  bone 
remodeling  or  an  imbalance  between  the  amount  of  bone 
resorbed  and  the  amount  formed  (13).  Although  there  is  a 
decrease  in  bone  mass,  the  remaining  bone  is  normal  in 
composition  (13,15).  Bone  loss  affects  the  entire  skeleton, 
but  osteoporosis  usually  is  apparent  first  in  the  form  of 
fracture  in  the  bones  of  the  forearm  and  spine  and  later  in 
the  upper  thigh  and  hip  (10).  Often  called  the  “silent” 
disease,  osteoporosis  is  difficult  to  detect  as  bone  loss  is  a 
slow  process  and  about  25-40%  of  skeletal  calcium  must 
be  lost  before  the  disease  is  detected  by  X-ray  (13).  The 
condition  tends  to  go  unnoticed  until  it  has  reached  such 
an  advanced  stage  that  pain  or  spontaneous  fracture 
occurs  (13).  Clinically,  back  pain  is  a common  complaint 
and  loss  of  height  or  a humped  back  (“dowager’s  hump”) 
may  follow  as  a result  of  compression  of  the  vertebrae  (13). 

According  to  the  National  Institute  of  Arthritis,  Diabetes, 
and  Digestive  and  Kidney  Diseases  (NIADDK),  an  esti- 
mated 15  million  Americans  have  some  degree  of 
osteoporosis  (10).  A Mayo  Clinic  research  team  deter- 
mined that  about  150,000  hip  fractures  occur  annually  in 


the  U.S.,  most  of  these  a consequence  of  osteoporosis 
(16,17).  There  also  is  considerable  mortality  associated 
with  osteoporosis.  Of  the  elderly  with  hip  fractures,  about 
12%  will  die  of  ensuing  complications  (16,17).  Moreover, 
the  economic  costs  are  steep,  with  short-term  direct  costs 
of  patient  care  predicted  to  exceed  at  least  one  billion 
dollars  annually  ( 16,17).  Total  costs  are  likely  to  be  greatly 
in  excess  of  this  amount  when  the  indirect  costs  of 
extended  nursing  care  following  fractures  are  included 
(17).  Osteoporosis  occurs  most  frequently  in  middle-aged 
women  and  in  the  elderly,  hence  as  the  U.S.  population 
continues  to  live  longer,  it  can  be  anticipated  that  the 
significance  of  this  condition  as  a public  health  problem 
will  become  even  greater  for  an  increasing  number  of 
people  (11). 

The  causes  of  osteoporosis,  like  other  major  chronic 
diseases,  appear  to  be  multiple  (11,13,15).  In  addition  to 
nutrition  (calcium  status  in  particular),  heredity,  race, 
hormonal  change,  age,  level  of  physical  activity,  smoking, 
and  certain  medications  play  a role  in  the  development  of 
this  condition  (5,13,18).  Osteoporosis  is  most  prevalent  in 
postmenopausal  women  (13).  In  fact,  it  is  estimated  that 
25%  of  Caucasian  women  65  years  of  age  and  older  expe- 
rience one  or  more  osteoporosis-related  fractures  (10,11). 
There  are  several  reasons  why  women  are  at  greater  risk 
than  men  for  this  condition.  The  decrease  in  estrogens  at 
menopause  (either  natural  or  surgical)  in  women  is  associ- 
ated with  accelerated  bone  loss;  women  generally  have 
less  bone  mass  or  smaller  skeletons  than  men;  they  tend  to 
be  less  active  or  to  engage  less  frequently  in  the  kind  of 
heavy  work  that  encourages  bone  formation;  women 
generally  live  longer  than  men  and  because  a certain 
amount  of  bone  loss  is  a normal  consequence  of  aging, 
anyone  who  lives  long  enough  can  be  expected  to  develop 
osteoporosis;  and  as  discussed  above,  women  have  lower 
calcium  intakes  than  men  (5,13,18,19).  Although  men 
experience  osteoporosis,  they  tend  to  do  so  at  a later  age 
since  bone  loss  occurs  at  a slower  rate  and  men  have  a 
greater  peak  bone  mass  than  women  (5). 

In  experimental  animals,  calcium  deficiency  results  in 
bone  loss  resembling  that  of  human  osteoporosis  (5,13, 14). 
In  humans,  a prolonged  low  calcium  intake  has  been 
demonstrated  to  decrease  bone  mass  and  increase  frac- 
ture risk  (5,12,13).  For  example,  in  a Yugoslavian  epi- 
demiological study,  it  was  found  that  men  living  in  a 
community  distinguished  by  a traditionally  high  calcium 
intake  (800- 1 100  mg/day ) had  a greater  peak  skeleton  mass 
at  age  40  and  fewer  hip  fractures  at  all  ages  than  those  in 
an  area  of  lower  calcium  intake  (350-500  mg/day).  The  two 
communities  were  similar  in  all  respects  except  for  cal- 
cium intake  (12).  There  was  no  difference  in  age-related 
bone  loss  between  the  two  communities,  but  because  peak 
bone  mass  was  greater  for  the  inhabitants  of  the  high- 
calcium  district,  their  bone  mass  continued  to  be  larger  in 
the  ensuing  years.  Thus,  calcium  intake  during  the  early 
years,  by  its  influence  on  peak  bone  mass,  appears  to  be  a 
critical  factor  in  later  susceptibility  to  osteoporosis  (5).  It 
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is  noteworthy  here  that  during  the  years  of  peak  bone 
mass  development,  18-30,  two-thirds  of  U.S.  women  on 
any  given  day  fail  to  consume  recommended  amounts  of 
calcium  (5,6).  Thus,  their  bones  may  never  reach  their 
maximum  strength  and  mass.  Another  factor  contributing 
to  bone  loss  is  the  body’s  decreased  ability  to  absorb 
calcium  after  middle-age  (5).  Unfortunately,  after  age  35, 
more  than  75%  of  U.S.  women  have  calcium  intakes  well 
below  the  RDA  on  any  given  day  (5,6).  It  is  therefore 
suggested  that  an  inadequate  calcium  intake  in  addition 
to  a reduced  capacity  to  adapt  to  a low  calcium  diet  con- 
tributes to  the  increased  incidence  of  osteoporosis  in 
postmenopausal  women  and  the  elderly  (5,13). 

In  terms  of  treatment,  it  has  been  shown  that  additional 
calcium  either  alone  or  in  combination  with  vitamin  D, 
fluoride,  or  estrogen  slows  the  rate  of  bone  loss  and 
decreases  fracture  risk  in  osteoporotic  patients  (5,10, 
13,15,20-24).  However,  since  treatments  do  not  restore 
previously  lost  bone  and  because  the  outlook  in  general 
for  patients  with  established  osteoporosis  often  is  uncer- 
tain, there  is  a growing  emphasis  on  the  prevention  of 
age-related  bone  loss  (5,10,11).  The  key  to  preventing 
osteoporosis  is  to  maximize  peak  bone  mass  and  to 
decrease  the  rate  of  bone  loss  in  later  years.  An  adequate 
dietary  intake  of  calcium  throughout  life  is  important  in 
both  respects.  Peak  bone  mass  is  determined  by  both 
genetic  and  environmental  factors,  including  diet.  The 
lower  incidence  of  osteoporosis  in  black  women  as  com- 
pared to  Caucasian  women  may  be  explained  by  the 
genetic  propensity  of  blacks  for  a greater  bone  mass 
(10,13).  The  Yugoslavian  study  showed  that  calcium  intake 
before  35  years  of  age  is  an  important  environmental 
factor  influencing  peak  bone  mass  (12).  The  calcium  RDA 
of  800  mg/day  for  persons  aged  19  years  and  older  is  based 
on  the  amount  of  calcium  necessary  to  maintain  balance 
at  zero.  Use  of  zero  balance  as  a basis  for  establishing  a 
requirement  assumes  that  skeletal  reserves  are  adequate. 
Heaney  et  al.  (5)  suggest  that  some  degree  of  positive 
balance  to  allow  an  increase  in  skeletal  mass,  rather  than 
zero  balance,  should  be  considered  a standard  of  ade- 
quacy until  age  30-40  (5). 

A calcium  intake  in  excess  of  the  RDA  of  800  mg  appears 
to  be  necessary  to  achieve  calcium  balance  in  post- 
menopausal women,  osteoporotics,  and  the  elderly  (5,10, 
11,18,25-30).  Calcium  balance  studies  reveal  that  a cal- 
cium intake  of  1000-1200  mg/day  is  necessary  to  pro- 
duce calcium  balance  in  perimenopausal  women  ages 
35-50  years  (25,26),  whereas  1500  mg  is  required  for 
postmenopausal  women  (26-29).  Spencer  et  al.  (18,30) 
have  reported  that  a calcium  intake  of  1200  mg/day  is 
required  to  produce  calcium  equilibrium  (zero  balance)  in 
osteoporotic  patients  (18)  and  the  elderly  (30).  The 
reduced  ability  of  the  elderly  in  general  and  osteoporotics 
in  particular  to  absorb  calcium  explains  in  part  this 
increased  need  for  calcium  (5).  The  NIADDK  (10)  stated 
that  between  1000  and  1500  mg  of  calcium/day  is  neces- 
sary to  achieve  calcium  balance  in  postmenopausal 
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women,  particularly  those  not  receiving  estrogen.  Simi- 
larly, the  American  Society  for  Bone  and  Mineral 
Research  (11)  recommended  a calcium  intake  of  1400 
mg/day  to  prevent  bone  loss  in  postmenopausal  women 
when  estrogen  therapy  is  not  used. 

A prolonged  low  dietary  intake  of  calcium  may  be  one  of 
several  factors  contributing  to  loss  of  alveolar  (jaw)  bone 
which  supports  the  teeth  (31-33).  Loss  of  alveolar  bone 
may  accelerate  periodontal  disease  and  therefore  contrib- 
ute to  tooth  loss  (31,32).  Moreover,  a continual  loss  of 
alveolar  bone  after  tooth  loss  can  lead  to  unstable  or  poor 
fitting  dentures  which  not  only  may  adversely  affect 
nutrient  intake  but  also  may  exacerbate  alveolar  bone 
loss  (31). 

Age-related  bone  loss  in  the  skeleton  affects  different 
bones  at  different  times.  Some  researchers  have  suggested 
that  a relationship  exists  between  osteoporosis  and  alveo- 
lar bone  density  (32-35).  According  to  Albanese  (32), 
alveolar  bone  density  might  serve  as  an  early  indicator  of 
osteoporosis.  Cross-sectional  data  of  alveolar  versus  fin- 
ger (phalange  5-2)  density  have  shown  that  the  age-related 
decrease  in  density  of  the  alveolar  bone  is  seen  at  an 
earlier  age  than  in  the  finger  bone  (32).  A recent  study 
indicates  that  osteoporosis  might  contribute  to  adult 
tooth  loss  (33).  In  this  particular  study,  women  with 
osteoporosis  in  their  60’s  required  new  dentures  three 
times  as  frequently  since  age  50  as  nonosteoporotic 
women  (33).  The  author  suggests  that  therapeutic  mea- 
sures to  prevent  or  reduce  osteoporosis,  such  as  an 
increase  in  calcium  intake,  may  be  beneficial  for  preserv- 
ing the  bone  that  anchors  the  teeth  as  well  (33).  A signi- 
ficant correlation  between  skeletal  osteopenia  and 
mandibular  density  in  postmenopausal  women  also  has 
been  shown  by  Kribbs  et  al.  (34,35)  in  their  studies  eval- 
uating the  efficacy  of  the  microdensitometry  technique  in 
determining  mandibular  density.  The  effect  of  dietary 
factors  on  skeletal  and  dental  osteopenia  was  not  evident 
in  this  study  since  the  women  reported  a mean  calcium 
intake  of  803  mg/day.  The  authors  suggest  that  higher 
calcium  intakes  may  be  required  to  prevent  bone  loss  (35). 
Although  the  relationship  of  calcium  nutrition,  alveolar 
bone  loss,  and  periodontal  disease  remains  unclear,  it 
appears  that  progressive  loss  of  bone  from  the  alveolar 
ridge  may  be  a manifestation  of  osteoporosis  resulting 
from  a diet  inadequate  in  calcium  (31,33).  Maintaining  a 
long-term  positive  calcium  balance  may  be  expected  to 
prevent  or  slow  the  rate  of  bone  loss  from  periodontal 
disease  and  subsequent  tooth  loss. 

High  Blood  Pressure  (Hypertension).  Recent  evidence 
suggests  that  calcium  nutrition  is  an  important  factor  in 
controlling  blood  pressure  (36-54).  Although  additional 
research  is  needed,  it  appears  that  an  increase  in  calcium 
intake  lowers  blood  pressure  thereby  providing  some  pro- 
tection against  hypertension.  According  to  Rose  (55), 
decreasing  the  blood  pressure  of  the  general  healthy  popu- 
lation by  2 to  3 mm  Hg  may  save  the  same  number  of  lives 


TEXAS  MEDICINE 


PAID  ADVERTISEMENT 


as  current  antihypertensive  treatment  for  individuals  with 
high  blood  pressure. 

Abnormalities  in  calcium  metabolism  such  as  a reduction 
in  free,  ionized  calcium  in  the  blood  and  an  increase  in 
urinary  calcium  excretion  have  been  described  in  spon- 
taneously hypertensive  laboratory  animals  (36,37)  and  in 
humans  with  untreated  hypertension  (37-41).  These  find- 
ings suggest  that  hypertensive  persons  differ  from  those 
with  normal  blood  pressure  in  their  calcium  homeostatic 
mechanisms  (41). 

An  inverse  association  between  dietary  intake  of  calcium 
and  blood  pressure  has  been  found  in  several  investiga- 
tions (42-51).  In  experimental  animal  studies,  rats  fed  a 
calcium-deficient  diet  showed  an  increase  in  blood  pres- 
sure, whereas  additional  calcium  either  lowered  blood 
pressure  or  attenuated  the  development  of  high  blood 
pressure  in  hypertension-prone  animals  (42-45).  Epi- 
demiological studies  also  show  that  hypertension  is  more 
prevalent  in  populations  characterized  by  a low  calcium 
intake  (43).  Insufficient  calcium  intake  (240  to  370 
mg/day)  has  been  linked  to  an  increased  incidence  of 
toxemia  of  pregnancy,  a condition  characterized  by  high 
blood  pressure  and  other  symptoms  (46).  In  a pilot  case- 
control  study,  McCarron  etal.  (47)  observed  that  46  hyper- 
tensive subjects  consumed  20-25%  less  calcium  than  44 
normotensive  persons.  Except  for  calcium,  the  diets  of  the 
two  groups  were  similar.  An  analysis  of  data  collected  as 
part  of  HANES  I,  1971-1974  also  demonstrated  a lower 
dietary  intake  of  calcium  in  persons  with  high  blood  pres- 
sure (48,49).  In  these  studies  of  the  relationship  of  17 
nutrients  to  blood  pressure  profiles  in  over  10,000  indi- 
viduals 18-74  years  of  age,  hypertensives  consumed  18% 
less  dietary  calcium  than  persons  with  normal  blood  pres- 
sure (48,49).  Calcium  was  the  only  nutrient  that  dis- 
tinguished hypertensives  from  normotensives  (48,49). 
Moreover,  reduced  dairy  food  consumption  was  the  food 
behavior  most  predictive  for  hypertension  (49).  Milk  and 
other  dairy  foods  are  the  major  dietary  source  of  calcium 
providing  about  72%  of  the  available  calcium  in  the 
nation’s  food  supply  (56).  Ackley  et  al.  (50),  upon  examin- 
ing the  relationship  between  dietary  calcium  intake  and 
blood  pressure  levels  in  a Southern  California  community, 
reported  that  hypertensive  men  consumed  significantly 
less  calcium  from  milk  than  normotensives. 

Adding  calcium  to  the  diet  reduces  blood  pressure  accord- 
ing to  preliminary  studies  in  both  normotensive  (51-53) 
and  hypertensive  persons  (52,54).  Recently,  Belizaner  al. 
(51)  reported  that  adding  1000  mg  calcium/day  for  22 
weeks  produced  a significant  decrease  in  diastolic  blood 
pressure  in  healthy  young  adults.  Likewise,  when  healthy 
pregnant  women  aged  20-35  years  of  age  were  given  2000 
mg  calcium  daily,  blood  pressure  values  were  significantly 
lower  throughout  the  third  trimester  of  pregnancy  com- 
pared with  pregnant  women  who  received  1000  mg  day  or 
no  added  calcium  (53).  Morris  et  al.  (52),  using  a ran- 
domized, double-blind  controlled  study  design,  found  that 


1000  mg  calcium/day  for  eight  weeks  lowered  systolic 
blood  pressure  in  39  otherwise  untreated  hypertensives. 
The  blood  pressure  lowering  response  of  calcium  was 
greater  in  hypertensive  subjects  than  in  the  normotensive 
controls.  While  much  remains  to  be  learned  about  the 
relationship  between  calcium  and  blood  pressure,  and  in 
particular  the  possible  therapeutic  effect  of  increased 
calcium  intake  for  hypertensives,  data  to  date  suggest  that 
persons  at  risk  of  high  blood  pressure  should  consume 
calcium  intakes  that  at  least  meet  the  current  RDA  (48). 

REQUIREMENT  FOR  CALCIUM 

Considerable  controversy  surrounds  the  issue  of  what  is 
the  optimal  dietary  intake  of  calcium  for  man  (2,3,5,19). 
Some  nutrition  experts  (5,10,11,18,25,26,28-30)  support 
an  increase  in  calcium  intake  above  800  mg/day  to  main- 
tain calcium  homeostasis  or  provide  protection  against 
osteoporosis,  particularly  in  postmenopausal  women  and 
the  elderly  in  the  U.S.  On  the  other  hand,  it  often  is  argued 
that  many  people  in  the  world  have  calcium  intakes  well 
below  that  recommended  in  the  U.S.  without  apparent 
adverse  effects  on  growth,  tooth  development,  and  bone 
mineralization  (3,13,57).  Since  the  intestine  can  adapt  to  a 
low  calcium  intake  by  increasing  the  fractional  absorption 
of  calcium,  it  generally  is  assumed  that  skeletal  demi- 
neralization cannot  be  caused  by  a low  calcium  intake 
(57).  In  fact,  the  Food  and  Agriculture  Organization/ 
World  Health  Organization  (FAO/WHO)  Expert  Group 
recommended  in  1962  that  calcium  needs  for  most  adults 
in  developing  areas  of  the  world  could  be  met  by  habitual 
intakes  of  400-500  mg/day  (58).  This  recommendation 
remains  in  effect  today  despite  considerable  evidence 
accumulated  over  the  past  two  decades  that  adaptation  to 
a low  calcium  intake  is  limited  (12,25,30)  and  that  many 
factors  influence  calcium  retention  in  the  body  and  hence 
the  requirement  for  this  mineral  (5,57). 

The  amount  of  calcium  in  the  diet  is  no  indication  of  how 
much  is  utilized  by  the  body  as  only  about  30%  of  dietary 
calcium  is  absorbed;  the  remaining  70%  is  excreted  in  the 
feces  (57).  Calcium  absorption  or  retention  may  be 
affected  by  age,  endocrine  function,  nutritional  status  or 
calcium  needs  of  the  body,  degree  of  physical  activity, 
emotional  state,  use  of  medications,  and  general  health 
(absence  of  illness),  as  well  as  several  dietary  components 
(e.g.,  vitamin  D,  protein,  phosphorus,  lactose,  fiber,  alco- 
hol) (5,57).  Because  of  these  various  factors,  it  is  mislead- 
ing to  make  comparisons  of  dietary  calcium  requirements 
between  lesser  developed  countries  and  more  indus- 
trialized nations  (5).  Characteristics  unique  to  lesser 
developed  countries  such  as  a lower  protein  intake, 
greater  exposure  to  sunlight  (source  of  vitamin  D),  and 
increased  physical  activity  (manual  labor),  all  of  which 
favor  calcium  retention,  support  the  recommendation  of  a 
lower  calcium  intake  for  people  in  those  countries.  On  the 
other  hand,  in  more  industrialized  nations,  the  reduced 
retention  of  calcium  resulting  from  high  protein  diets, 
decreased  exposure  to  sunlight,  and  the  lower  amount  of 
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heavy  physical  work  may  necessitate  a higher  intake  of 
calcium  (5). 

Intestinal  calcium  absorption  decreases  with  increasing 
age  in  both  sexes,  especially  after  60  years  of  age 
(1,5,18,19,57).  There  is  evidence  that  inadequate  conver- 
sion of  vitamin  D in  the  body  to  its  active  metabolite, 
calcitriol,  contributes  significantly  to  the  decreased 
absorption  of  calcium  in  elderly,  normal  subjects  (29,59). 
The  elderly,  therefore,  may  not  be  able  to  adapt  to  a low 
calcium  intake  or  to  increased  calcium  demands  imposed 
by  illness,  emotional  stress,  physical  inactivity,  or  use 
of  medications,  as  readily  as  younger  persons  (2,13). 
Because  of  their  lessened  capacity  for  calcium  absorp- 
tion, the  amount  of  calcium  required  by  the  elderly  to 
prevent  negative  calcium  balance  may  very  well  be  greater 
than  800  mg/day  (5,59).  With  respect  to  endocrine  func- 
tion, evidence  has  been  presented  that  the  decrease  in 
estrogen  secretion  at  menopause  is  a major  contributor  to 
the  negative  calcium  balance  leading  to  bone  loss  in 
postmenopausal  women  (2,5,13,27,57).  In  premenopausal 
and  estrogen-treated  postmenopausal  women,  1000-1200 
mg  calcium  is  required  to  achieve  calcium  balance 
(25,26),  whereas  in  untreated  postmenopausal  women, 
the  requirement  for  calcium  increases  to  1400  to  1500 
mg/day  (26). 

intestinal  calcium  absorption  also  is  influenced  by  the 
calcium  and  vitamin  D status  of  the  body.  Active  intestinal 
calcium  absorption  is  enhanced  during  physiological 
states  that  increase  the  body’s  need  for  calcium  such  as 
growth,  pregnancy,  and  lactation  (2).  Conversely,  when 
calcium  intakes  are  generous  and/or  there  is  an  increased 
availability  of  calcium  in  the  intestine,  the  percentage  of 
calcium  absorbed  decreases,  although  the  absolute  quan- 
tity of  calcium  absorbed  increases  with  increasing  intake 
(3).  As  mentioned  above,  the  elderly  may  not  adapt  as 
readily  as  younger  persons  to  low  calcium  intakes. 

Vitamin  D is  considered  the  single  most  significant  influ- 
ence on  calcium  absorption  and  proper  bone  mineraliza- 
tion (1,19,60,61).  Vitamin  D status  of  the  body  is 
influenced  by  the  dietary  intake  of  this  vitamin  from 
foods  such  as  fatty  fish  and  vitamin  D fortified  milk  (e.g., 
98%  of  milk  sold  in  the  U.S.  is  fortified  with  10  /xg  or  400 
I.U.  of  vitamin  D per  quart)  and  more  importantly  by 
exposure  to  sunlight  (i.e.,  vitamin  D is  synthesized  endog- 
enously in  the  skin  after  exposure  to  ultraviolet  light) 
(2,57,60).  The  elderly  who  are  confined  to  institutions  or 
who  are  home-bound  may  be  at  risk  of  vitamin  D defi- 
ciency because  of  their  decreased  exposure  to  sunlight 
and/or  their  reduction  in  intake  of  foods  containing 
vitamin  D. 

The  degree  of  physical  activity  is  another  factor  influenc- 
ing calcium  metabolism  (2,5).  During  periods  of  pro- 
longed immobilization  (e.g.,  the  bedridden  patient)  or  as  a 
consequence  of  reduced  gravity  conditions  such  as  during 
space  flights,  calcium  is  lost  from  the  body  despite  gener- 
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ous  intakes.  Conversely,  regular  physical  activity  or 
weight-bearing  exercise  such  as  walking  is  effective  in 
slowing  the  rate  of  calcium  loss  even  in  elderly  and 
osteoporotic  individuals  (2,5).  Emotional  states  such  as 
stress,  tension,  anxiety,  grief,  and  boredom,  regular  use  of 
medications  such  as  aluminum-containing  antacids,  the 
antibiotic  tetracycline,  thyroid  preparations,  and  diuret- 
ics, and  illness  or  disease  are  other  conditions  that  can 
hamper  the  body’s  ability  to  absorb  calcium  (18). 

With  respect  to  dietary  components,  a high  protein  intake 
(i.e.,  in  excess  of  the  RDA)  may  raise  the  dietary  require- 
ment for  calcium  (2,3,5,14,57,62,63).  Regardless  of  the 
levels  of  calcium  intake,  urinary  calcium  excretion 
increases  when  large  intakes  of  dietary  protein  are  con- 
sumed (2,62).  This  calciuretic  effect  of  dietary  protein  is 
due  mainly  to  a change  in  the  renal  handling  of  calcium 
(1,13).  In  experimental  animals,  a high  intake  of  phos- 
phorus or  a high  phosphorus-to-calcium  ratio  in  the  diet 
can  lead  to  bone  resorption  or  skeletal  defects  secondary 
to  hyperparathyroidism  (2,57).  However,  it  generally  is 
concluded  that  large  variations  in  phosphorus  intake  or  in 
the  dietary  phosphorus-to-calcium  ratio  do  not  adversely 
affect  calcium  retention  in  man  (3-5,14,29,57,63,64). 
Some  preliminary  findings,  however,  suggest  that  the 
form  of  phosphorus  may  influence  calcium  absorption 
(65).  Hexametaphosphate  as  compared  with  orthophos- 
phate decreased  calcium  absorption  when  human  sub- 
jects consumed  either  low  or  high  calcium  diets  (65). 

Lactose,  the  carbohydrate  in  milk,  has  been  shown  by 
some  investigators  to  stimulate  intestinal  absorption  and 
increase  retention  of  calcium  in  experimental  animals  and 
in  humans,  at  least  those  with  normal  lactase  levels 
(1,2,14,57,66-68).  In  contrast,  dietary  fiber  per  se  and 
various  plant  components  (e.g.,  uronic  acids,  oxalate, 
sodium  alginate,  hemicellulose)  may  impair  the  intestinal 
absorption  of  calcium  (2,5,14,57).  Some  components  of 
dietary  fiber  may  decrease  the  bioavailability  of  calcium 
by  forming  insoluble  calcium  salts  within  the  intestinal 
lumen  (1-3).  Most  of  the  studies  examining  the  influence 
of  dietary  fiber  on  calcium  absorption  are  of  short-term 
duration  and  have  employed  fiber  intakes  in  excess  of  that 
ordinarily  consumed  in  most  Western  diets.  However,  for 
some  individuals  consuming  high  intakes  of  fiber,  the 
risk  of  negative  calcium  balance  cannot  be  ignored  (5). 

Chronic  alcoholism  is  another  factor  that  can  impair  the 
intestinal  absorption  of  calcium  as  a result  of  steatorrhea 
with  the  subsequent  decrease  in  vitamin  D absorption  and 
the  direct  effect  on  mucosal  cells.  In  addition,  alcoholism 
may  alter  calcium  intake  by  decreasing  appetite  and  dis- 
placing calcium-rich  foods  in  the  diet  (13,18,57,63).  As 
reported  by  Allen  (57),  even  young  alcoholics  show  evi- 
dence of  decreased  bone  mass.  Because  of  this,  as  well  as 
for  reasons  of  health  in  general,  it  is  recommended  that 
alcohol,  if  consumed,  be  done  so  in  moderation  (63). 

From  the  above  discussion,  it  is  apparent  that  many  fac- 


TEXAS  MEDICINE 


PAID  ADVERTISEMENT 


tors,  both  dietary  and  non-dietary,  influence  calcium 
homeostasis  in  the  body.  It  is  unrealistic  to  define  human 
requirements  for  calcium  without  consideration  of  these 
variables  (2).  For  example,  no  calcium  allowances  spe- 
cific for  the  elderly  population  have  been  established  (5). 
Yet,  many  age-related  factors  such  as  the  decrease  in  the 
intestinal  absorption  of  calcium,  menopause  or  estrogen 
deficiency,  increased  risk  of  vitamin  D deficiency,  decline 
in  physical  activity,  emotional  factors,  use  of  medications, 
and  high  protein  diets  support  an  increase  in  the  calcium 
RDA  for  the  elderly  above  800  mg/day  (5,14,30). 

SOURCES  OF  CALCIUM 

Dairy  foods  are  the  best  nutritional  source  of  calcium 
from  both  a quantitative  and  qualitative  point  of  view 
(2,4,6,69).  In  terms  of  the  amount  of  calcium,  dairy  foods 
provide  72%  of  the  calcium  available  in  the  nation’s  food 
supply  (56).  Moreover,  a wide  variety  of  dairy  foods  of 
varied  fat  and  energy  content  are  available,  all  of  which 
are  good  sources  of  calcium  (70).  The  calcium  in  dairy 
foods  is  of  high  bioavailability,  presumably  due  to  the 
presence  of  lactose  and  phosphopeptides  which  favor  cal- 
cium absorption  (2,69).  In  addition,  the  vitamin  D for- 
tification of  milk  likely  enhances  calcium  absorption. 
Other  foods  such  as  canned  sardines  and  salmon  with  the 
edible  bones,  calcium-containing  tofu,  and  dark  green 
leafy  vegetables  such  as  collards  and  kale  supply  calcium, 
although  in  much  smaller  quantities  than  milk  and  milk 
products  (71).  In  addition,  calcium  generally  is  less  avail- 
able from  these  foods  and  they  are  not  consumed  as  regu- 
larly as  dairy  foods. 

For  healthy  people,  choosing  foods  that  provide  calcium  is 
the  preferred  way  to  meet  their  RDA  for  this  nutrient  (11). 
However,  for  individuals  whose  calcium  requirements  are 
high  such  as  the  elderly,  pregnant  and  lactating  adoles- 
cents, postmenopausal  women  not  taking  estrogen,  or  for 


persons  who  either  cannot  or  will  not  consume  milk  and 
other  dairy  foods,  calcium  supplements  may  be  neces- 
sary. Calcium  supplements  come  in  many  forms  such  as 
calcium  carbonate  (40%  calcium),  calcium  lactate  (13% 
calcium),  calcium  gluconate  (9%  calcium),  bone  meal 
(31%  calcium),  and  dolomite  (22%  calcium).  Each  type  of 
calcium  supplement  has  its  advantages  and  disadvan- 
tages. For  example,  calcium  chloride  may  irritate  the 
stomach,  and  bone  meal  and  dolomite  may  be  contami- 
nated with  toxic  metals  such  as  lead,  cadmium,  and  oth- 
ers. Many  physicians  recommend  calcium  carbonate  due 
to  its  higher  concentration  of  calcium  compared  with 
other  calcium  supplements  and  its  relatively  lower  cost. 
Calcium  carbonate  is  the  active  component  of  some  ant- 
acids (18,72-74).  If  antacids  are  selected  as  a source  of 
calcium,  care  should  be  taken  to  read  the  package  label. 
Antacids  are  not  all  alike  and  aluminum-containing  ant- 
acids, even  in  small  doses,  may  induce  calcium  loss, 
especially  in  persons  consuming  low  calcium  diets  (72). 

There  are  few  data  which  compare  the  availability  of 
calcium  from  foods  with  that  of  supplements.  However, 
Wong  and  LaCroix  (75)  demonstrated  a greater  bio- 
availability of  calcium  from  dairy  foods  compared  with 
calcium  carbonate  for  the  growing  rat.  As  indicated 
above,  milk  and  other  dairy  foods  may  have  particular 
advantages  over  calcium  supplements  in  providing  cal- 
cium in  a readily  available  form  and  in  combination  with 
and  in  appropriate  proportion  to  other  essential  nutrients 
such  as  phosphorus,  lactose,  and  vitamin  D (2). 
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TEXAS  MEDICINE 


When 

monotherapy  fails 
in  hypertension  ••• 


The  power  to 

control  hypertension... 
with  greater  convenience 

A COMBINATION  OF  TIME-PROVEN  AGENTS 
for  an  additive  effect  in  reducing  hypertension* 

□ CORZIDE  combines  the  advantages  of  CORGARD '(nadolol)  — the  highly  effective 
once-a-day  beta-blocker  — and  a classic  o nce-a-day  thiazide 

□ CORZIDE  reduces  blood  pressure,  as  demonstrated  in  clinical  trials 

for  a low  incidence  of  side  effects1  . 

□ CORZIDE  was  well  tolerated  in  102  patients  evaluated  for  adverse  reactions 

□ Hydrophilic  (water-soluble)  CORGARD  does  not  readily  cross  the  blood-brain  barrier 
and  is  likely  to  cause  fewer  CNS  side  effects  than  lipophilic  agents 


for  superior  convenience 

□ Simple  once-a-day  dosage  enhances  patient  compliance 

□ May  be  administered  without  regard  to  meals 

□ Available  in  two  tablet  strengths: 

CORZIDE ® 40/5  (Nadolol  40  mg  and  Bendroflumethiazide  5 mg  per  tablet) 
CORZIDE ® 80/5  (Nadolol  80  mg  and  Bendroflumethiazide  5 mg  per  tablet) 

*This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  It  may  be  appropriate 
if  the  fixed  combination  represents  the  dosage  as  titrated  to  the  individual  patient's  needs. 

f Please  see  brief  summary  of  prescribing  information  on  the  last  page  of  this  advertisement  for 
a discussion  of  CONTRAINDICATIONS,  PRECAUTIONS,  ADVERSE  REACTIONS  and  WARNINGS, 
including  avoidance  of  abrupt  withdrawal. 


ONCE-A-DAY 

CORZIDE 

Nadolol-Bendroflumethiazide  Tablets 

An  important  advance  in  Step-2 
antihypertensive  therapy 


For  brief  summary  please  see  next  page. 


ONCE-A-DAY 


CORZIDE 

Nodoiol-BendroflumetbiozideTablets 


SQUIBB 


An  important  advance  in 


CORZIDE'  40/5 
CORZIDE'  80/5 

Nadolol-Bendroflumethiazide  Tablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  lor  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonseleclive  beta-adrener- 
gic  blocking  agent,  and  NATURETIN1-'  (bendroflumethiazlde),  a thiazide  diuretic-antihyper- 
tensive  Formulations  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide. 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS). 
Bendroflumethiazlde  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide  or  other  sulfonamide-derived  drugs. 

WARNINGS:  Nadolol  Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy;  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro 
priate  for  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops.  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice.  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  tor  hypertension. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS 
Administer  nadolol  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  beta;  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli  and  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery.  Recognition  of  the  increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  from  beta-blocker  therapy,  however,  has  made  this  recommenda- 
tion controversial  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place.  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy. 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents.  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e.g.,  tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia.  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia,  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs. 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e  g , tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
thyrotoxicosis 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease.  In  patients  with  renal 
disease,  azotemia  may  be  precipitated  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma.  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported. 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION) 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G I,  disturbances  such  as  nausea  and  vomiting. 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia.  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather,  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion.  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  ot  coronary  artery 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician's  advice 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  being 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symptom 
of  impending  failure  Advise  patients  of  proper  course  if  dose  inadvertently  missed. 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNINGS 
Bendroflumethiazide,  and  PRECAUTIONS,  General,  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugs  may 
interact  with  beta  adrenergic  blocking  agents  Anesthetics,  general  — exaggeration  of 
anesthetic-induced  hypotension  (see  WARNINGS,  Nadolol,  Major  Surgery)  Antidiabetic 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia;  adjust  antidiabetic  drug 
dosage  accordingly  (see  WARNINGS,  Nadolol.  Diabetes  and  Hypoglycemia).  Catechol- 
amine-depleting drugs  (e.g.,  reserpine)  — additive  effect,  monitor  closely  for  evidence  of 
hypotension  and/or  excessive  bradycardia. 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  may  interact 
with  thiazide  diuretics:  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthostatic 
hypotension.  Antidiabetic  drugs  (oral  agents  and  insulin)  — thiazide-induced  hypergly- 
cemia may  require  adjustment  of  antidiabetic  drug  dosage  Other  antihypertensive 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  electrolyte  de- 
pletion, particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drugs  — 
potentiated  effect  Preanesthetic  and  anesthetic  agents  — effects  may  be  potentiated 
adjust  dosage  accordingly.  Pressor  amines  (e.g.,  norepinephrine)  — possible  decrease 
response  but  not  sufficient  to  preclude  their  use.  Skeletal  muscle  relaxants,  nondepolar- 
izing (e.g.,  tubocurarine)  — possible  increased  response. 

Drug/Laboratory  Test  Interactions — Discontinue  thiazides  before  tests  for  parathyroid 

function  (see  PRECAUTIONS,  General,  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  — Nadolol  — In  1 to  2 years  oral 

toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effects.  In 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  preneo- 
plastic, or  nonneoplastic  pathologic  lesions.  Bendroflumethiazide  — Long-term  studies  in 
animals  have  not  been  performed 

Pregnancy  - Teratogenic  Effects  — Nadolol  — Category  C.  In  animal  reproduction 

studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in  rats 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indicated 
human  dose;  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  well-con- 
trolled studies  in  pregnant  women;  therefore,  use  nadolol  in  pregnant  women  only  if  potential 
benefit  justifies  potential  risk  to  the  fetus.  Bendroflumethiazide  — Category  C.  Animal 
reproduction  studies  have  not  been  conducted.  This  drug's  effect  on  the  fetus  when  adminis- 
tered to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Bendroflu- 
methiazide should  be  given  to  a pregnant  woman  only  if  clearly  needed.  Nonteratogenic 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  antici- 
pated benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus;  these 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reactions 
which  have  occurred  in  adults 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  milk. 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  discontinue 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  ot  CORZIDE  (Nadolol- 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient  and 
have  rarely  required  nadolol  withdrawal  Cardiovascular  — Bradycardia  with  heart  rates  of 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  per  minute 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Symptoms  ot 
peripheral  vascular  insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  approxi- 
mately 2 of  100  patients  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturbances 
have  each  occurred  in  about  1 of  100  patients.  Single  instances  of  first  degree  and  third 
degree  heart  block  have  been  reported,  intensification  of  AV  block  is  a known  effect  of  beta- 
blockers  (see  also  CONTRAINDICATIONS,  WARNINGS,  and  PRECAUTIONS).  Central  Ner- 
vous System  — Dizziness  or  fatigue  reported  in  approximately  2 ot  100  patients,  pares- 
thesias, sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patients. 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  patients  (see 
CONTRAINDICATIONS  and  WARNINGS)  Gastrointestinal  — Nausea,  diarrhea,  abdominal 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  each 
reported  in  1 to  5 of  1 000  patients  Miscellaneous  — Each  of  the  following  reported  in  1 to  5 
of  1000  patients  rash;  pruritus,  headache;  dry  mouth,  eyes,  or  skin;  impotence  or  decreased 
libido,  facial  swelling;  weight  gam,  slurred  speech;  cough;  nasal  stuffiness;  sweating,  tinnitus; 
blurred  vision  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  been 
reported.  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  been 
reported  with  nadolol.  The  following  adverse  reactions  may  also  occur  Central  Nervous 
System  — reversible  mental  depression  progressing  to  catatonia;  visual  disturbances; 
hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss;  emotional  lability  with  slightly  clouded  sensorium,  decreased 
performance  on  neuropsychometrics.  Gastrointestinal  — mesenteric  arterial  thrombosis; 
ischemic  colitis  Hematologic  — agranulocytosis,  thrombocytopenic  or  nonthrombocyto- 
penic purpura.  Allergic  — fever  combined  with  aching  and  sore  throat,  laryngospasm; 
respiratory  distress.  Miscellaneous  — reversible  alopecia;  Peyronie’s  disease; 
erythematous  rash,  arterial  insufficiency. 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nausea, 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  pan- 
creatitis. Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xanthop- 
sia Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia. 
Dermatologic-Hypersensitivity — purpura,  photosensitivity,  rash,  urticaria,  necrotizing 
angiitis  (vasculitis,  cutaneous  vasculitis)  Cardiovascular  — orthostatic  hypotension  may 
occur  Other  — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetics, 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  When- 
ever adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  therapy 
withdrawn. 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension,  or 
bronchospasm  if  overdosed.  Overdosage  of  thiazides  may  cause  lethargy,  which  may  pro- 
gress to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiovascular 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointestinal 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electrolyte 
changes  may  occur,  especially  in  patients  with  renal  impairment. 

T reatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  deter- 
mining duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol.  In 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate.  Exces- 
sive Bradycardia  — Administer  atropine  (0.25  to  10  mg)  If  there  is  no  response  to  vagal 
blockade,  administer  isoproterenol  cautiously.  Cardiac  Failure  — Administer  a digitalis 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situation. 
Hypotension  — Administer  vasopressors,  e.g.,  epinephrine  or  levarterenol.  (There  is  evi- 
dence that  epinephrine  may  be  the  drug  ot  choice  ) Bronchospasm  — Administer  a beta2- 
stimulating  agent  and/or  a theophylline  derivative.  Stupor  or  Coma  — Supportive  therapy  as 
warranted.  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed  BUN  and/or 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  maintain 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 

DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED.  Patients  with 
renal  failure  require  adjustment  in  dosing  interval;  see  package  insert  for  dosage  in  these 
patients. 

Consult  package  insert  before  prescribing  CORZIDE  (Nadolol-Bendroflumethiazide 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  ben- 
droflumethiazide and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  100. 
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Viral  encephalitis — new  recommendations  for  control 
and  diagnosis 

Christie  M.  Reed,  MPH;  Tracy  L.  Gustafson,  MD 

Viral  encephalitis,  aseptic  meningitis,  and  febrile  headaches 
occur  year  round  in  Texas,  but  the  peak  incidence  occurs 
during  the  summer  and  fall  months  (1 ).  Two  groups  of 
viruses,  enteroviruses  and  arboviruses,  account  for  the  ma- 
jority of  cases  during  these  months.  This  discussion  focuses 
on  the  diagnosis  of  and  public  health  response  to  arboviral 
(arthropod-borne  virus)  diseases.  Control  of  arboviral  dis- 
eases depends  on  cooperation  between  public  and  private 
health  care  sectors.  This  was  demonstrated  in  Jefferson 
County,  Texas,  during  the  summer  of  1 982. 

Six  patients  were  admitted  to  hospitals  in  Beaumont  during 
the  first  week  of  August  with  high  fever  and  various  symp- 
toms of  neurologic  involvement:  severe  headache,  nausea, 
vomiting,  confusion,  disorientation,  lethargy,  and  irritability. 

A neurologist,  Clyde  Meyers,  MD,  consulted  on  five  of  the 
cases  and  diagnosed  viral  encephalitis.  Aware  that  St  Louis 
encephalitis  (SLE)  virus  had  caused  an  outbreak  of  encepha- 
litis in  Jefferson  County  in  1 980,  he  suspected  that  these  pa- 
tients might  represent  the  start  of  another  outbreak.  He  imme- 
diately notified  the  local  mosquito  control  district  and  the  local 
and  state  health  departments.  Serologic  tests  subsequently 
confirmed  the  diagnosis  of  SLE  in  five  of  the  six  patients. 

All  patients  suspected  of  having  SLE  lived  in  downtown 
Beaumont  and  at  least  two  worked  at  the  same  plant,  sug- 
gesting that  SLE  virus  was  present  in  the  mosquito  popula- 
tion near  the  plant.  Across  the  street  from  the  plant  was  a 
large  vacant  housing  development  with  several  sewer  leaks 
evident.  Permission  was  obtained  to  conduct  an  abatement 
program  on  the  grounds  of  the  housing  development.  Confir- 
mation of  cases  requires  demonstration  of  a fourfold  rise  in 
antibody  titer  between  paired  sera  collected  at  least  two 
weeks  apart.  Although  confirmation  of  diagnosis  is  neces- 
sarily delayed,  mosquito  abatement  efforts  should  not  be 
delayed.  In  Beaumont,  control  measures  were  instituted  im- 
mediately, and  no  further  cases  occurred  in  that  part  of  town. 
There  were  only  two  other  cases  in  Beaumont  in  1982. 

The  Jefferson  County  Mosquito  Control  District  encour- 
ages all  reports  of  viral  encephalitis  during  the  late  summer 
and  fall  months.  Mosquito  control  projects  are  conducted 
year  round.  In  response  to  a suspected  case  of  SLE,  the  indi- 
vidual’s home,  work  place,  and  recreational  sites  are  investi- 
gated for  possible  exposure  to  vector  mosquitoes,  and 
control  efforts  are  intensified  if  a problem  area  is  identified. 
Beaumont,  like  many  other  gulf  coast  cities,  has  storm 
sewers  within  its  city  limits  to  accommodate  torrential  rainfall. 


Christie  M.  Reed,  MPH,  Staff  Epidemiologist;  and  Tracy  L.  Gustafson,  MD, 
Director,  Surveillance  and  Biostatistics  Division,  Bureau  of  Epidemiology, 
Texas  Department  of  Health,  1 100  West  49th  St,  Austin,  TX  78756. 
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These  large  concrete  tunnels  provide  excellent  breeding  and 
resting  sites  for  the  SLE  vector  mosquito,  Culex  quinque- 
fasciatus.  The  Jefferson  County  Mosquito  Control  District 
has  developed  special  techniques  to  monitor  populations  and 
introduce  insecticides  directly  into  the  storm  sewers. 

A new  test  to  provide  a more  rapid  diagnosis  of  arboviral 
diseases  is  in  the  developmental  stages  at  the  Centers  for 
Disease  Control  with  the  cooperation  of  state  health  depart- 
ments. It  is  an  enzyme-linked  immunosorbent  assay  (ELISA) 
specific  for  IgM  in  acute  phase  cerebrospinal  fluid  (CSF).  It 
will  probably  be  several  years  until  the  ELISA  test  has  been 
perfected  and  is  readily  available.  In  the  meantime,  diagnosis 
continues  to  be  confirmed  by  serologic  tests.  To  perform  both 
tests,  the  Texas  Department  of  Health  is  asking  physicians  to 
submit  a CSF  sample  in  addition  to  paired  serum  samples 
from  patients  with  symptoms  suggestive  of  arboviral  enceph- 
alitis, particularly  in  summer  and  fall  months. 

The  serum  samples  will  be  tested  against  a battery  of  the 
arboviruses  causing  human  illness  in  Texas.  This  battery 
consists  of  SLE,  western  equine  encephalitis  (WEE),  eastern 
equine  encephalitis  (EEE),  California  encephalitis  (CE),  and 
dengue.  Serologic  testing  for  Venezuelan  equine  encepha- 
litis (VEE)  is  available,  but  is  no  longer  part  of  the  routine 
battery  of  tests.  Dengue  was  added  to  the  test  battery  in 
1980  in  response  to  the  northward  spread  of  an  epidemic  in 
Mexico.  Although  no  indigenous  cases  have  been  reported 
since  1 980,  the  virus  continues  to  be  identified  in  travelers 
returning  from  endemic  areas.  California  group  viruses  were 
added  in  1983  because  of  their  recent  recognition  as  the 
major  cause  of  arboviral  disease  in  the  United  States.  The 
LaCrosse  strain  of  the  California  group  accounts  for  most  hu- 
man illness  and  is  primarily  associated  with  encephalitis  in 
children  (2).  The  extent  of  human  illness  due  to  CE  group 
viruses  in  Texas  is  not  known.  However,  the  presence  of  Cali- 
fornia group  viruses  in  Texas  has  been  demonstrated  by 
virus  isolation  and  serologic  surveys  of  residents  of  East 
Texas  (3).  One  human  case  was  reported  in  Texas  in  1966. 

Control  of  arboviral  disease  in  Texas  depends  on  the  coop- 
erate efforts  of  the  public  and  private  health  care  sectors. 

The  Texas  Department  of  Health  Laboratory,  by  including  CE 
group  antigens  in  the  routine  arboviral  screen  and  cooperat- 
ing in  the  development  of  the  ELISA  test,  will  enhance  the 
diagnostic  capabilities  available  to  Texas  physicians.  It  also 
will  provide  information  that  will  help  reduce  the  extent  of 
morbidity  due  to  arboviruses  in  Texas. 

Samples  should  be  sent  to  the  Bureau  of  Laboratories, 
TDH,  1 100  W 49th  St,  Austin,  TX  78756.  Serum  samples  can 
be  sent  by  regular  mail.  The  acute  phase  CSF  samples 
should  be  sent  cold,  either  on  wet  or  dry  ice  (this  will  allow 
the  sample  to  be  cultured  for  the  presence  of  enteroviruses, 
another  common  cause  of  encephalitis).  Any  questions 
should  be  directed  either  to  the  Bureau  of  Epidemiology 
(51 2)458-7328  or  to  the  Bureau  of  Laboratories 
(512)458-7514. 
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Autologous  bone  marrow  transplantation  for  human 
solid  tumors 

William  A.  Knight  III,  MD 

The  dose-limiting  toxicity  of  most  chemotherapeutic  agents 
used  to  treat  malignancies  is  myelosuppression.  Drug- 
induced  neutropenia  and  thrombocytopenia  are  major 
causes  of  morbidity  and  occasionally  death  among  patients 
receiving  cancer  chemotherapy.  In  addition,  drug-induced 
myelosuppression  often  prohibits  delivery  of  higher  doses  of 
drug  which  theoretically  would  produce  greater  tumor  cell  kill. 
Autologous  marrow  infusion  or  “transplantation"  is  a tech- 
nique which  allows  delivery  of  myelosuppressive  therapy,  ei- 
ther radiotherapy  or  chemotherapy,  at  doses  which  would 
theoretically  render  the  marrow  aplastic.  It  is  a rescue  tech- 
nique which  allows  clinical  investigation  of  the  potential  dose- 
response  relationship  between  the  tumor  and  the  drugs 
employed. 

Infusing  autologous  marrow  as  a means  to  prevent  myelo- 
suppression was  attempted  more  than  25  years  ago.  Several 
studies  were  completed  treating  refractory  malignancies  with 
“intensive”  therapy  and  autologous  marrow  rescue  (1  -6). 
The  results  were  disappointing  both  in  the  lack  of  tumor  re- 
sponse and  protection  from  myelosuppression.  Hence,  this 
approach  was  rapidly  abandoned.  The  fact  that  this  treat- 
ment failed  is  obvious,  in  retrospect,  as  the  doses  of  radiation 
and  chemotherapy  were  only  moderate  by  today’s  standards. 
The  amount  and  handling  of  marrow  were  highly  variable  and 
in  many  instances  there  were  not  enough  stem  cells  infused 
to  allow  marrow  recovery. 

There  has  been  a renewed  interest  in  autologous  marrow 
transplantation  because  of  recent  developments  both  in 
medical  technology  and  the  therapy  of  malignant  disease. 
The  most  important  development  was  the  study  in  which 
1 5%  of  patients  with  advanced,  refractory  acute  leukemia 
were  cured  by  high  dose  cyclophosphamide  and  total  body 
radiotherapy  followed  by  allogeneic  bone  marrow  transplan- 
tation (7).  Other  developments  include  an  understanding  of 
the  amount  of  marrow  required  for  transplantation  (8)  and  the 
technology  to  cryopreserve  human  marrow  for  extended  pe- 
riods without  significant  loss  of  viability  (9).  Advances  in  sup- 
portive care,  and  more  effective  antibiotics  have  significantly 
reduced  the  mortality  rate  among  patients  with  protracted 
pancytopenia.  Because  of  these  advances,  many  centers  are 
now  investigating  a variety  of  drugs,  with  and  without  radio- 
therapy, followed  by  autologous  marrow  rescue  as  therapy 
for  some  of  the  more  common  human  solid  tumors.  Before 
reviewing  the  early  results  of  these  studies  some  comments 
regarding  the  technical  aspects  of  autologous  marrow  trans- 
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plantation  should  be  made. 

The  procedure  for  procurement  of  adequate  numbers  of 
viable  human  marrow  stem  cells  has  been  well  described 
(1 0).  Briefly,  patients  who  would  be  candidates  for  auto- 
logous marrow  transplantation,  with  histologically  normal 
bone  marrow  aspiration  and  biopsy,  have  marrow  harvested 
under  general  endotracheal  or  spinal  anesthesia.  Marrow  is 
removed  with  large-bore  bone  marrow  biopsy  needles  from 
the  posterior  and  anterior  iliac  crest  by  repeated  aspiration. 
The  marrow  is  collected  in  heparinized  tissue  culture  media 
under  constant  magnetic  stirring  until  a volume  equal  to  1% 
of  ideal  body  weight  in  kilograms  is  obtained.  This  assures 
the  collection  of  at  least  1 .0  x 1 0e  nucleated  marrow  cells  per 
kilogram,  the  amount  required  for  marrow  repopulation.  The 
procedure  takes  approximately  40  minutes  and  requires 
overnight  hospitalization.  There  is  transient  pain  at  the  aspi- 
ration sites  which  usually  abates  in  24  hours.  We  have  seen 
no  serious  complications  from  removal  of  this  amount  of 
marrow. 

After  the  marrow  is  aspirated,  the  marrow  cell  suspension 
which  contains  plasma,  red  cells,  white  cells,  and  fat  is 
passed  through  stainless  steel  screens  and  transferred  to 
polypropylene  centrifuge  bottles.  In  the  laboratory,  the  mar- 
row buffy  coat  is  isolated  by  a series  of  differential  centrifuga- 
tions. This  buffy  coat  is  mixed  with  the  patient’s  own  plasma, 
tissue  culture  media,  and  1 0%  dimethylsulfoxide,  a cryopro- 
tectant,  and  frozen  at  a controlled  rate.  The  marrow  is  frozen 
at  - 1 0 C through  the  heat  of  fusion  to  -40°  C.  It  is  then 
cooled  at  2°  per  minute  to  -80°  C.  Marrow  is  then  placed  in 
the  liquid  phase  of  nitrogen  at  a temperature  of  - 1 96°  C. 
Failure  to  freeze  marrow  in  a linear  fashion  could  result  in 
significant  cell  loss.  Marrow  stored  in  this  fashion  has  been 
found  to  be  viable  and  capable  of  repopulating  the  marrow 
space  after  several  years  of  storage  (11). 

Following  intensive  therapy,  the  marrow  is  reinfused 
through  a large  bore  central  venous  catheter  after  rapid  thaw- 
ing in  a 37°  C water  bath  at  the  patient’s  bedside.  The  marrow 
is  drawn  from  the  storage  bags  and  infused  intravenously  for 
ten  minutes.  As  it  requires  between  1 4 and  27  days  for  trans- 
fused marrow  to  repopulate  the  marrow  space,  patients  ex- 
perience between  two  and  three  weeks  of  aplasia.  During 
this  time  they  are  managed  with  blood  products  including 
platelets  and  red  cells  and  appropriate  broad  spectrum  anti- 
biotics during  febrile  episodes  and  for  documented  infection. 
It  should  be  noted  that  because  of  the  extreme  immunosup- 
pression produced  by  treatment  regimens,  all  transfused 
blood  products  must  be  irradiated  to  prevent  graft-versus- 
host  disease. 

Autologous  marrow  transplantation  has  been  used  in  a va- 
riety of  human  malignancies,  and  space  does  not  permit  a 
thorough  review  of  all  studies.  In  an  early  study,  Applebaum 
et  al  reported  the  results  of  intensive  therapy  with  BCNU, 
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cytosine  arabinoside,  cyclophosphamide  (Cytoxan),  and 
6-thioguanine  in  22  patients  with  refractory  lymphoma  (9).  Of 
the  1 8 patients  later  questioned,  ten  achieved  a complete 
remission.  Four  of  these  patients  with  Burkitt's  lymphoma 
are  alive  and  well  beyond  five  years.  Since  this  report,  an 
additional  46  patients  have  been  treated  by  a variety  of  inves- 
tigators with  several  regimens  involving  high-dose  chemo- 
therapy and  total  body  irradiation  (12).  Of  these  46  patients, 
40  obtained  a complete  remission,  and  19  patients  are  alive 
and  well  after  one  to  five  years. 

Several  groups  have  explored  the  use  of  high-dose  BCNU 
with  autologous  marrow  transplantation.  Fay  et  al  have 
treated  30  patients  with  melanoma  with  doses  ranging  from 
1 ,050  to  1 ,200  mg/m2  followed  by  autologous  marrow  (13). 
Fourteen  of  these  patients  responded,  five  completely  and 
nine  partially.  Ten  responses  were  seen  in  14  previously  un- 
treated patients.  In  addition,  three  of  ten  patients  with  brain 
metastases  responded,  one  with  a complete  response. 

Seven  patients  are  in  an  unmaintained  remission  that  ranges 
from  ten  to  more  than  1 6 weeks.  In  a similar  study,  the  same 
group  administered  BCNU  at  doses  from  900  to  1 ,850  mg/m2 
with  autologous  bone  marrow  to  1 7 patients  with  tumor  meta- 
static to  the  brain  (14).  Ten  of  these  patients  had  either  com- 
plete or  partial  response  and  five  are  alive  from  67  to  380 
days  without  further  therapy. 

Melphalan,  a drug  with  cumulative  and  permanent  marrow 
toxicity,  is  under  limited  investigation  with  marrow  autograft- 
ing (15,16).  In  these  studies  of  more  than  30  patients  with  a 
variety  of  tumors,  responses  of  60%  of  patients  were  20% 
complete.  No  undue  toxicities  were  encountered,  though 
mucositis,  anorexia,  and  diarrhea  were  observed.  Lazarus  et 
al  have  recently  reported  on  the  therapy  of  a variety  of  hu- 
man malignancies  using  melphalan  at  various  doses  ranging 
from  1 80  mg/m2  to  225  mg/m2  (17).  They  observed  re- 
sponses in  nine  of  1 3 patients  with  melanoma  and  four  of  six 
patients  with  neuroblastoma.  Eight  of  the  responses  were 
complete,  lasting  from  2 to  more  than  12  months. 

Ourgroup  in  San  Antonio  has  been  investigating  melphalan 
in  a variety  of  solid  tumors.  Though  the  results  are  still  early, 
we  have  observed  significant  antitumor  effect  with  melphalan 
among  patients  with  colon  cancer,  a tumor  notorious  for  its 
low  response  to  chemotherapy.  In  our  study,  14  patients  have 
been  treated  with  melphalan  at  180/m2,  and  eight  have 
achieved  at  least  a partial  response.  Toxicity  has  been  pri- 
marily manifested  as  myelosuppression  with  mild  to  moder- 
ate diarrhea  and  stomatitis. 

Though  marrow  recovery  nearly  always  occurs  following 
autologous  marrow  infusion,  severe  pancytopenia  requiring 
vigorous  supportive  care  and  blood  product  support  follows 
therapy  and  persists  until  engraftment.  The  period  of  aplasia 
usually  lasts  between  14  and  28  days.  Though  myelosup- 
pression is  severe,  nonmyeloid  toxicity  has  emerged  as 
dose-limiting  for  most  agents  used  in  autografting.  Mitomycin 
C was  abandoned  because  of  severe  gastrointestinal  and 
hepatic  toxicity.  BCNU  causes  hepatic  necrosis  at  high  doses 
(>  1 ,200  mg/m2),  while  the  dose-limiting  toxicity  of  cyclo- 
phosphamide is  cardiac  necrosis.  Though  not  absolutely 
defined,  the  dose-limiting  toxicity  of  melphalan  may  be  gas- 
trointestinal. The  addition  of  total  body  radiotherapy  imposes 
the  risk  of  interstitial  pneumonitis. 


High  dose  chemotherapy  with  autologous  marrow  rescue 
has  produced  significant  antitumor  responses  in  a variety  of 
malignancies  notorious  for  their  resistance  to  standard 
therapy.  Toxicity  can  be  severe,  and  sophisticated  supportive 
care  facilities  are  required  to  provide  optimum  care  for  these 
patients.  While  promising,  this  therapy  must  be  considered 
investigational  and  confined  to  clinical  trials  designed  to  eval- 
uate its  ultimate  role  in  cancer  therapy. 
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Intracranial 
complications  in 
children  with  chronic 
middle  ear  disease 

Intracranial  complications  of  chronic  middle  ear  infec- 
tion have  been  reported  infrequently  since  the  in- 
troduction of  antimicrobial  therapy,  but  when  such 
complications  do  occur,  they  can  be  life-threatening. 
Since  1976,  we  have  treated  four  children  for  intracranial 
complications  of  middle  ear  infection.  The  successful 
treatment  of  each  child  included  aerobic  and  anaerobic 
bacterial  cultures,  high-dose  parenteral  antibiotic 
therapy,  drainage  of  intracranial  abscesses,  and  even- 
tual mastoidectomy.  Rather  than  having  acute  signs  re- 
ferable to  the  ear,  our  patients  presented  with  signs 
specific  for  intracranial  extension  of  infection.  An 
otomastoid  source  should  be  considered  in  children 
with  intracranial  inflammation. 


Because  of  the  ear’s  unique  anatomic  relationships,  chronic 
infection  of  the  middle  ear  may  cause  otologic  and  intra- 
cranial complications.  Although  intracranial  complications 
have  occurred  infrequently  since  the  introduction  of  anti- 
microbial therapy,  they  may  be  life-threatening.  Since  1976, 
we  have  cared  for  four  children  with  intracranial  complica- 
tions of  chronic  middle  ear  infection.  This  article  describes 
these  patients  in  detail  to  emphasize  the  similarities  in  their 
presentation  and  provides  guidelines  for  the  management  of 
intracranial  complications  of  chronic  otitis  media. 

Case  reports 

PATIENT  NO  1 

A 6-year-old  Latin  American  girl  was  admitted  to  the  hospital 
with  a four-day  history  of  left  ear  pain  and  drainage  and  a 
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one-day  history  of  headache,  vomiting,  and  fever.  Her  tem- 
perature was  38°  C (100.4°  F),  and  she  was  lethargic  and  had 
a stiff  neck.  There  was  a foul  smelling  discharge  from  her  left 
ear  and  a small  anterior  perforation  in  the  left  tympanic 
membrane.  She  had  no  mastoid  tenderness,  erythema,  or 
swelling,  and  there  were  no  focal  neurologic  signs.  She 
had  received  no  antibiotics  in  the  several  weeks  before 
admission. 

Her  cerebrospinal  fluid  specimen  contained  3,050  white 
blood  cells  (89%  neutrophils  and  11%  lymphocytes),  the  pro- 
tein level  was  80  mg/dL,  and  the  glucose  level  was  55  mg/dL. 
Gram  stain,  countercurrent  immunoelectrophoresis  (CIE), 
and  cultures  were  negative.  Gram  stain  of  the  ear  discharge 
showed  gram-positive  cocci,  gram-negative  rods,  and  a few 
gram-positive  rods.  Cultures  yielded  Acinetobacter  cal- 
coaceticus  and  Corynebacterium  sp. 

The  patient  was  treated  with  ampicillin  (300  mg/kg/day) 
and  chloramphenicol  (100  mg/kg/day).  A CAT  scan  of  the 
head  was  normal  except  for  diminished  aeration  of  the  left 
mastoid.  The  mastoid  radiographs  showed  a sclerotic  left 
mastoid.  The  patient’s  condition  improved  initially,  but  on  the 
fourth  hospital  day  she  began  complaining  of  severe  frontal 
headache.  She  became  increasingly  somnolent,  but  neu- 
rologic examination  revealed  no  lateralizing  signs.  Pa- 
pilledema was  not  present.  A CAT  scan  performed  on  the 
sixth  hospital  day  revealed  dilatation  of  the  lateral  ventricles. 
A ventriculostomy,  performed  to  relieve  increased  intracranial 
pressure,  revealed  clear  fluid  containing  no  cells.  Peripheral 
left  facial  nerve  palsy  was  noted  after  the  ventriculostomy.  On 
the  ninth  hospital  day  a left  radical  mastoidectomy  was  per- 
formed, and  a large  cholesteatoma  was  removed.  The  sig- 
moid sinus  and  the  dura  of  the  middle  fossa  were  overlain  by 
granulations.  There  was  no  thrombus  in  the  sigmoid  sinus. 
Cultures  obtained  from  the  middle  ear  and  mastoid  at  the 
time  of  surgery  yielded  Pseudomonas  aeruginosa  and  Bac- 
teroides  fragilis.  The  patient  received  two  weeks  of  therapy 
with  ampicillin  and  chloramphenicol  and  three  weeks  of  treat- 
ment with  ticarcillin  and  gentamicin  postoperatively.  A CAT 
scan  performed  before  discharge  revealed  normal  ventricular 
size. 

PATIENT  NO  2 

A 13-year-old  Latin  American  boy  presented  in  1981  with  left 
ear  pain  and  drainage  that  had  persisted  for  three  days  and 
headache  and  fever  of  one  day’s  duration.  He  had  received 
an  injection  of  penicillin  three  days  before  admission  and 
again  on  the  day  of  admission.  His  temperature  was  38.5°  C 
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(1 01 .3°  F).  He  was  lethargic  and  had  a stiff  neck.  Purulent 
material  was  draining  from  the  left  ear  at  the  time  of  examina- 
tion, and  the  tympanic  membrane  was  perforated  centrally. 
He  had  no  focal  neurologic  signs.  His  spinal  fluid  contained 
33  white  blood  cells  (10%  neutrophils  and  90%  lympho- 
cytes), and  his  protein  level  was  18  mgdL;  the  glucose  level 
was  64  mg/dl_;  the  gram  stain  and  CIE  were  negative,  and 
the  bacterial  culture  was  sterile.  Gram  stain  of  the  ear  dis- 
charge revealed  no  microorganisms,  but  enterococcus  was 
isolated  from  this  material.  The  patient  was  initially  treated 
with  aqueous  penicillin  G (300,000  U/kg/day)  and  chlo- 
ramphenicol (100  mg/kg/day).  His  CAT  scan  was  normal  ex- 
cept for  diminished  aeration  of  the  left  mastoid.  Radiographs 
of  the  left  mastoid  revealed  sclerosis  and  bony  destruction. 
Left  mastoidectomy,  performed  on  the  ninth  hospital  day,  re- 
vealed granulation  tissue.  No  organisms  were  isolated  aero- 
bically or  anaerobically  from  material  obtained  at  the  time  of 
surgery,  and  biopsy  revealed  evidence  of  acute  and  chronic 
inflammation.  He  received  penicillin  or  ampicillin  before  and 
after  surgery,  for  a total  of  four  weeks;  he  received  chlo- 
ramphenicol before  and  after  surgery,  for  a total  of  ten  days. 
His  postoperative  course  was  unremarkable  and  a repeat 
CAT  scan  was  normal. 

PATIENT  NO  3 

A 7-year-old  white  girl  was  admitted  to  the  hospital  on  June 
22, 1 976.  She  had  an  ear  infection  that  had  persisted  for  two 
months  before  admission  and  for  two  weeks  she  had  head- 
ache, vomiting,  and  fever.  She  had  received  oral  ampicillin  for 
eight  days  and  parenteral  cephalothin  one  day  before  admis- 
sion. Her  temperature  was  38.5°  C,  (101 .3°  F),  and  she  was 
lethargic  but  irritable.  There  was  purulent  material  in  her  right 
external  auditory  canal,  and  she  had  bilateral  papilledema. 

The  CSF  opening  and  closing  pressure  was  430  cm  H20. 
The  cerebrospinal  fluid  contained  one  mononuclear  cell;  the 
protein  level  was  17  mg/dL,  the  glucose  level  70  mg/dL.  Mas- 
toid radiographs  showed  diffuse  opacity  of  the  right  mastoid 
air  cells  with  indistinct  skeletal  septa.  An  angiogram  showed 
obstructive  flow  to  the  right  transverse  sinus.  After  the  initia- 
tion of  penicillin  (300,000  U/kg/day)  and  nafcillin  (150  mg/kg/ 
day)  therapy,  a right  radical  mastoidectomy  was  performed.  A 
2-by-3  cm  epidural  abscess,  which  was  externally  compress- 
ing the  sigmoid  sinus,  was  evacuated;  gram  stain  of  this  ma- 
terial showed  gram-positive  cocci  in  pairs  and  clusters,  but 
bacterial  cultures  were  sterile.  Biopsy  of  the  mastoid  mucosa 
showed  acute  and  chronic  inflammation.  Gram  stain  and 
bacterial  culture  of  the  epidural  fluid  were  negative.  The  bac- 


terial culture  of  the  ear  discharge  showed  Staphylococcus 
epidermidis  and  alpha  streptococcus. 

She  received  a total  of  ten  days  of  penicillin  therapy  post- 
operatively  and  recovered  without  sequelae. 

PATIENT  NO  4 

A 10-year-old  Latin  American  boy  presented  on  Jan  10, 

1 980,  after  having  had  pain  in  his  left  eye  and  ear  for  four 
days.  He  had  had  a severe  headache  for  one  day,  and  for 
three  hours  had  lost  consciousness.  He  was  afebrile.  His  left 
external  ear  canal  contained  white  granular  material,  and 
there  was  flattening  of  his  left  nasolabial  fold.  A Babinski’s 
sign  was  present  on  the  right  side. 

A CAT  scan  showed  a 2 cm  lucent  mass  in  the  left  tem- 
poral lobe  with  surrounding  enhancement,  and  radiographs 
revealed  inflammation  of  the  left  mastoid.  After  receiving 
penicillin  (300,000  U/kg/day)  and  chloramphenicol  (100  mg/ 
kg/day),  the  patient  was  taken  to  surgery  and  a left  temporal 
lobe  brain  abscess  was  aspirated,  yielding  1 5 cc  of  purulent 
material.  Alpha  streptococcus  and  Propionibacterium  acnes 
were  subsequently  isolated  from  this  material. 

On  the  20th  hospital  day  the  patient  underwent  a left  mas- 
toidectomy; there  were  cholesterol  granules  in  the  mastoid 
cavity,  and  exposed  dura  was  noted  on  the  superior-lateral 
aspect  of  the  tegmen  tympani.  Biopsy  of  the  mucosa  showed 
chronic  inflammation,  and  bacterial  cultures  were  sterile.  His 
postoperative  course  was  uneventful  and  the  patient  re- 
ceived a total  of  four  weeks  of  penicillin  before  and  after  sur- 
gery and  a total  of  two  weeks  of  chloramphenicol. 

Discussion 

Both  the  incidence  of  mastoiditis  as  a complication  of  acute 
otitis  media  and  the  need  for  surgical  intervention  in  its  man- 
agement have  been  greatly  reduced  by  the  availability  of 
antimicrobial  agents  (1 ).  In  addition,  the  frequency  of  fatal 
intracranial  complications  of  ear  infections  has  been  dra- 
matically reduced  (2).  In  contrast  to  children  with  acute  mas- 
toiditis, those  with  chronic  middle  ear  or  mastoid  infection 
who  develop  intracranial  complications  have  much  less  dra- 
matic abnormalities  of  the  ear  or  mastoid.  Rather  than  having 
acute  signs  referable  to  the  ear,  our  patients  presented  with 
findings  specific  for  intracranial  extension  of  infection  (men- 
ingeal inflammation,  focal  neurologic  findings,  or  increased 
intracranial  pressure).  Each  patient,  however,  had  a history 
of  ear  pain  or  discharge  and  abnormal  otologic  examination 
findings,  either  discharge,  tympanic  membrane  perforation, 
or  both.  No  patient  had  edema  or  tenderness  over  the  mas- 

53 


Volume  80  June  i984 


2.  Intracranial  complications  of  chronic  middle  ear  disease  in  four  children. 


Patient 

Age 

(yr) 

Complication 

Isolate(s) 

Source 

Surgical  Procedure(s) 

Duration  of  Anti- 
microbial Therapy 

1 

6 

Meningitis, 

Bacteroides  fragilis 

Mastoid 

Ventriculostomy, 

hydrocephalus,  with  cholesteatoma 

Pseudomonas  aeruginosa 

mastoidectomy 

4 weeks 

2 

13 

Meningitis 

Enterococcus 

Middle  ear 

Mastoidectomy 

4 weeks 

3 

7 

Epidural  abscess, 

Gram-positive  cocci* 

Abscess  fluid 

Evacuation  of  abcess, 

10  days 

hydrocephalus 

mastoidectomy 

4 

10 

Temporal  lobe  brain  abscess 

Alpha  streptococcus 

Propionibacterium  acnes 

Abscess  fluid 

Aspiration  of  abscess, 

mastoidectomy 

4 weeks 

'No  organisms  isolated. 


toid,  and  only  two  were  febrile  at  the  time  of  admission. 

An  awareness  of  the  anatomic  relationships  of  the  middle 
ear  and  mastoid  is  critical  to  accurate  diagnosis  of  infection 
extending  from  these  sources.  Infection  can  extend  due  to 
the  presence  of  a congenital  anatomic  defect  (eg,  a dehis- 
cent suture)  or  an  acquired  defect  from  trauma  (eg,  skull  frac- 
ture) or  because  of  erosion  of  a bony  wall  (eg,  cholestea- 
toma). In  addition,  infection  may  spread  along  veins  through 
bone. 

The  direction  of  the  spread  of  infection  determines  the 
structures  involved  (Fig  1 ).  Extension  anteriorly  involves  the 
apex  of  the  petrous  portion  of  the  temporal  bone  resulting  in 
petrositis.  Posterior  spread  involves  the  sigmoid  sinus  and 
cerebellum  in  the  posterior  cranial  fossa.  Spread  of  infection 
superiorly  involves  the  middle  cranial  fossa,  the  dura,  lep- 
tomeninges,  and  the  adjacent  temporal  lobe.  Spread  in- 
teriorly results  in  extension  to  the  soft  tissues  of  the  neck. 
Spread  medially  involves  the  cochlea  and  labyrinth  with  at- 
tendant disturbances  of  hearing  and  balance.  Lateral  spread 
results  in  rupture  of  the  tympanic  membrane. 

Computerized  axial  tomography  with  enhancement,  which 
confirmed  the  presence  of  brain  abscess  in  one  patient  and 
hydrocephalus  in  another,  and  mastoid  radiographs  reveal- 
ing evidence  of  chronic  mastoid  infection  in  three  patients 
were  particularly  useful  diagnostic  tests  in  the  evaluation  of 
these  patients.  An  arteriogram  for  a patient  not  undergoing 
CAT  scan  showed  obstruction  of  flow  to  the  transverse  sinus. 
At  surgery  the  obstruction  was  found  to  be  caused  by  an 
epidural  abscess  compressing  the  sigmoid  sinus.  The  bacte- 
rial species  isolated  from  our  patients  (Fig  2)  are  similar  to 

1 . Areas  of  potential  spread  from  chronic  otitis. 


those  found  in  chronically  draining  ears,  ie,  gram-negative 
enteric  bacteria  and  anaerobes  including  Bacteroides  fragilis 
(3).  These  isolates  contrast  sharply  with  the  usual  microorga- 
nisms associated  with  acute  mastoiditis  (ie,  beta  hemolytic 
streptococci,  Streptococcus  pneumoniae , and  Staphylococ- 
cus aureus)  (4-6). 

The  antibiotic  treatment  of  a child  with  meningitis  or  focal 
neurologic  findings  and  evidence  of  a chronic  ear  infection 
should  be  based  on  aerobic  and  anaerobic  bacterial  cultures 
of  the  middle  ear  and  other  foci  of  infection.  We  recommend 
initial  therapy  with  chloramphenicol  and  enough  ampicillin  or 
penicillin  to  treat  meningitis,  pending  results  of  cultures  and 
antimicrobial  susceptibility  testing. 

Outcome  depends  upon  optimal  management  of  both  the 
otologic  focus  and  the  intracranial  extension  of  infection. 
Neurosurgical  procedures,  such  as  drainage  of  abscesses  or 
control  of  increased  intracranial  pressure,  should  take  prece- 
dence over  mastoid  surgery.  Although  the  presence  of  an 
intracranial  complication  is  an  indication  for  surgical  explora- 
tion of  the  mastoid,  mastoidectomy  can  usually  be  postponed 
until  antibiotics  have  been  administered  for  one  to  two 
weeks.  The  duration  of  antimicrobial  therapy  in  our  patients 
ranged  from  ten  days  to  four  weeks,  depending  upon  the  na- 
ture of  the  intracranial  complication.  However,  each  child 
received  at  least  ten  days  of  antibiotic  therapy  following  mas- 
toidectomy, and  all  recovered  fully.  These  patients  serve  as  a 
reminder  that  an  otomastoid  source  should  be  considered 
when  evaluating  a child  with  an  intracranial  inflammatory 
process. 
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What  is  treatment  of 
substance  abuse? 

A multidisciplinary  structured  program  for  treatment  of 
drug  and  alcohol  abuse  ideally  focuses  on  the  patient 
and  family  and  uses  a team  approach  to  help  the  patient 
cope  with  physical,  emotional,  cognitive,  social,  and 
spiritual  distress.  Such  a program  also  detoxifies  the  pa- 
tient, helps  overcome  isolation  through  new  communi- 
cation patterns,  helps  eliminate  problems  that  led  to 
drug  abuse,  and  provides  counseling  about  the  possibil- 
ity of  relapse.  This  article  describes  the  dynamics  of  the 
treatment  of  substance  abuse. 


The  concern  by  the  medical  community  over  the  chronic 
abuse  of  mood-altering  chemicals  is  not  a recent  phenome- 
non. Soon  after  the  Civil  War,  the  first  New  York  State  In- 
ebriate Asylum  was  opened  in  Binghamton,  NY,  It  was  not, 
however,  until  the  late  1 950s  that  the  American  Medical 
Association  officially  recognized  alcoholism  as  a disease.  In 
1960,  E.  M.  Jellinek  published  his  book,  The  Disease  Con- 
cept of  Alcoholism,  which  has  been  the  springboard  for 
further  investigation  into  the  types  of  alcoholism  and  the 
treatment  provided. 

More  recently,  the  emphasis  on  the  identification  and  treat- 
ment of  chronic  drug  abuse  has  shifted  in  two  significant 
directions.  First,  the  family  disease  model  has  focused  treat- 
ment efforts  on  the  whole  family  rather  than  just  the  identified 
patient.  The  basic  assumption  of  the  model  is  that  the  entire 
family  is  affected  by  the  chronic  drug  abuse  of  one  or  more  of 
its  members.  Second,  treatment  programs  no  longer  focus 
on  alcohol  as  the  primary  drug  of  abuse.  Abuse  of  a wider 
range  of  mood-altering  chemicals,  such  as  prescription  medi- 
cation and  illegal  drugs  many  times  in  combinations  with  al- 
cohol, is  now  being  treated  in  the  same  program.  Although 
the  physical  and  psychological  symptoms  of  toxicity  vary 
from  drug  to  drug,  experience  has  shown  that  the  intra- 
psychic dynamics  of  chemical  dependency  are  very  similar. 
The  one  exception  is  that  persons  who  abuse  drugs  other 
than  alcohol  may  have  used  illegal  methods  to  obtain  them 
(eg,  forging  prescriptions  or  selling  illegal  drugs).  The  social 
and  legal  problems  may  be  different  from  those  associated 
with  abuse  of  a “legal"  drug  such  as  alcohol.  There  is  a de- 


cided change  in  lifestyle  if  the  drugs  are  illegal,  since  both 
obtaining  and  possessing  the  drugs  are  illegal. 

Chemical  dependency  can  best  be  defined  as  the  con- 
tinued use  of  a mood-altering  chemical  without  regard  to  the 
personal,  social,  or  occupational  impairment  resulting  from 
its  uses.  Mood-altering  chemicals  are  substances  that 
change  the  affect  and  behavior  of  the  person  and  may  in- 
clude prescription  or  over-the-counter  medications,  legal 
drugs  such  as  alcohol,  or  illegal  drugs  such  as  marijuana, 
cocaine,  or  heroin.  The  more  general  term  “chemical  depen- 
dency" was  adopted  because  of  observations  that  the  basic 
dynamics  of  the  chemically  dependent  person  are  similar  re- 
gardless of  the  chemical  preferred.  There  is  also  a trend  to- 
ward “poly-drug"  (combining  chemicals  such  as  alcohol  and 
tranquilizers)  and/or  a tendency  of  the  chemically  dependent 
person  to  switch  from  one  drug  to  another  when  the  preferred 
drug  is  unavailable. 

The  DSM  III  classifies  substance  use  disorders  as  "abuse” 
or  “dependence.”  Substance  or  chemical  abuse  is  identified 
by  a pattern  of  pathological  use,  including  repeated  efforts  to 
control  the  problem,  inability  to  cut  down  or  stop  use,  intox- 
ication during  the  day,  or  blackouts.  Social  or  occupational 
impairment  is  also  present.  In  order  for  substance  abuse  to 
be  confidently  identified,  these  symptoms  should  have  been 
evident  for  at  least  one  month.  Substance  or  chemical  de- 
pendence is  identified  by  tolerance  (an  increase  in  the 
amount  of  the  chemical  needed  to  produce  the  desired 
effect)  and/or  withdrawal  syndrome.  Most  persons  present- 
ing themselves  for  treatment  in  either  inpatient  or  outpatient 
facilities  exhibit  at  least  tolerance  for  the  preferred  chemical. 

Chemical  dependency,  a dysfunction  of  the  central  nerv- 
ous system  produced  by  the  mood-altering  chemicals,  is 
manifested  by  impaired  reasoning  and  judgment,  loss  of  con- 
trol of  behavior,  blunted  affect,  and  distortion  of  reality. 
Chronic  chemical  abuse  may  result  in  organ  damage,  such 
as  permanent  brain  or  liver  damage  resulting  from  prolonged 
alcohol  abuse. 

Structured  approach  to  treatment 

A structured  treatment  program  provides  a daily  routine 
which  is  predictable  and  allows  the  patient  to  reestablish  ego 
functioning  and  internal  controls.  In  the  structured  program, 
the  patient  is  temporarily  removed  from  the  environment 
which  elicits  chemical  abuse  and  allows  it  to  be  stopped  in  an 
atmosphere  that  is  safe  medically  and  psychologically.  In  ad- 
dition, there  is  ample  support  for  continuing  abstinence  once 
it  is  established. 
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An  effective  structured  program  has  three  essential  ele- 
ments. First,  the  program  should  address  the  total  needs  of 
the  patient:  physical/medical,  emotional/psychological,  cog- 
nitive, social/familial,  and  spiritual.  The  physical-medical 
needs  of  the  patient  are  met  through  medical  evaluation  and 
treatment,  nutrition,  exercise,  and  stress  management,  and 
emotional/psychological  needs  are  fulfilled  by  adequate  as- 
sessment, group  and  individual  therapy,  stress  management, 
and  assertiveness  training.  Bibliotherapy,  educational  groups 
and  lectures,  and  self-reflection  answer  many  of  the  patient’s 
cognitive  needs.  The  social  needs  of  the  patient  are  ad- 
dressed in  the  therapeutic  milieu  with  other  patients.  The 
family  issues  are  confronted  in  conjoint  and  family  therapy 
sessions  and  family  groups.  The  spiritual  aspects  of  recovery 
are  addressed  through  participation  in  the  community  sup- 
port groups  of  Alcoholics  Anonymous  (AA),  Al-Anon,  and  the 
church. 

The  second  element  of  an  effective  structured  program  is 
participation  of  the  family.  Most  treatment  facilities  offer  spe- 
cialized services  for  the  family  members. 

The  third  element  of  an  effective  structural  program  is  the 
use  of  a multidisciplinary  treatment  team  composed  of  physi- 
cians/psychiatrists, nursing  staff,  psychologists,  social 
workers,  chemical  abuse  counselors,  activities  therapists, 
specially  trained  technicians,  and  clerical  support  staff.  This 
team  not  only  provides  the  direct  care  but  sets  the  therapeu- 
tic environment  which  supports  recovery.  The  importance  of 
every  member  of  the  team  participating  in  treatment  cannot 
be  overemphasized. 

The  course  of  treatment 

A complete  physical  examination  is  required  to  determine  the 
medical  problems  associated  with  chemical  abuse.  The  goal 
of  detoxification  is  to  bring  the  patient  safely  through  with- 
drawal from  all  mood-altering  chemicals.  The  patient  is  not 
considered  fully  detoxified  until  all  the  mood-altering  chemi- 
cals have  been  discontinued,  including  those  used  for  with- 
drawal. Specific  laboratory  tests  are  needed  to  determine  the 
degree  of  physical  problems  related  to  the  abuse  of  chemi- 
cals. Shulamn  and  O’Connor  (1 ) state  that  the  detoxification 
period  may  also  be  used  to  orient  the  patient  to  AA,  to  help 
the  patient  admit  to  the  need  for  treatment,  and  to  identify 
with  others  who  have  chemical  dependency  problems  (1 ). 

Selecting  outpatient  or  inpatient  treatment 

The  appropriate  setting  for  continued  treatment  should  be 
determined  during  the  detoxification  period.  Inpatient  treat- 
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ment  is  preferred  over  outpatient  when  the  individual  has 
medical  problems  or  psychiatric  conditions  that  cannot  be 
managed  on  an  outpatient  basis.  The  patient's  expressed 
need  for  hospitalization  and  the  danger  he  poses  to  himself 
or  others  are  other  indicators  for  inpatient  care.  Of  course, 
inpatient  care  if  preferable  if  the  person  cannot  stop  chemical 
use  outside  the  supportive  hospital  environment.  There  are, 
however,  many  chemical  abusers  who  can  remain  abstinent 
once  they  have  been  detoxified.  These  persons  are  better 
suited  for  an  outpatient  treatment  program  that  will  allow 
them  to  continue  employment  and  their  usual  living  arrange- 
ments. Unfortunately,  there  are  very  few  intensive  outpatient 
programs  available  at  this  time. 

Important  elements  in  treatment 

There  are  three  common  dynamics  in  chemical  dependency 
that  need  to  be  addressed  in  treatment.  First,  the  use  of  any 
mood-altering  chemical  produces  a memory  track  which  as- 
sociates the  use  of  the  drug  with  pleasure  and/or  the  release 
of  tension.  Through  the  physiological  process,  the  individual 
anticipates  that  when  the  chemical  is  used  again,  it  will  pro- 
duce the  same  pleasurable  result  (2).  The  chemical  action  in 
the  brain  also  produces  euphoric  recall.  The  importance  of 
this  physiological  phenomenon  for  treatment  is  that  the  brain 
imprints  are  present  after  detoxification  and  can  be  reacti- 
vated by  any  mood-altering  chemical  use  or  by  behaviors 
which  are  associated  with  obtaining  and  using  chemicals. 
Some  patients  report  that  thinking  or  talking  about  using 
mood-altering  drugs  triggers  this  physiological  process. 

A second  common  dynamic  in  chemical  abuse  is  emo- 
tional isolation.  As  the  dependency  increases,  the  patient  de- 
votes more  and  more  attention  to  the  drug  and  the  behavior 
associated  with  obtaining  and  taking  the  drug.  The  chemi- 
cally dependent  person  focuses  attention  away  from  other 
daily  activities  because  the  priority  has  become  the  drug- 
induced  "high."  More  energy  is  needed  to  regain  that  “high” 
feeling,  and  as  the  drug  user  focuses  more  and  more  on  the 
drug,  he  or  she  withdraws  from  the  family  and  other  persons 
who  do  not  use  drugs.  Communication  is  also  affected  by  the 
blunting  of  emotions.  The  experience  is  aptly  expressed  in 
the  phrase  "being  stoned.”  It  is  difficult  to  communicate  with 
and/or  relate  to  a “statue  made  of  stone.”  The  chemical 
abuser  does  not  experience  the  social  isolation  for  what  it 
really  is:  alienation  from  others.  Another  ingredient  is  the 
need  to  be  with  other  drug-taking  individuals  because  of  the 
accustomed  lifestyle  and  the  availability  of  drugs.  A natural 
outgrowth  of  being  with  other  persons  who  are  abusing 
chemicals  is  reinforcement  of  continued  chemical  abuse.  A 
discomfort  with  a sober  life  style  develops  as  the  feelings  of 
being  different  or  deviant  grow. 

Finally,  the  ability  of  the  individual  to  cope  with  normal 
stresses  and  to  handle  crises  is  altered  or  never  fully  devel- 
oped by  the  continued  chemical  abuse.  As  the  disease  prog- 
resses, feelings  are  internalized  to  a greater  extent.  Fear, 
anger,  emotional  pain,  and  hopelessness  are  buried  under 
the  effect  of  the  chemical.  A system  of  dealing  with  those 
buried  feelings  develops  in  the  form  of  the  defense  mecha- 
nisms of  denial,  blaming,  and  minimizing.  Denial  and  mini- 
mizing allow  the  individual  to  believe  and  to  convince  others 
that  there  is  really  nothing  seriously  wrong.  One  of  the  main 
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benefits  to  the  individual  seems  to  be  that  no  one  can  insist 
on  looking  closely  at  his  or  her  behavior,  especially  the 
chemical-using  behavior.  Blaming  is  used  to  deny  the  re- 
sponsibility for  the  chemical  abuse.  Because  the  defense 
system  is  so  strong,  the  chemically  dependent  person  be- 
comes a victim  of  the  system  of  confused  thinking  and  is 
unaware  that  the  denial  exists  and  what  feelings  the  de- 
fenses are  covering.  They  are  convinced  that  the  problem  is 
outside  them  (3,4). 

Loss  of  control  and  the  inability  to  manage  crises  and  ade- 
quately cope  with  stress  leads  to  generalized  depression. 

The  depression  is  seriously  compounded  if  the  chemical  of 
abuse  is  a sedative  drug.  The  overall  picture  is  of  a person 
who  is  constantly  fighting  to  maintain  control  of  his  or  her  life 
while  losing  it  (1,2). 

Goals  of  treatment 

The  structured  program  for  chemical  dependency  seeks  to 
meet  general  goals  for  each  patient  involved  in  treatment. 
These  goals  are  identified  as  common  to  all  patients  but  are 
approached  in  an  individualistic  manner  within  the  structure 
of  the  program. 

The  first  goal  is  to  interrupt  the  drug-taking  behavior  and 
detoxify  the  patient.  The  detoxification  is  designed  to  remove 
the  chemical  from  the  body  without  precipitating  dangerous 
withdrawal  symptoms.  The  process  is  complete  when  the  pa- 
tient is  mentally  clear,  is  off  all  medications  used  for  detox- 
ification, and  has  been  restored  to  physical  health.  The  use 
of  minor  tranquilizers  beyond  detoxification  is  discouraged 
because  the  goal  of  treatment  is  to  teach  a person  how  to 
deal  with  anxiety  and  tension  in  ways  other  than  using 
chemicals. 

Another  goal  of  treatment  is  to  break  through  the  barriers 
of  isolation  and  loneliness  which  keep  the  patient  separate 
from  others  and  unable  to  accept  the  help  needed  to  begin 
recovery.  Closely  associated  with  this  goal  is  the  goal  of  es- 
tablishing a new  communication  pattern  which  will  enhance 
interpersonal  relationships.  To  accomplish  this,  patients  are 
led  to  identify  and  use  feelings  in  relationships  and  to  inter- 
rupt destructive  family  and  social  behavior  patterns.  In  place 
of  the  destructive  behavior  patterns,  positive  ways  of  thinking 
and  acting  are  taught. 

Another  important  goal  centers  around  the  extinguishing  of 
behavior  patterns  which  led  to  drug  taking  or  which  were  as- 
sociated with  drug  taking.  To  do  this,  the  patient  must  explore 
changes  in  the  lifestyle  and  personal  associations  which 
might  lead  to  a return  to  drug  taking.  New  ways  of  celebrating 
or  having  fun  and  alternative  behaviors  to  drug  taking  must 
be  learned  and  implemented.  There  is  also  a grieving  pro- 
cess over  the  loss  of  the  drug  and  the  lifestyle  associated 
with  it.  Since  the  chemically  dependent  person  has  devel- 
oped a primary  relationship  with  the  chemical  of  choice  and 
the  high  associated  with  it,  giving  up  the  chemical  is  experi- 
enced as  a significant  loss  of  a relationship.  Patients  need  to 
grieve  over  this  loss  in  much  the  same  way  they  would  grieve 
over  the  loss  of  a significant  person  in  their  lives. 

During  treatment,  the  individual  begins  a process  of  emo- 
tional growth  in  which  he  or  she  confronts  the  primitive  de- 
fenses which  have  been  established  and  learns  how  to 
manage  stress  and  crises  more  effectively.  In  some  cases, 


the  patient  must  be  restored  to  a former  level  of  adaptive 
functioning.  In  most  cases,  however,  emotional  development 
was  arrested  when  the  patient  began  using  chemicals  to  help 
him  deal  with  tension  and  anxiety.  It  is  not  unusual  for  pa- 
tients to  have  been  abusing  drugs  since  age  1 4 or  1 5.  The 
behavior  of  these  patients  is  more  like  that  of  a 1 5-year-old 
than  that  of  a person  much  older. 

Finally,  the  patient  is  acquainted  with  the  possibility  of  re- 
lapse and  counseled  on  the  signals  of  impending  return  to 
drug  abuse.  Patients  and  family  members  must  be  told  that,  if 
the  drug  is  used  again,  the  whole  mental  and  physical  sys- 
tem will  be  reactivated  and  will  continue  to  progress  unless 
interrupted. 

Methods  of  treatment 

The  goals  of  treatment  are  accomplished  through  a variety  of 
treatment  methods,  each  of  which  may  focus  on  several 
goals  at  the  same  time.  Examples  of  how  the  treatment 
methods  are  applied  to  reach  treatment  goals  follow. 

PHYSICAL  HEALTH 

The  detoxification  process  is  the  beginning  of  restoring  the 
physical  health  of  the  patient.  In  a structured  program,  the 
patients  participate  in  an  exercise  program,  receive  regular 
balanced  meals,  vitamin  supplements,  and  sufficient  bed 
rest.  The  structure  of  the  program  itself  serves  to  re-regulate 
physical,  nutritional,  and  sleep  habits  which  have  been  dis- 
rupted by  the  chemical  abuse.  As  such,  the  physical  recov- 
ery of  the  patient  continues  throughout  hospitalization  and 
after  discharge. 

If  concurrent  medical  and/or  psychiatric  conditions  are 
present,  or  become  evident  during  the  detoxification  process, 
they  are  stabilized.  In  some  cases,  treatment  cannot  prog- 
ress until  such  conditions  are  ameliorated.  Our  experience  is 
that  there  is  a high  incidence  of  physical  disease  concurrent 
with  and/or  due  to  abuse  of  chemicals. 

During  treatment,  the  importance  of  positive  health  habits 
for  stress  management  and  continued  abstinence  are  em- 
phasized. Patients  are  encouraged  to  develop  a feeling  of 
well-being  and  tension  reduction  without  the  use  of  mood- 
altering  chemicals.  Relaxation  training  classes  teach  ways  of 
relaxing  and  managing  inner  stress  without  drugs. 

INTERPERSONAL  ADJUSTMENT 
Several  of  the  goals  of  treatment  focus  on  the  interpersonal 
dysfunction  experienced  by  the  chemically  dependent  per- 
son and  those  around  him  or  her.  Most  of  the  methods  used 
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in  a structured  program  attempt  to  identify  destructive  behav- 
ior patterns  and  establish  more  appropriate,  satisfying  inter- 
personal behaviors.  The  therapeutic  milieu  established  by 
the  inpatient  setting  affords  the  individual  ample  opportunity 
to  interact  with  other  patients  and  staff  members.  The  pro- 
gram does  not  have  private  rooms  so  that  the  patients  are 
forced  to  interact  with  each  other.  Rooms  do  not  have  private 
phones  or  personal  television  sets,  which,  instead,  are 
placed  in  a community  setting. 

Community  meetings  are  held  regularly  to  solve  the  prob- 
lems that  develop  through  living  together.  The  community 
meetings  allow  patients  to  discuss  openly  complaints  and 
problems  of  living  together  rather  than  to  withdraw  and  be- 
come isolated.  These  meetings  also  allow  the  patients  to 
practice  new  communication  skills. 

Group  therapy  may  be  offered  several  times  during  the 
week.  Experience  has  shown  that  a combination  of  small 
groups  where  patients  may  receive  more  personal  attention 
and  larger  groups  where  a variety  of  experiences  can  be 
shared  is  very  effective.  These  therapy  groups,  led  by  trained 
therapists,  are  designed  to  provide  a safe  place  to  give  and 
receive  feedback  on  interpersonal  behavior.  Patients  are  en- 
couraged to  identify  and  use  feelings  in  relationships  and  to 
explore  destructive  patterns  in  current  and  past  relationships. 
With  the  reinforcement  of  the  group,  the  patient  can  try  new 
behaviors  and  learn  more  adaptive  ways  of  relating.  Through 
the  group  experience,  the  patient  gains  a sense  of  not  being 
so  unique  and  that  there  is  hope  for  recovery  (3,5).  One 
structured  program  has  all  patients  in  the  program  meeting 
one  day  per  week  for  an  extended  session.  Since  the  thera- 
peutic milieu  is  an  important  part  of  the  recovery  process,  the 
large  group  encourages  the  feeling  of  community  as  well  as 
providing  an  atmosphere  for  working  out  interpersonal  prob- 
lems among  patients. 

A program  can  offer  individual  therapy,  couple  therapy, 
and/or  family  therapy  with  a trained  counselor.  These  ses- 
sions can  be  scheduled  each  week  or  more  often  according 
to  the  need  of  the  patient  and  his  or  her  family.  By  working 
both  with  the  individual  patient  and  the  family,  the  therapist 
may  confront  specific  treatment  issues  and  help  to  plan 
adaptive  behaviors.  Individual  therapy  also  reinforces  gains 
made  through  the  groups. 

EDUCATION  AND  SKILLS  TRAINING 
Special  focus  education  and  skills  building  groups  guide  the 
patient  and  family  members  in  examining  issues  such  as  re- 
sentments, communication  problems,  assertiveness,  relaxa- 
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tion  and  stress  management,  grieving,  and  intimacy.  Since  a 
part  of  recovery  is  changing  attitudes  (old  ways  of  thinking), 
these  groups  provide  the  information  needed  to  review  un- 
satisfying behaviors  and  faulty  thinking.  Positive  alternatives 
may  then  be  developed  and  applied.  The  topics  are  diverse 
because  the  overall  task  is  to  learn  a new  lifestyle  which  al- 
lows personal  growth  and  celebration  without  chemicals. 

BEHAVIOR  THERAPIES 

Some  hospitals  utilize  aversive  counterconditioning  or  condi- 
tioned relfex  treatment.  The  method  was  developed  in  the 
early  1940s  and  is  based  on  clinical  conditioning  principles. 
The  objective  is  to  develop  an  avoidance  response  to  a 
stimulus  (alcohol)  for  which  the  patient  has  already  devel- 
oped an  approach  response.  An  aversion  to  alcohol  is  devel- 
oped through  the  pairing  of  medications  which  produce 
nausea  with  the  sight,  smell,  and  taste  of  alcohol. 

FAMILY  PARTICIPATION  IN  TREATMENT 
The  importance  of  family  participation  in  the  treatment  pro- 
gram cannot  be  overemphasized.  The  disease  of  chemical 
dependency  is  described  as  a family  disease  affecting  all 
persons  associated  with  the  actively  chemically  dependent 
person  (3,6).  The  recovery  of  the  chemically  dependent  per- 
son is  greatly  enhanced  if  the  family  members  or  persons 
significant  to  the  patient  participate  in  treatment.  More  impor- 
tant, the  family  members  or  significant  others  need  to  begin  a 
recovery  program  for  themselves.  In  the  family  portion  of 
treatment,  family  members  may  learn  about  the  disease  pro- 
cess and  its  personal  effects  on  them.  They  are  led  to  exam- 
ine their  contributions  to  the  disease  and  to  identify  self- 
destructive patterns  in  their  lives  (7).  By  sharing  with  other 
family  members  and  learning  to  express  themselves  appro- 
priately, the  focus  is  shifted  from  controlling  the  chemical 
abusing  behavior  of  the  patient  to  their  need  for  recovery. 
Family  members  must  be  allowed  to  “get  well"  just  as  the 
patient  is. 

The  program  activities  in  which  the  family  members  partici- 
pate may  be  arranged  in  several  ways.  Some  treatment  pro- 
grams bring  the  family  into  treatment  activities  for  one  full 
week  during  the  four-week  program.  Other  programs  have 
family  weekend  sessions.  Another  approach  to  family  treat- 
ment is  to  involve  the  family  members  in  treatment  activities 
during  the  late  afternoon  and  evenings  throughout  the 
inpatient  phase  of  treatment.  Most  structured  programs  offer 
family  or  conjoint  therapy  sessions  conducted  by  trained 
therapists  on  an  as-needed  basis.  Without  exception,  family 
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members  should  be  encouraged  to  begin  attending  com- 
munity Al-Anon  meetings  immediately.  (Some  treatment 
programs  provide  a meeting  place  for  an  on-site  Al-Anon 
meeting  each  week.) 

A therapy  group  for  family  members  only  is  considered 
necessary  to  help  families  feel  support  and  allow  them  to 
explore  feelings  related  to  the  chemically  abusing  family 
member.  Meeting  with  ex-patients’  family  members  is  helpful 
in  reinforcing  the  hope  that  recovery  is  possible.  Family 
members  need  to  realize  that  the  cessation  of  chemical 
abuse  is  only  the  beginning  of  recovery.  The  expectation  that 
everything  will  be  all  right  if  the  patient  stops  using  chemicals 
is  soon  dispelled.  The  complicated  process  of  learning  to  live 
together  in  a satisfying  relationship  without  chemical  abuse 
requires  a commitment  to  continued  treatment  and  personal 
growth. 

ALCOHOLICS  ANONYMOUS  AND  AL-ANON 
AA  and  Al-Anon  provide  the  best  known  support  for  long- 
term sobriety.  Although  these  groups  do  not  affiliate  with 
treatment  programs,  the  principles  and  programs  of  these  or- 
ganizations are  a vital  part  of  recovery.  The  AA/AI-Anon  pro- 
gram speaks  directly  to  the  spiritual  aspects  of  recovery  for 
both  the  chemically  dependent  person  and  the  family.  In  a 
structured  treatment  program,  the  AA/AI-Anon  program  for 
recovery  is  introduced.  Literature  is  used  to  guide  the  patient 
and  family  members  in  applying  these  principles  to  living  so- 
ber. Group  discussions  are  held  on  the  AA/AI-Anon  “Twelve 
Steps.”  An  alumni  AA  meeting  can  be  set  up  to  meet  each 
week  along  with  an  Al-Anon  group  for  the  family.  Patients 
may  also  be  taken  to  community  meetings  either  by  volun- 
teers or  staff  of  the  program.  In  this  way  a community  contact 
is  established  which  will  extend  beyond  the  period  of  inpa- 
tient treatment. 

Aftercare  or  follow-up 

A commitment  by  the  patient  and  family  members  to  con- 
tinued care  following  treatment  is  essential  for  recovery.  The 
interpersonal  issues  uncovered  during  inpatient  treatment 
can  be  resolved  only  partially  in  a short-term  structured  pro- 
gram. A comprehensive  follow-up  program  must  be  estab- 
lished for  each  patient  and  family  member. 

The  most  effective  follow-up  involves  participation  in  AA/ 
Al-Anon  in  the  community.  In  these  meetings,  the  patient  and 
family  receive  continuing  support  for  sobriety.  Each  member 
of  the  family  is  encouraged  to  confront  his  role  in  the  system 
and  to  make  positive  changes  in  both  attitude  and  behavior. 


The  reinforcement  of  these  ongoing  changes  in  life  style  is  a 
critical  part  of  the  overall  recovery  process. 

Most  structured  treatment  programs  provide  aftercare 
groups,  many  times  at  no  cost  to  the  patient  or  family.  These 
groups  are  different  from  and  do  not  replace  the  community 
AA/AI-Anon  program.  They  provide  the  patient  and  family  an 
opportunity  to  sustain  gains  made  during  intensive  treatment 
and  maintain  the  support  system  established. 

In  some  cases,  additional  professional  care  is  indicated. 
Medical  care  may  be  needed  for  a longstanding  physical 
problem  such  as  diabetes.  Psychiatric  care  may  be  appropri- 
ate if  there  is  a psychiatric  condition  such  as  depression.  If 
the  patient  is  on  disulfiram  (Antabuse),  regular  contact  with  a 
physician  is  recommended.  In  any  case,  a sustained  contact 
with  the  personal  physician  or  the  attending  physician  during 
treatment  is  a valuable  ingredient  in  supporting  the  gains 
achieved  during  hospitalization. 

Patients  and/or  family  members  may  also  need  therapy 
with  a professionally  trained  therapist  on  a regular  basis.  Al- 
though long-term,  insight  oriented  psychotherapy  may  not  be 
recommended  until  a period  of  sobriety  is  established  (from  6 
months  to  1 year),  such  problems  as  marital  discord,  sexual 
dysfunctioning,  and  depression  may  require  psychotherapy 
early  in  recovery.  Patients  and  family  should  be  offered  the 
option  of  seeking  long-term  therapy. 

Selecting  a treatment  center 

There  are  several  questions  which  should  be  considered  in 
selecting  a treatment  center.  First,  is  the  facility  licensed  by 
the  appropriate  agencies  and  accredited  by  the  Joint  Com- 
mission on  the  Accreditation  of  Hospitals?  Appropriate  licen- 
sure and  certification  will  facilitate  third  party  payment  for 
treatment.  Sometimes  this  is  a critical  issue  for  the  patient 
and  family.  Of  importance  also  is  the  fact  that  regulatory 
agencies  set  standards  for  quality  care  provided  to  the  pa- 
tient. (Questions  about  treatment  costs  should  be  discussed 
openly.) 

Second,  does  the  treatment  program  emphasize  treating 
the  whole  person  with  a professionally  trained,  multidisciplin- 
ary treatment  team?  Chemical  dependency  is  a complex  dis- 
ease and  requires  a variety  of  treatment  approaches. 

Third,  does  the  program  emphasize  the  importance  of  AA/ 
Al-Anon  participation  and  does  it  provide  aftercare  services? 
It  can  be  assumed  that  if  the  treatment  program  does  not 
assist  the  patient  and  family  in  making  adequate  aftercare 
plans,  there  will  be  no  follow  through. 

Finally,  what  is  the  family's  role  in  the  treatment  program? 
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Are  there  programs  for  family  members?  Is  the  family  en- 
couraged to  attend? 

Satisfactory  answers  to  these  questions  should  ensure 
that  the  program  will  provide  the  services  needed  for  recov- 
ery from  chemical  dependency. 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

Vtliat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 


Summary 

This  article  has  attempted  to  describe  how  a variety  of  treat- 
ment activities  are  brought  together  in  a structured  treatment 
program  for  chemical  dependency.  It  is  important  to  note  that 
treatment  addresses  specific  problems.  Any  one  of  the  treat- 
ment methods  mentioned  may  be  valid  for  certain  types  of 
problems  (eg,  family  therapy  is  the  preferred  treatment  ap- 
proach for  certain  types  of  marital  dysfunction).  The  complex 
disease  of  chemical  dependency  requires  a variety  of  treat- 
ment modalities  to  address  the  problems  related  to  chemical 
abuse,  both  for  the  patient  and  the  family  members.  Treat- 
ment which  seeks  to  focus  on  one  of  the  common  elements 
noted  above  without  regard  to  the  larger  problem  of  chemical 
dependency  is  unlikely  to  be  successful. 
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Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every'  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It's  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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Microsurgery  Training 
at 

Baylor  College  of  Medicine 

Basic  training  in  microsurgery  is  offered  through  the  Baylor  College  of  Medicine  Department  of 
Continuing  Education  for  the  following  surgical  specialties: 


Plastic  and  Reconstructive  Orthopedic 

Hand  Neurosurgical 

Cardiovascular  Pediatric 

Urological  Gynecological 


One-  and  two-week  training  courses  are  offered  year-round,  concentrating  on  direct  hands-on  surgi- 
cal experience  with  the  operating  microscope  utilizing  animal  surgical  models. 

A certificate  and  40-80  Category  1 CME  credit  hours  are  awarded  upon  completion  of  the  course. 

For  more  information,  please  contact: 

Kathy  Gray 

Baylor  College  of  Medicine 

Plastic  Surgery  Division-Microsurgery  Lab,  443E 

One  Baylor  Plaza 

Houston,  Texas  77030 

(713)  799-4536 
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A new  look  at  the 
insanity  defense  in 
Texas 

Most  countries  and  all  states  in  the  US  have  some  form 
of  insanity  defense,  which  excludes  the  insane  defen- 
dant from  criminal  responsibility.  In  Texas,  a defendant 
may  be  ruled  innocent  by  reason  of  insanity  if  he  suc- 
cessfully argues  that  he  committed  a crime  “as  a result 
of  severe  mental  disease  or  defect”  and  that  he  did  not 
know  that  his  conduct  was  wrong.  In  such  a case,  the 
prosecution  must  show  “beyond  a reasonable  doubt” 
that  the  defendant  committed  the  crime;  the  defense 
must  show  a “preponderance  of  evidence”  that  the  de- 
fendant was  insane  at  the  time  of  the  crime.  In  addition 
to  establishing  courtroom  criteria  for  the  insanity  de- 
fense, the  law  outlines  procedures  for  caring  for  the  per- 
son who  has  been  found  not  guilty  by  reason  of  insanity. 


Crime  is  generally  held  to  consist  of  two  elements:  a volun- 
tary action  which  is  proscribed  (actus  reus)  and  a mental 
condition  in  the  offender  which  makes  him  culpable  (mens 
rea).  Criminal  law  is  based  on  the  assumption  that  individuals 
may  be  held  responsible  for  their  conduct  if  they  have  the 
ability  to  choose  between  acceptable  and  unacceptable  be- 
havior (mens  rea).  This  concept  of  free  will,  although  central 
to  criminal  law,  is  opposed  by  the  view  that  all  behavior  is 
determined  by  a variety  of  biological  and/or  psychological 
factors. 

The  insanity  defense  has  been  a focal  point  for  the  debate 
between  these  two  opposing  positions,  for  the  mere  exis- 
tence of  the  insanity  defense  concedes  that  some  individuals 
are  not  responsible  for  their  actions.  The  defense  excludes 
from  criminal  responsibility  those  individuals  whose  mental 
condition  is  such  that  a finding  of  guilt  would  not  serve  the 
purpose  of  criminal  law. 

Implementation  of  such  a defense  presents  many  prob- 
lems for  both  the  criminal  justice  and  mental  health  systems. 
Determination  of  "mental  condition”  is  a complex  process, 
with  criteria  that  are  spelled  out  both  by  law  and  by  the  men- 
tal health  professions.  The  purposes  of  criminal  law  may  be 
many:  to  deter,  to  restrain,  to  rehabilitate,  to  punish,  or  some 
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combination.  Much  confusion  exists  as  to  just  what  the  pur- 
poses of  the  law  are,  or  should  be,  and  therefore  as  to  what 
the  function  of  the  insanity  defense  is  or  should  be. 

Disposition  of  individuals  found  innocent  by  reason  of  in- 
sanity is  nearly  as  difficult  a problem  as  determining  criteria 
for  innocence.  An  acquittal  by  reason  of  insanity  does  not 
usually  free  the  defendant,  and  most  insanity  defense  stat- 
utes include  some  specification  of  the  procedures  to  be  fol- 
lowed in  cases  of  acquittal.  Some  authorities  argue  that  the 
insanity  defense  should  be  abolished  because  of  this  ten- 
dency to  confine  individuals  who  have  not  been  found  to  be 
guilty  of  any  crime  (1). 

Other  opponents  of  the  insanity  defense  have  suggested 
that  psychiatric  or  other  expert  testimony  should  be  reserved 
for  post-conviction  commitment  procedures.  Conviction,  they 
suggest,  should  relate  to  the  commission  of  the  act  in  ques- 
tion; determination  of  culpability  should  influence  only  dis- 
position (2). 

This  position  has  been  strongly  criticized  by  Goldstein  (3), 
who  points  out  that  attempts  to  implement  such  a system 
have  been  largely  unsuccessful.  He  indicates  that  the  concept 
of  blame  should  be  emphasized  (he  feels  that  the  insanity  de- 
fense focuses  attention  on  the  issue  of  blameworthiness) 
and  that  blame  should  be  assigned  by  a jury,  rather  than  by  a 
post-conviction  panel  of  experts. 

The  decision  to  continue  to  use  the  insanity  defense  re- 
volves around  whether  one  believes  that  there  exist  any  indi- 
viduals who  should  be  absolved  of  criminal  responsibility 
because  they  are  for  some  reason  unable  to  conform  to  the 
demands  of  society.  Most  countries  of  the  world  and  all  states 
of  the  US  have  in  effect  affirmed  a belief  in  the  existence  of 
such  individuals  by  retaining  some  form  of  the  insanity  de- 
fense. The  inclusion  of  provisions  for  the  disposition  of  indi- 
viduals found  to  be  not  guilty  by  reason  of  insanity  is  tacit 
admission  that  the  insanity  defense  confers  a limited  immu- 
nity from  blame  and  that  society  needs  in  some  manner  to 
protect  itself  from  individuals  who  are  not  strictly  accountable 
for  their  actions  under  criminal  law. 

Several  rules  for  the  determination  of  insanity  have  been 
proposed  and  enacted  by  various  states.  The  most  common 
of  these,  the  M'Naghten  test  (4),  defines  insanity  in  terms  of 
the  ability  of  the  accused  to  recognize  at  the  time  of  the  of- 
fense that  a wrongful  act  was  being  committed.  This  test  re- 
fers only  to  the  cognitive  capacity  of  the  accused.  Critics 
assert  that  these  grounds  are  too  narrow,  that  insanity  affects 
the  will  and  emotions  as  well  as  the  intellectual  faculties  and 
that  there  are  individuals  who  should  be  absolved  of  guiit  on 
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the  basis  of  impairment  of  these  functions. 

There  have  also  been  criticisms  of  the  lack  of  specificity  of 
the  key  words  of  the  test.  Attempts  to  clarify  these  ambigu- 
ities by  instructions  to  juries  have  sometimes  served  to  re- 
duce criticism,  but  most  states  still  allow  juries  considerable 
freedom  in  interpretation,  and  legislative  action  has  usually 
been  preferred  as  a means  of  correcting  perceived  deficien- 
cies in  the  M'Naghten  test. 

Many  states  have  attempted  to  broaden  the  M’Naghten 
test  by  including  in  the  insanity  defense  some  form  of  what 
has  come  to  be  called  the  "irresistible  impulse  test.”  This  test 
requires  recognition  by  the  jury  that  mental  illness  may  affect 
the  will  and  emotions  as  well  as  the  cognitive  capacities.  An 
individual  is  not  criminally  responsible  if  he  had  a mental  dis- 
ease that  kept  him  from  controlling  his  conduct,  even  if  he 
knew  the  nature  and  quality  of  his  act  and  knew  that  it  was 
wrong. 

Other  critics  have  objected  that  even  the  M’Naghten- 
irresistible  impulse  test  is  too  narrow  and  that  it  implies  a 
restriction  of  the  defense  to  sudden  spontaneous  acts  as  dis- 
tinguished from  those  caused  by  mental  illness  accompanied 
by  brooding  or  reflection.  This  restriction  was  removed  by  the 
Court  of  Appeals  of  the  District  of  Columbia  when  the  court 
announced,  in  Durham  v United  States , a new  test  of  criminal 
responsibility:  an  accused  is  not  criminally  responsible  if  his 
or  her  unlawful  act  was  the  product  of  any  mental  disease  or 
defect.  It  was  the  court’s  view  that  the  Durham  test  would 
permit  broadened  expert  testimony:  experts  would  be  al- 
lowed to  inform  juries  regarding  the  general  nature  of  the  de- 
fendant’s mental  disease,  not  merely  his  ability  to  distinguish 
right  from  wrong  (5). 

The  Durham  decision  created  a simple  but  ambiguous  test. 
Must  mental  disease  be  determined  by  an  expert,  for  ex- 
ample, or  may  a court  or  jury  make  such  a determination? 
How  does  the  court  reconcile  differing  professional  opinions 
as  to  what  constitutes  mental  disease?  What  criteria  will  be 
used  to  make  the  determination?  Are  all  acts  of  a mentally 
ill  person  a product  of  the  mental  illness,  or  is  a mentally  ill 
person  responsible  for  some  of  his  or  her  acts?  Even  if  the 
act  in  question  was  a product  of  a mental  disease,  does  it 
follow  that  the  offender  is  relieved  of  all  intent  or  blame? 

Because  of  these  and  similar  problems,  the  court  was 
forced  to  amplify  and  refine  the  Durham  decision.  In  McDon- 
ald v United  States,  the  court  specified  that  neither  the  court 
nor  the  jury  is  bound  by  professional  opinion  of  what  consti- 
tutes mental  disease  (6).  In  Carter  v United  States  the  test 
was  narrowed  to  the  extent  that  it  was  specified  that  the  mere 


existence  of  mental  illness  was  not  a sufficient  defense. 

Some  relationship  must  be  demonstrated  between  the  dis- 
ease and  the  act;  the  disease  must  make  “the  effective  or 
decisive  difference  between  doing  and  not  doing  the  act”  (7). 

There  was  also  considerable  concern  that  experts  might 
usurp  the  function  of  the  jury  under  the  provisions  of  the  Dur- 
ham test,  and  Washington  v United  States  specified  that 
psychiatrists  should  not  be  allowed  to  testify  regarding  the 
causal  role  of  mental  disease  in  determining  the  behavior  in 
question  (8).  Further,  the  court  published  an  instruction  to 
psychiatrists  which  was  to  be  read  in  open  court  before  tak- 
ing the  testimony  of  the  first  psychiatric  witness.  This  instruc- 
tion explained  that  the  clinical  or  psychiatric  meaning  of 
mental  disease  may  be  different  from  the  legal  meaning  and 
that  the  legal  meaning  was  to  be  determined  only  by  the 
court  or  the  jury. 

In  addition  to  the  tests  developed  by  a series  of  court  deci- 
sions, other  tests  have  been  proposed  by  legal  professionals. 
The  American  Law  Institute  (ALI)  presented  a modernized 
and  improved  rendition  of  the  M’Naghten  and  irresistible  im- 
pulse tests  in  its  Model  Penal  Code.  This  test  specifies  that  a 
person  "is  not  responsible  for  criminal  conduct  if  at  the  time 
of  such  conduct  as  a result  of  a mental  disease  or  defect  he 
lacks  substantial  capacity  either  to  appreciate  the  criminality 
(wrongfulness)  of  his  conduct  or  to  conform  his  conduct  to 
the  requirements  of  the  law.”  A second  paragraph  specifies 
that  “the  terms  mental  disease  or  defect’  do  not  include  an 
abnormality  manifested  only  by  repeated  criminal  or  other- 
wise anti-social  conduct"  (9).  This  second  paragraph  is  in- 
tended to  exclude  various  types  of  psychopathic  or  antisocial 
personality  disorders  from  the  protection  of  the  statute,  al- 
though it  leaves  open  the  question  concerning  other  person- 
ality disorders  and  non-psychotic  disorders  in  general. 

In  general,  this  test  has  been  considered  a sensible  com- 
promise between  the  M’Naghten  and  Durham  tests,  although 
it  does  not  actually  solve  many  of  the  problems  associated 
with  the  definition  of  terms.  There  is  a trend  toward  accep- 
tance of  some  form  of  the  ALI  Test,  particularly  since,  in 
United  States  v Brawner(  10),  the  court  of  appeals  of  the 
District  of  Columbia  abandoned  the  Durham  test  and  adopted 
the  ALI  proposal.  Statutes  currently  vary  widely  between 
states,  incorporating  parts  or  combinations  of  these  tests 
and  several  others  which  have  been  proposed  by  various 
authorities. 

The  American  Bar  Foundation  has  pointed  out  that  much 
of  the  controversy  over  the  respective  rules  seems  “super- 
fluous” (1 1 ).  It  is  possible  that  juries  may  often  be  unable  to 
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distinguish  between  the  various  tests  based  on  brief  jury  in- 
struction. It  seems  likely,  however,  that  the  test  chosen  will 
have  some  significant  long-term  effect  on  the  application  of 
the  insanity  defense  within  a given  jurisdiction.  Although  the 
tests  do  overlap  and  the  differences  between  them  may  re- 
quire careful  instruction  of  juries,  they  are  not  identical,  and  it 
is  only  reasonable  to  assume  that  at  least  some  judgments 
will  be  affected  by  the  test  used.  Implementation  of  the  Dur- 
ham decision,  for  example,  resulted  in  a sharp  rise  in  the 
number  of  acquittals  by  reason  of  insanity  in  the  District  of 
Columbia  (12).  Legislative  changes  in  the  insanity  statutes 
should  be  expected  to  influence  events  similarly,  and  any 
change  that  improves  the  administration  of  criminal  justice  to 
even  a minor  degree  is  significant  and  worthwhile. 

For  individuals  found  not  guilty  by  reason  of  insanity,  com- 
mitment to  a mental  institution  is  automatic  in  some  states 
and  achievable  in  most  others  under  the  provisions  of  the 
various  insanity  defense  statutes.  Such  statutory  post-trial 
commitment  procedures  assume  that  the  trial  has  estab- 
lished something  about  the  defendant  which  identifies  him  as 
someone  who  needs  to  be  confined.  He  is  treated  as  if  the 
crime  had  been  proved  against  him  and  as  if  it  had  been 
established  that  he  was  insane  at  the  time  the  crime  was 
committed  and  had  continued  to  be  insane  after  the  trial.  In 
Jones  v United  States  (13),  the  United  States  Supreme 
Court  recently  affirmed  the  right  to  confine  a person  found 
not  guilty  by  reason  of  insanity  to  a mental  institution  until  he 
regains  sanity  or  is  no  longer  a danger  to  himself  or  society. 

In  fact,  most  trials  do  not  make  explicit  the  fact  that  the 
defendant  would  have  been  found  guilty  had  it  not  been  for 
the  finding  of  insanity.  In  many  states  there  is  not  even  a 
need  to  prove  mental  illness  at  the  time  of  the  crime;  the  jury 
need  only  have  a reasonable  doubt  as  to  the  sanity  of  the 
defendant,  as  in  the  recent  trial  of  John  Hinckley.  Whether 
the  defendant  is  still  mentally  ill  after  the  trial  is  at  least  ques- 
tionable in  view  of  the  fact  that  the  trial  has  been  allowed  to 
proceed.  The  fact  that  he  is  judged  competent  to  stand  trial  is 
presumably  evidence  of  at  least  some  minimal  sanity  of  the 
defendant  at  the  time  of  the  trial. 

Mandatory  post-acquittal  commitment  procedures  are  thus 
difficult  to  justify,  but  most  of  the  concerns  of  society  regard- 
ing the  possible  need  to  confine  those  so  acquitted  can  be 
addressed  by  making  the  “not  guilty  by  reason  of  insanity” 
finding  a trigger  for  the  implementation  of  a civil  commitment 
hearing.  The  critical  issue  then  becomes  not  the  commitment 
procedure  itself,  but  the  standards  for  release. 

In  general,  society  has  two  major  concerns  in  this  respect: 
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Is  the  individual  mentally  ill?  Is  the  individual  dangerous? 
Both  of  these  are  questions  to  be  answered  by  professionals 
within  the  mental  health  authority  rather  than  by  a court  or  a 
jury,  although  the  court  may  have  a continuing  interest  in 
some  cases.  Some  procedure  should  be  developed  to  allow 
the  mental  health  and  criminal  justice  systems  appropriate 
decision-making  authority. 

In  response  to  these  concerns,  a number  of  changes  have 
been  made  by  the  67th  (1983)  Texas  Legislature  relating  to 
the  insanity  defense  in  criminal  prosecution  and  to  hearings 
and  other  procedures  relating  to  the  commitment  and  treat- 
ment of  persons  acquitted  by  reason  of  insanity.  It  is  of 
utmost  importance  that  these  new  proceedings  be  communi- 
cated to  those  who  are  most  involved. 

Senate  Bill  7 by  Sen  Ray  Farabee  of  Wichita  Falls  (with 
House  companion  bill  by  Rep  Bob  Bush  of  Sherman)  was  the 
significant  legislation  which  brought  about  the  changes  in  the 
insanity  defense  (Fig  1 ). 

The  following  guidelines  will  now  be  used  in  insanity  de- 
fense proceedings  as  represented  in  the  Texas  Penal  Code 
and  the  Texas  Code  of  Criminal  Procedure. 

Texas  Penal  Code 

Section  8.01  of  the  Texas  Penal  Code  has  been  amended  to 
revise  the  definition  of  the  insanity  defense.  The  definition 
now  states,  “It  is  an  affirmative  defense  to  prosecution  that, 
at  the  time  of  the  conduct  charged,  the  actor,  as  a result  of 
severe  mental  disease  or  defect,  did  not  know  that  his  con- 
duct was  wrong.” 

Thus,  if  a person  shoots  at  what  he  thinks  is  a bear  in  his 
yard,  when  in  fact  he  is  shooting  a person  that  was  walking 
down  the  sidewalk  in  front  of  his  home,  this  person  is  commit- 
ting an  act  (shooting  a bear)  that  he  does  not  think  is  wrong. 

If  his  misperception  of  the  person  is  due  to  severe  mental 
disease  or  defect,  he  may  plead  not  guilty  by  reason  of 
insanity. 

In  this  definition  the  term  “mental  disease  or  defect”  does 
not  include  an  abnormality  manifested  only  by  repeated 
criminal  or  otherwise  antisocial  conduct.  Neither  does  it  in- 
clude behaviors  which  may  be  characterized  as  impulsive  or 
uncontrollable. 

Texas  Code  of  Criminal  Procedure 

Article  46.03  of  the  Texas  Code  of  Criminal  Procedure,  1965, 
as  amended,  has  also  been  revised  to  include  changes  in 
procedure  for  the  insanity  defense  and  examination  of  the 
defendant. 

THE  INSANITY  DEFENSE 

The  issue  of  insanity  may  be  submitted  to  a jury,  if  supported 
by  competent  evidence,  in  order  to  determine  and  include  in 
the  verdict  or  judgment  (or  both)  whether  the  person  who  has 
been  charged  with  a crime  is  guilty,  not  guilty,  or  not  guilty  by 
reason  of  insanity. 

A verdict  of  not  guilty  by  reason  of  insanity  shall  be  re- 
turned if  the  prosecution  has  established  beyond  a reason- 
able doubt  that  the  alleged  conduct  was  committed  and  the 
defense  has  established  a preponderance  of  the  evidence 
that  the  defendant  was  insane  at  the  time  of  the  alleged 
conduct. 
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During  these  legal  proceedings,  the  court,  the  attorney  for 
the  state,  or  the  attorney  for  the  defendant  may  not  inform 
the  jury  of  the  consequences  to  the  defendant  if  a verdict  of 
not  guilty  by  reason  of  insanity  is  returned.  There  may  be 
many  reasons  (legal  and  otherwise)  for  this  restriction,  but 
because  a defendant  who  has  been  found  not  guilty  by  rea- 
son of  insanity  is  acquitted  of  an  offense  charged  and  may 
not  be  considered  a person  charged  with  a criminal  offense, 
it  is  probably  safe  to  say  that  juries  would  be  less  willing  to 
make  this  determination  if  they  knew  this  fact. 

RAISING  THE  INSANITY  DEFENSE 
If  a defendant  is  planning  to  use  the  insanity  defense,  he  is 
required  to  file  a notice  of  his  intention  to  offer  such  evidence 
with  the  court  and  the  prosecuting  attorney  in  accordance 
with  the  following  guidelines.  He  must  file  the  notice  at  least 
ten  days  before  the  date  the  case  is  set  for  trial,  or  if  the  court 
sets  a pretrial  hearing  before  the  ten-day  period,  the  defen- 
dant shall  give  notice  at  the  hearings.  If  the  defendant  raises 
the  issue  of  his  incompetency  to  stand  trial  before  the  ten- 
day  period,  he  shall  at  the  same  time  file  notice  of  his  inten- 
tion to  offer  evidence  of  the  insanity  defense.  If  the  actions 
are  not  taken,  evidence  on  the  insanity  defense  will  not  be 
admissible  unless  the  court  finds  that  good  cause  exists  for 
failure  to  give  notice. 

EXAMINATION  OF  THE  DEFENDANT 
If  notice  of  intention  to  raise  the  insanity  defense  is  filed,  the 
court  will  appoint  disinterested  experts  experienced  and 
qualified  in  mental  health  and  mental  retardation  to  examine 
the  defendant  with  regard  to  the  insanity  defense  and  to  tes- 
tify at  the  trial  or  hearing  on  this  issue. 

The  period  for  holding  a patient  for  examination  for  insanity 
is  not  to  exceed  21  days,  and  a written  report  of  the  examina- 
tion must  be  submitted  to  the  court  within  30  days  of  the 
order  of  the  examination.  The  report  must  include  a descrip- 
tion of  the  procedures  used  in  the  examination  and  the  ex- 
aminer’s observations  and  findings  pertaining  to  the  insanity 
defense.  A separate  report  shall  state  whether  the  defendant 
is  presently  mentally  ill  and  requires  observation  and/or  treat- 
ment and  whether  the  defendant  is  a mentally  retarded  per- 
son. An  opinion  about  the  defendant’s  mental  competency  to 
stand  trial  may  also  be  requested  of  the  same  experts  that 
are  appointed  to  examine  the  defendant’s  sanity. 


Disposition  following  acquittal  by  reason  of  insanity 

NON-SERIOUS  BODILY  INJURY 
If  a defendant  is  found  not  guilty  by  reason  of  insanity,  the 
court  must  determine  whether  the  conduct  committed  by  the 
defendant  involved  an  act,  attempt,  or  threat  of  serious  bodily 
injury  to  another  person.  If  the  court  determines  that  the  de- 
fendant did  not  commit  an  act,  attempt,  or  threat  of  serious 
bodily  injury  to  another  person,  it  then  must  determine 
whether  there  is  evidence  that  the  defendant  is  mentally  ill  or 
mentally  retarded.  If  the  court  determines  there  is  such  evi- 
dence, it  transfers  the  defendant  to  the  appropriate  court  for 
civil  commitment  proceedings.  From  this  point  on,  persons 
who  have  a “nonviolent  crime”  designation  are  treated  (judi- 
cially and  clinically)  just  like  any  other  civil-court-committed 
person. 

SERIOUS  BODILY  INJURY 

If  a defendant  is  found  not  guilty  by  reason  of  insanity  and  the 
court  determines  that  the  defendant  committed  an  act,  at- 
tempt, or  threat  of  serious  bodily  injury  to  another  person,  the 
trial  court  retains  jurisdiction  over  the  person  and  orders  him 
committed  to  the  maximum  security  unit  of  Rusk  State  Hospi- 
tal or  the  maximum  security  unit  of  any  other  facility  desig- 
nated by  the  Texas  Department  of  Mental  Health  and  Mental 
Retardation  (TDMHMR).  During  this  time,  an  examination  of 
the  defendant’s  present  mental  condition  will  be  conducted 
and  a report  filed  with  the  court.  A hearing  by  the  trial  court 
shall  take  place  not  later  than  30  days  following  the  acquittal 
order  by  the  court  to  determine  if  the  person  is  mentally  ill  or 
mentally  retarded  and  meets  the  criteria  for  involuntary  com- 
mitment as  provided  in  the  Texas  Mental  Health  Code  or  the 
Mentally  Retarded  Person’s  Act. 

If  the  court  determines  that  the  person  meets  the  criteria 
for  involuntary  commitment,  the  court  orders  him  to  be  com- 
mitted to  a mental  hospital  or  other  appropriate  facility,  as 
designated  by  the  TDMHMR  for  not  more  than  90  days.  The 
TDMHMR  has  designated  that  a person  committed  under 
this  section  will  be  committed  to  the  maximum  security  unit  of 
Rusk  State  Hospital  or  another  maximum  security  unit  desig- 
nated by  the  TDMHMR.  The  person  so  committed  will  be 
transferred  to  a nonsecurity  facility  within  60  days  unless  he 
is  found  to  be  manifestly  dangerous  by  a TDMHMR  Review 
Board  for  Manifest  Dangerousness. 

The  court  may  order  the  acquitted  person  to  receive  care 
of  treatment  on  an  outpatient  basis,  and  it  is  required  to  re- 
view the  continuing  need  for  such  an  order  at  the  completion 
of  90  days  from  the  issuance  of  the  initial  outpatient  order 
and  no  less  often  than  once  every  1 2 months  for  subsequent 
outpatient  orders. 

Judicial  release 

One  of  the  major  changes  that  has  been  made  in  the  insanity 
defense  is  in  the  area  of  the  trial  courts’  continued  involve- 
ment with  cases  that  are  associated  with  serious  bodily 
injury. 

A person  acquitted  by  reason  of  insanity  (when  the  con- 
duct committed  involved  an  act,  attempt,  or  threat  of  serious 
bodily  injury  to  another  person)  and  committed  to  a mental 
hospital  or  other  appropriate  facility  may  only  be  discharged 
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by  order  of  the  committing  court.  If  at  any  time  before  the 
expiration  of  a commitment  order  the  superintendent  of  the 
facility  to  which  the  acquitted  person  is  committed  deter- 
mines that  the  person  has  recovered  from  his  mental  condi- 
tion to  such  an  extent  that  he  no  longer  meets  the  criteria  for 
involuntary  commitment  or  that  he  continues  to  meet  those 
criteria  but  that  treatment  or  care  can  be  provided  on  an  out- 
patient basis,  the  superintendent  of  the  facility  must  promptly 
file  a certificate  to  that  effect  with  the  clerk  of  the  court  that 
ordered  the  commitment. 

If  the  superintendent  of  the  facility  intends  to  recommend 
release,  outpatient  care,  or  continued  inpatient  care  upon  the 
expiration  of  a commitment  order,  he  or  she  is  required  to 
notify  the  court  that  ordered  the  commitment.  This  filing  must 
be  completed  at  least  14  days  before  expiration  of  the  order. 
The  clerk  then  notifies  the  district  or  county  attorney.  When 
the  court  receives  notice  or  when  the  commitment  order  ex- 
pires, the  court  orders  the  discharge  of  the  acquitted  person 
or  holds  a hearing  before  expiration  of  the  commitment  order. 
Such  a hearing  is  conducted  pursuant  to  the  provisions  of  the 
Mental  Health  Code  or  the  Mentally  Retarded  Person’s  Act 
as  appropriate,  to  determine  whether  the  acquitted  person 
continues  to  meet  the  criteria  for  involuntary  commitment.  If 
the  court  determines  that  the  acquitted  person  continues  to 
meet  the  criteria  for  involuntary  commitment  and  that  outpa- 
tient supervision  is  not  appropriate,  the  court  orders  that  the 
person  be  returned  to  a mental  hospital  or  other  appropriate 
inpatient  or  residential  facility.  If  the  court  finds  that  continued 
inpatient  or  residential  care  is  required,  the  commitment  will 
continue  until  the  expiration  of  the  original  order,  if  one  is  still 
in  effect,  or  the  court  shall  issue  a new  commitment  order  of 
an  appropriate  duration.  If  a hearing  on  a request  for  dis- 
charge or  outpatient  supervision  has  been  held  before  ex- 
piration of  a commitment  order,  the  court  is  not  required  to 
act  on  a subsequent  request  except  upon  the  expiration  of  a 
commitment  order  or  upon  the  expiration  of  90  days  following 
a hearing  on  a previous  request. 

Modification  or  revocation  of  outpatient  supervision 

The  director  for  the  facility  or  other  individual  responsible  for 
administering  outpatient  care  or  for  treatment  imposed  on  an 
acquitted  person  who  was  involved  in  a serious  bodily  injury 
to  another  person  must  notify  the  court  that  ordered  such 
outpatient  care  of  patient  noncompliance  with  that  regimen. 
The  court  must  also  be  notified  if  the  person’s  condition  has 
so  deteriorated  that  outpatient  care  is  no  longer  appropriate. 
Upon  such  notice  or  upon  other  probable  cause  to  believe 
that  the  person  has  failed  to  comply  with  the  prescribed  regi- 
men of  care  or  treatment,  the  person  may  be  taken  into 
custody  and  brought  without  unnecessary  delay  before  the 
court  having  jurisdiction  over  him.  The  court  shall  determine, 
after  a hearing,  whether  the  person  should  be  remanded  to  a 
suitable  facility  for  protective  custody  pending  a hearing  on 
whether  the  person  continues  to  meet  the  criteria  for  involun- 
tary commitment  and  whether  the  outpatient  order  should  be 
modified  or  revoked. 


Time  of  confinement 

“In  no  event  may  a person  acquitted  by  reason  of  insanity  be 
committed  to  a mental  hospital  or  other  inpatient  or  resi- 
dential facility  pursuant  to  this  subsection  for  a cumulative 
period  of  time  which  exceeds  the  maximum  term  provided  by 
law  for  the  crime  for  which  the  acquitted  person  was  tried. 
Upon  expiration  of  that  maximum  term,  the  acquitted  person 
may  be  further  confined  in  such  a facility  only  pursuant  to  civil 
commitment  proceedings.” 

In  effect,  the  significant  changes  brought  about  by  these 
revisions  are;  (a)  To  redefine  the  insanity  defense  to  indicate 
that  the  mere  presence  of  a mental  illness  is  not  sufficient  to 
relieve  the  person  of  responsibility  for  his  action.  It  is  now 
necessary  to  demonstrate  the  existence  of  severe  mental  ill- 
ness in  the  defendant.  The  so-called  irresistible  impulse 
clause  in  the  old  definition  has  been  deleted,  (b)  To  provide 
additional  safeguards  for  society,  the  mental  health  service 
delivery  system,  and  the  rights  of  individuals,  by  empowering 
the  judicial  system  to  maintain  jurisdiction  over  persons  who 
have  been  associated  with  serious  bodily  injury  crimes.  The 
judicial  system’s  involvement  in  the  discharge  of  these  cli- 
ents will  insure  that  the  protection  of  society  is  balanced 
against  the  rights  and  needs  of  individual  clients  in  these 
determinations. 

It  is  hoped  that  this  new  legislation  will  help  the  Texas  De- 
partment of  Mental  Health  and  Mental  Retardation  system  to 
provide  better  care  and  treatment  without  compromising  the 
safety  of  the  public  or  the  constitutional  rights  of  forensic 
patients. 
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Measures  of  care 

In  order  for  an  individual  to  establish  a valid  malpractice  claim 
against  a physician,  he  or  she  must  prove  four  essential  ele- 
ments at  trial.  The  plaintiff  must  show  that,  absent  any  de- 
fenses, the  physician  was  under  a recognized  duty  of  care  in 
practice;  the  physician  breached  or  violated  that  duty  by  sub- 
sequent conduct;  the  physician’s  actions  were  the  legal 
cause  of  the  plaintiff's  injury;  and  the  plaintiff  suffered  dam- 
ages as  a consequence  (1 ). 

The  first  two  of  these  elements,  “duty"  and  “breach  of 
duty,”  are  necessarily  intertwined.  The  plaintiff  must  prove 
that  the  physician  did  something  incorrectly  that  should  have 
been  done  properly.  Should  there  be  injury  to  a patient,  any 
professional  act  that  the  physician  performs  may  be  subject 
to  scrutiny  after  the  act  has  occurred.  This  article  is  intended 
as  a brief  review  of  the  indices  used  by  plaintiff’s  counsel  to 
prove  that  the  physician  (the  defendant)  was  negligent  in  per- 
forming professional  responsibilities. 

The  common  law  standard 

Traditionally,  in  order  to  prove  negligence,  the  defendant  phy- 
sician’s questioned  conduct  is  compared  to  that  of  the  “rea- 
sonably prudent  physician,  of  the  same  school  of  practice 
located  in  a similar  community,  acting  under  like  circum- 
stances (2)."  The  first  medical  malpractice  case  reported  in 
Texas,  Graham  v Gantier  (1858),  stated  the  required  duty  of 
physicians  thusly:  “It  is  a rule  of  law,  that  a medical  practi- 
tioner never  insures  the  result,  but  simply  engages  that  he 
possesses  a reasonable  degree  of  skill,  such  as  is  ordinarily 
possessed  by  a profession  generally,  and  to  exercise  that 
skill  with  reasonable  care  and  diligence;  and  again,  to  exer- 
cise his  best  judgment,  but  is  not  responsible  for  a mistake  of 
judgment.”  That  is,  after  he  has,  with  reasonable  care  and 
diligence,  exercised  ordinary  skill,  he  is  not  responsible  for  a 
mistake  of  judgment,  or  for  the  result  if  he  should  happen  to 
be  mistaken.  Such  are  the  rules  applicable  to  the  ordinary, 
implied  undertaking  of  a physician  (3). 

A jury  usually  is  allowed  to  determine  whether  or  not  the 
physician’s  conduct  was  in  fact  below  the  standard  required 
(4).  The  plaintiff  establishes  the  standard — what  the  "rea- 
sonably prudent  physician”  would  have  done  in  the  same 
situation — by  calling  other  physicians  as  expert  witnesses  to 
testify  at  trial  (5).  The  plaintiff's  lawyer  establishes  that  the 
testifying  experts  are  competent  in  practice,  recites  what 
happened  in  the  case,  and  asks  the  experts  what  should 
have  been  done  by  the  reasonably  prudent  physician  under 
these  circumstances  (commonly  called  the  “hypothetical 
question”).  The  jury  is  thus  able  to  compare  the  objective 
standard  established  by  the  plaintiff's  expert  witnesses  with 
what  the  defendant  physician  says  was  done  when  the  al- 
leged injury  occurred. 


Several  objections  to  a standard  established  by  experts 
have  been  raised.  First,  it  is  retrospective  in  nature:  “Hind- 
sight is  always  better  than  foresight.”  Second,  the  law  gen- 
erally has  refused  to  create  subgroups  for  novices:  “The  law 
does  not  require  the  general  public  to  assume  the  risk  of  the 
neophytes’  lack  of  competence."  Third,  the  school  of  thought 
(6)  and  locality  of  practice  (7)  may  affect,  to  a very  limited 
degree,  the  standard  applied  for  a “reasonably  prudent  phy- 
sician.” And  fourth,  it  may  be  assumed  almost  automatically 
that  the  plaintiff’s  experts  are  biased  towards  the  plaintiff’s 
cause.  Regardless,  this  common  law  standard  of  establish- 
ing required  care  is  well  recognized  in  all  American  jurisdic- 
tions and  is  unlikely  to  be  changed  within  the  next  few  years. 

Measures  of  medical  standards 

It  is  important  that  the  physician  be  aware  of  the  various  in- 
dices that  may  be  used  by  plaintiffs  and  their  expert  wit- 
nesses in  a malpractice  case.  The  following  are  some  of  the 
more  important  areas  of  concern. 

CUSTOMARY  PRACTICE 

The  prudent  practitioner  should  exercise  due  care  and  best 
judgment  in  professional  practice.  Customary  practice  is  the 
cornerstone  of  the  common  law  standard  of  care  (8).  Mini- 
mum precautions  should  become  routine.  Even  seemingly 
innocuous  practices  or  procedures  such  as  noting  progress 
in  charts,  or  writing  prescriptions  or  orders  (9),  or  granting 
refill  authorizations  by  phone,  or  delegating  various  tasks  to 
others  (10)  are  not  performed  without  risk.  Utmost  caution 
and  prudence  in  practice  must  be  observed. 

Peer  review,  now  so  important  in  institutional  practices, 
also  has  its  basis  in  the  customary  practice  which  is  estab- 
lished by  expert  witnesses  at  trial  (11).  Therefore,  consulta- 
tion with  fellow  physicians,  through  existing  organizational 
structures,  regarding  potential  problems  may  be  helpful  in  at- 
tempting to  resolve  situations  that  can  be  identified  before- 
hand. Consequently,  action  which  one  suspects  may  later  be 
challenged  should  be  carefully  documented. 

LEGISLATION  OR  REGULATION:  NEGLIGENCE  PER  SE 
Federal  and  state  statutes  and  regulations  prescribe  stan- 
dards of  conduct  for  the  physician  (12).  For  example,  if  a 
physician  practices  without  a valid  license  (1 3)  or  prescribes 
a controlled  substance  without  a legitimate  medical  reason 
(14),  the  violation  of  statute  or  regulation  may  be  used  by  the 
plaintiff  to  establish  negligence. 

This  doctrine,  often  called  negligence  per  se,  holds  that  a 
violation  of  a statute  or  regulation  is  disregard  of  due  care 
and  may  be  interpreted  to  be  negligence  in  and  of  itself  with- 
out additional  proof.  There  are  limitations  to  the  concept 
which  operate  in  favor  of  the  defendant  physician.  First,  the 
courts  which  admit  the  negligence  per  se  doctrine  usually 
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hold  that  it  establishes  negligence  (“duty"  and  “breach  ot 
duty”)  but  no  more.  Plaintiff  must  establish  legal  cause  or 
show  that  the  violation  of  the  statute  or  regulation  was  in  fact 
the  cause  of  the  injury.  Second,  since  the  violation  of  the 
statute  or  regulation  is  negligence  established  by  law,  the 
court  should  be  sure  that  the  legislature  or  agency  intended 
the  standard  of  conduct  being  imposed.  The  plaintiff  usually 
undertakes  to  prove  this  point  by  showing  that  the  legislature 
enacted,  or  the  agency  promulgated,  the  law  “to  protect  a 
class  of  persons  against  the  particular  harm  which  resulted." 
Third,  some  courts  have  rules  that  the  doctrine  of  negligence 
perse  may  be  applied  only  when  a violation  of  a statute  has 
occurred,  not  the  violation  of  an  administrative  regulation 
designed  to  implement  the  statute.  This  interpretation  is 
grounded  in  the  philosophy  that  only  a legislative  body  has 
the  authority  to  establish  such  standards. 

In  view  of  the  different  views  and  rulings  on  the  doctrine  of 
negligence  per  se,  it  is  extremely  important  for  the  physician 
to  keep  abreast  of  all  changes,  or  proposed  changes,  in  rele- 
vant statutes  and  regulations  that  affect  medical  practice. 

QUASI-LEGAL  STANDARDS 

Physicians  malpractice  liability  may  be  predicted  on  estab- 
lished quasi-legal  standards  as  well  as  statute  or  regulation. 
Quasi-  means  “similar  to."  Some  standards  may  appear  to 
be  laws  because  they  are  established  by  semi-governmental 
or  private  organizations  that  have  an  authorized  policing 
power  similar  to  public  regulatory  agencies.  Examples  of 
such  bodies  would  be  the  Joint  Commission  on  Accreditation 
of  Hospitals  (15),  the  United  States  Pharmacopeial  Conven- 
tion (16),  and  professional  standard  review  organizations 
(PSROs)  (17).  The  federal  government  and  several  state 
governments,  through  statutes  and  regulations,  have  recog- 
nized the  existence  of  these  groups  and  in  effect  sanctioned 
their  established  standards.  Therefore,  violation  of  any  stan- 
dard established  by  such  a group  may  be  cited  by  plaintiff  as 
disregard  of  respected  standards  in  practice. 

INSTITUTIONAL  POLICIES  AND  PROCEDURES 
Increasing  numbers  of  health  care  institutions  and  organiza- 
tions are  adopting  policies  and  procedures  manuals  to  assist 
employees  in  fulfilling  their  job  commitments.  Some  hospitals 
and  health  care  facilities  are  required  to  have  written  policies 
and  procedures  manuals  (18).  Often,  these  policies  and  pro- 
cedures govern  a very  broad  range  of  activities.  Consider,  for 
example,  the  medical  staff  bylaws  and  procedures  estab- 
lished for  each  of  the  major  committees  of  the  medical  staff 
(eg,  infection  control,  institutional  review,  and  pharmacy  and 
therapeutics). 

It  is  therefore  incumbent  upon  all  physicians  who  work  un- 
der the  authority  of  written  policies  and  procedures  to  be 
familiar  with  them,  because  these  written  directives  may  be 


used  by  plaintiff  as  a standard  of  conduct  in  a malpractice 
action. 

ASSOCIATION AL  CODES  AND  STANDARDS 
Most  national  and  state  medical  societies  and  organizations 
have  adopted  or  proposed  codes  of  ethics  and  standards  of 
practice  for  their  members  and  the  profession  (19).  The  rea- 
sons for  such  an  action  include  an  increased  level  of  com- 
petence in  professional  practice  and  resultant  better  pa- 
tient care. 

The  codes  and  standards  are  usually  circulated  widely  to 
make  them  available  to  all  practitioners,  whether  the  physi- 
cians are  members  of  the  association  or  not.  These  codes 
may  add  to  the  customary  pratice  index  discussed  previously 
because  they  show  what  other  physicians  (or  at  least  the 
members  of  the  association  with  codes  and  standards)  con- 
sider as  the  “ethical”  or  minimum  standard  practice  in  the 
profession. 

LITERATURE  AND  CONTINUING  EDUCATION 
Do  physicians  incur  any  additional  professional  liability  by  not 
reading  the  medical  literature,  such  as  medical  journals  or 
reference  sources,  or  for  not  attending  continuing  education 
programs  periodically?  This  issue  has  been  termed  “failing  to 
keep  up”  or  “not  keeping  abreast  of  new  development"  (20). 

There  has  been  a proliferation  of  continuing  medical  edu- 
cation literature,  and  seminars  and  programs  have  been 
widely  available  to  practitioners.  This  is  in  part  due  to  manda- 
tory continuing  education  requirements  for  relicensure  in  a 
number  of  states  or  for  annual  renewal  of  membership  in 
some  societies  (21 ),  indicating  that  the  profession  feels  that 
continuous  updating  of  the  practitioner’s  proficiency  is  desir- 
able and  needed.  The  full  legal  impact  of  such  a doctrine 
extending  liability  apparently  has  not  been  defined  by  the 
courts;  but  failure  to  honor  the  traditional  standard  of  the 
“reasonably  prudent  physician  acting  under  like  or  similar  cir- 
cumstances" may  indicate  a lack  of  concern  by  those  who  do 
not  avail  themselves  of  continuing  education  opportunities. 

CONTRACTUAL  OBLIGATIONS 

Extreme  care  must  be  exercised  in  discussing  diagnosis  and 
treatment  with  patients  in  order  to  avoid  "guaranteeing"  the 
specific  results  of  care  and  thus  assuming  a contractual  obli- 
gation (22).  Under  Texas  Law,  plaintiff  would  be  hard  pressed 
to  show  such  an  obligation  unless  it  is  in  writing  and  signed 
by  the  physician  (23).  However,  it  may  be  shown  that  the 
physician  was  uncaring  about  “obligations"  given  to  patients. 
For  example,  the  physician  may  have  given  notice  that  a pro- 
vided phone  number  would  be  “answered  24  hours  a day” 
but  provided  only  a recording  machine  that  was  switched  on 
at  1 1 pm  and  answered  at  8 am  the  next  day.  Liability  thus 
may  be  predicated  upon  implied  promises  given  to  patients. 
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This  may  be  even  more  important  if  advertising  of  services 
becomes  widespread. 

“NEW  TRENDS"  AND  JUDICIAL  OVERSIGHT 
As  seen  from  the  preceding  discussion,  the  standards  of  care 
in  medical  practice  are  established  principally  by  the  profes- 
sion with  the  persuasive  assistance  of  legislatures,  adminis- 
trative groups,  and  quasi-authoritative  bodies.  But  it  should 
be  noted  that  the  judiciary  of  the  United  States  commands  a 
powerful  position  in  the  review  of  present  standards  and,  in 
some  cases,  overseeing  the  adoption  of  new  ones. 

The  question  then  arises:  When  does  a “new  trend”  be- 
come “standard  practice"  within  a profession?  Does  this  oc- 
cur when  a majority  of  the  practitioners  begin  subscribing  to 
its  tenets?  Not  necessarily,  but  rather  perhaps  when  courts 
feel  that  it  is  a “precaution  so  imperative  that  even  its  univer- 
sal disregard”  will  not  be  excused  by  the  courts  (24).  Has 
warning  patients  of  the  side  effects  of  drugs  or  procedures 
prescribed  reached  this  level?  Or,  to  what  extent  should  phy- 
sicians “allow”  patient  participation  in  the  decision-making 
processes  regarding  treatments  and  therapy?  The  point  to 
remember  is  that  if  practitioners  adopt  new  trends  too  slowly 
for  the  public’s  welfare,  the  judiciary  may  exercise  its  au- 
thority and  mandate  standards  (through  court  decisions)  for 
the  profession. 

Conclusion 

The  standards  of  care  are  evolving,  much  like  the  profes- 
sional practice  itself.  In  the  absence  of  this  evolution,  stan- 
dards and  practice  tend  to  become  outdated  and  stale 
without  prospect  of  improvement.  Medicine  has  been  criti- 
cized because  the  profession  is  responsible  in  part  for  its 
own  level  of  standards  in  practice.  Alternatives  to  self- 
regulation have  been  suggested;  they  include  fault-based 
competency  formulas,  professional  standard  review  organi- 
zations, and  administrative  malpractice  review  boards  (25). 
Part  of  the  difficulty  resides  within  the  legal  system,  which 
tends  to  encourage  the  growth  of  quasi-legal  and  other  stan- 
dards which  acquire  the  force  of  law.  Without  important 
changes  in  the  legal  system,  we  may  assume  that  much  of 
the  responsibility  for  competency  will  remain  within  the 
profession. 
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Multiple  primary  bronchogenic  carcinomas,  with  a re- 
view of  the  literature.  Chhanda  Bewtra,  MBBS.  Alan  R. 

Liss,  Inc,  Journal  of  Surgical  Oncology,  vol  25,  1984,  pp 
207-213. 

Four  cases  of  dual,  primary  lung  carcinomas  are  presented. 
Three  are  metachronous;  one  case  is  synchronous.  The 
average  time  between  the  metachronous  tumors  is  20 
months.  All  the  cases  have  different  histological  types,  with 
combination  of  squamous  cell  carcinoma  and  adenocar- 
cinomas being  the  most  common.  All  the  patients  were  male, 
more  than  60  years  of  age,  and  were  heavy  smokers.  A re- 
view of  the  literature  is  made;  diagnostic  criteria,  epi- 
demiological factors,  and  prognosis  are  discussed. 

The  long-term  results  of  aortic  valve  replacement.  Law- 
rence H.  Cohn,  MD.  American  College  of  Chest  Physicians, 
Chest,  vol  85,  no  3,  March  1984,  pp  387-396. 

Reliable  aortic  valve  replacement  was  one  of  the  most  signifi- 
cant advances  in  the  treatment  of  cardiac  disease  in  this  cen- 
tury. It  allowed,  for  the  first  time,  a reliable  and  reproducible 
method  to  palliate  the  symptoms  of  aortic  stenosis  and  reg- 
urgitation and  significantly  improved  long-term  survival  over 
that  after  medical  treatment.  Sporadic  attempts  at  aortic 
valve  replacement  had  been  conducted  in  the  late  1950s,  fol- 
lowed by  the  final  development  of  a reliable  device  by  Starr, 
Edwards,  and  coworkers.  The  authors  review  the  prognosis 
of  patients  following  aortic  valve  replacement  with  aortic  ste- 
nosis and  regurgitation  with  and  without  associated  proce- 
dures and  evaluate  the  various  types  of  bioprosthetic  and 
prosthetic  valves  in  current  use,  presenting  advantages  and 
disadvantages  of  each  type  of  replacement  device. 

Keratoconus  and  related  noninflammatory  corneal  thin- 
ning disorders.  Jay  H.  Krachmer,  MD;  Robert  S.  Feder,  MD; 
and  Michael  W.  Belin,  MD.  Survey  of  Ophthalmology,  Inc, 
Survey  of  Ophthalmology,  vol  28,  no  4,  January-February 
1984,  pp  293-322. 

Keratoconus  and  other  noninflammatory  corneal  thinning 
disorders  (keratoglobus,  pellucid  marginal  degeneration,  and 
posterior  keratoconus)  are  charaterized  by  progressive  cor- 
neal.thinning,  protrusion,  and  scarring;  the  result  is  distorted 
and  decreased  vision.  The  etiology  and  pathogenesis  of 


these  disorders  are  unknown  but  may  be  associated  with  a 
variety  of  factors,  including  contact  lens  wear,  eye  rubbing, 
Down’s  syndrome,  atopic  disease,  connective  tissue  dis- 
ease, tapetoretinal  degeneration,  and  inheritance.  Recent 
advances  in  techniques  for  biochemical  and  pathological  in- 
vestigation are  now  allowing  further  exploration  in  these 
areas.  Early  diagnosis  is  aided  by  the  finding  of  irregular  cor- 
neal astigmatism  with  inferior  corneal  steepening.  Treatment 
ranges  from  simple  spectacle  correction  to  keratoplasty.  In 
this  review,  the  past  and  present  literature  on  corneal  thin- 
ning disorders  is  reviewed  and  practical  approaches  to  diag- 
nosis and  management  are  outlined. 

p-Adrenergic  blockade  for  survivors  of  acute  myocardial 
infarction.  William  H.  Frishman,  MD;  Curt  D.  Furberg,  MD; 
and  William  T.  Friedewald,  MD.  Massachusetts  Medical  So- 
ciety, The  New  England  Journal  of  Medicine,  vol  310,  no  13, 
March  29,  1 984,  pp  830-837. 

The  beta-adrenoceptor  antagonists  have  been  shown  to  be 
both  safe  and  effective  for  the  treatment  of  systemic  hyper- 
tension, arrhythmia,  angina  pectoris,  hypertrophic  car- 
diomyopathy, thyrotoxicosis,  and  open-angle  glaucoma,  and 
for  prophylaxis  against  migraine  headache.  Recent  clinical 
trials  with  one  to  four  years  of  active  treatment  have  demon- 
strated that  some  orally  active  beta-blockers  can  reduce  the 
risk  of  cardiovascular  mortality  in  patients  recovering  from 
acute  myocardial  infarction.  On  the  basis  of  the  results  of  the 
Norwegian  Multicenter  Study  and  the  Beta-Blocker  Heart  At- 
tack Trial  in  North  America,  the  Food  and  Drug  Administra- 
tion has  recently  approved  two  nonselective  beta-blockers, 
timolol  maleate  (Blocadren)  and  propranolol  (Inderal),  for  this 
indication.  Metoprolol  (Lopressor),  a 6,-selective  adrenergic 
blocker,  is  now  under  consideration  for  this  same  use.  Beta- 
blockers  have  also  been  suggested  as  a treatment  for  reduc- 
ing the  extent  of  myocardial  injury  and  mortality  during  the 
acute  phase  of  myocardial  infarction,  but  their  role  in  this  sit- 
uation remains  unclear.  This  article  assesses  the  current 
state  of  knowledge  regarding  the  value  of  long-term  beta- 
blocker  therapy  in  survivors  of  acute  myocardial  infarction 
and  the  implications  for  clinical  practice. 
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"Upjohn  Healthcare  Services 
made  home  care  possible.” 


"My  mother  wanted  to  come  home1  So 
when  she  no  longer  needed  the  complex 
care  provided  in  the  hospital,  our  doctor 
recommended  home  health  care.  But 
would  her  insurance  cover  it?” 

The  answer  was  yes. 

Because  Upiohn  Healthcare  Services® 
is  a Medicare  certified  home  health 
agency,  the  care  Mrs.  Smith  required 
was  covered  by  Medicare  and  Medicaid. 
Other  payment  sources  for  home  care 
include  workers’  compensation,  the 
Veterans  Administration  and  many  pri- 
vate insurances.  Patients  may  use  one 
or  a combination  of  these  resources 


as  well  as  self-payment.  Ask  our  Service 
Coordinator  about  your  particular 
coverage. 

Now  Mrs.  Smith  is  home  with  herfamily. 
She  receives  the  level  and  amount  of 
care  her  doctor  has  ordered  from  quali- 
fied, dependable  Upjohn  Healthcare 
Services  nurses  and  home  health  aides. 

If  you  or  someone  you  love  needs  home 
health  care,  look  to  the  agency  that 
provides  certified  home  health  agency 
services.  Upjohn  Healthcare  Services, 
the  name  you  know  you  can  trust.  Call 
the  office  nearest  you,  listed  below. 


Alpine 

(915)837-5451 

Austin 

(512)472-8266 

Reaumnnt 

(409)838-3915 

Burnet  

(512)756-6229 

Cleveland  (713)592-9195 

Corpus  Christi (512)  854-4896 


El  Paso 

(915)581-3351 

Falfurrias  

(512)  325-5611 

Fort  Worth 

(817)  338-1555 

(409)  983-6641 
(512)527-4191 
(713) 784-5475 
(409)  295-0752 
(512)896-3232 
(512) 724-8216 
(409)  336-6811 

Longview  (214)  236-7544 

Lubbock  (806)  797-4257 


Midland  (915)  563-0689 

Odessa (915)  333-2926 

Orange (409)  883-7788 

Pasadena  (713)  473-8161 

Rio  Grande  City  (512)  487-3954 

San  Antonio  (512)  224-2341 

Tyler (214)581-4496 

Waco  (817)776-2875 

Zapata  (512)  765-4195 


UPJOHN  HEALTHCARE  SERVICE  TEXAS  OFFICES: 

Groves  

Hebbronville  

Houston  

Huntsville 

Kerrville  

Laredo  

Liberty 


Texas  Department  of  Health  Licensed  Home  Health  Agency.  Medicare/Medicaid  Approved. 


i 

mmm  - . 

L' — • • V* v>T-- ■ . ~. 

■r  A 

i 

r*s 

v,.V  I 

ijri;. 

\ V 

1 \w  1 

rp 

■?  * 1 

> 

5^  1 

ip?  j 

-.  - 

V>  , 

ijSlj  [; 

1 

Mii, 

HH  jvi 

m m 

usa 

w;"-  ■ 1 

7 

I J I 

■juJ 

1 

i-, 

if.- 

. 

WM  i : 

gpf 

I 

f,»-  ..  . 

Ef 

bf  1 

Ql 

w’: 

t • 

• v -J 

• 

id 

Um 

1 

mSeSk-.-.  .•  . ■ . • . 

aaBP'  ■ 

. . , 

refill 

1 . ' 

V-. 

T.  ■ 

_ ‘ Ml 

-J 

wm 

MEDICINE  AND  THE  LAW 


CHARGING  INTEREST  ON  PATIENT  ACCOUNTS— 
QUESTIONS  AND  ANSWERS 

Q.  I thought  it  was  unethical  for  physicians  to  charge  interest 
on  patient  accounts.  Has  there  been  a change? 

A.  Yes.  In  1 982  the  AMA's  Judicial  Council  adopted  the  fol- 
lowing statement  which  is  included  as  Section  6.07  of  the 
1 984  Current  Opinions  of  the  Judicial  Council  of  the  Ameri- 
can Medical  Association: 

“INTEREST  CHARGES  AND  FINANCE  CHARGES. 
Although  harsh  or  commercial  collection  practices  are  dis- 
couraged in  the  practice  of  medicine,  a physician  who  has 
experienced  problems  with  delinquent  accounts  may  prop- 
erly choose  to  request  that  payment  be  made  at  the  time  of 
treatment  or  add  interest  or  other  reasonable  charges  to 
delinquent  accounts.  The  patient  must  be  notified  in  ad- 
vance of  the  interest  or  other  reasonable  finance  or  service 
charges  by  such  means  as  the  posting  of  a notice  in  the 
physician’s  waiting  room,  the  distribution  of  leaflets  de- 
scribing the  office  billing  practices  and  appropriate  nota- 
tions on  the  billing  statement.  The  physician  must  comply 
with  state  and  federal  laws  and  regulations  applicable  to 
the  imposition  of  such  charges.  The  Judicial  Council  en- 
courages physicians  who  choose  to  add  an  interest  or  fi- 
nance charge  to  accounts  not  paid  within  a reasonable 
time  to  make  exceptions  in  hardship  cases.” 

In  response  to  the  opinion  quoted  above,  the  TMA  Board 
of  Councilors  adopted  the  following  statement  in  May  1982: 

“The  Board  of  Councilors  discourages  the  practice  of 
charging  interest  on  past  due  accounts.  Actual  cost  of  bill- 
ing may  be  added  provided  this  practice  is  made  known  to 
patients  in  advance.  As  a practical  matter,  if  a patient  is 
unable  to  pay  a bill — why  add  to  it?  The  board  wishes  to 
remind  physicians  that  the  practice  of  medicine  is  a profes- 
sion, not  a business.” 

Thus,  while  TMA’s  Board  of  Councilors  has  not  rejected  the 
AMA  Judicial  Council’s  opinion,  the  board  has  reminded 
members  of  the  association  that  in  its  view,  such  interest 
charges  do  not  enhance  the  physician-patient  relationship 
and  are  therefore  discouraged. 

Q.  If  a physician  decides  he  or  she  must  impose  interest  or 
billing  charges,  what  statutory  requirements  should  he  or  she 
be  aware  of? 

A.  Texas  law  defines  interest  as  “compensation  allowed  by 
law  for  the  use  or  forebearance  or  detention  of  money;.  . 

(1 ) .  Expressly  excluded  from  that  definition  is  any  “time  price 
differential"  however  denominated,  arising  out  of  a credit  sale 

(2) . 

“Time  price  differential”  is  the  higher  of  two  prices  a con- 


sumer knowingly  pays  for  the  privilege  of  being  permitted  to 
pay  for  the  purchase  over  a period  of  time  as  opposed  to 
paying  the  full  but  lesser  cash  price  immediately  (3). 

“Legal  interest”  is  that  interest  allowed  by  law  when  the 
parties  to  a contract  have  not  agreed  on  any  particular  rate 
(4). 

"Conventional  interest”  is  the  amount  that  is  paid  or  pay- 
able for  the  privilege  of  purchasing  goods  or  services  to  be 
paid  for  by  the  buyer  in  installments  over  a period  of  time  (5). 

Under  Texas  consumer  credit  law,  “services"  are  defined 
as  work,  labor,  or  services  of  any  kind  when  purchased  pri- 
marily for  personal,  family,  or  household  use  and  not  for  com- 
mercial or  business  use,  . . .but  does  not  include.  . .any 
medical  or  legal  services”  (6).  Another  subsection  of  the 
same  statute  then  goes  on  to  define  “time  price  differential." 
Thus,  most  authorities  agree  that  physicians  may  not  charge 
their  patients  a time  price  differential  which  a retailer  might 
offer  to  a customer. 

Q.  What  is  the  maximum  interest  rate  a physician  may 
charge  when  allowing  a patient  to  pay  a fee  for  professional 
services  overtime? 

A.  When  the  patient  and  the  physician  do  not  agree  upon  a 
rate  of  interest,  6%  per  annum  is  allowable  on  an  account  or 
contract  ascertaining  the  sum  payable,  beginning  on  the  30th 
day  from  and  after  the  time  the  sum  is  due  and  payable  (7). 

The  parties  to  any  written  contract  may  agree  to  and  stipu- 
late for  any  rate  of  interest  which  does  not  exceed  the  vari- 
able rates  computed  weekly  by  the  Office  of  the  Consumer 
Credit  Commissioner  in  Texas.  Those  rates  are  based  on  the 
previous  week’s  US  treasury  bill  auction  rate,  and  may  range 
from  18%  to  24%  (8).  If  an  interest  rate  is  legal  when  the 
written  agreement  is  signed,  it  remains  legal  for  the  duration 
of  the  contract  no  matter  how  the  various  weekly  computed 
rate  ceilings  may  change. 

Q.  What  problems  may  a physician  face  if  he  or  she  chooses 
to  make  such  interest  charges? 

A.  Prior  to  1 981 , the  statutory  interest  rate  ceiling  for  unregu- 
lated personal  loans  such  as  those  a physician  might  make 
to  his  or  her  patients  to  pay  for  services  rendered  was  10% 
per  annum  if  a written  agreement  had  been  signed.  That  rate 
may  now  be  exceeded,  but  the  physician  is  still  prohibited 
from  engaging  in  the  business  of  making  loans  or  from  con- 
tracting for,  charging  or  receiving  interest  in  excess  of  that 
which  would  be  permitted  by  law  if  the  physician  were  not 
licensed  as  an  "authorized  lender”  by  the  Texas  Consumer 
Credit  Commissioner  (9).  Senior  staff  in  the  commissioner’s 
office  have  suggested  that  a physician  may  regularly  charge 
more  than  10%  per  annum  on  loans  and  not  be  deemed  to  be 
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engaged  in  the  business  of  making  loans  if: 

1 . The  interest  charge  in  excess  of  1 0%  were  levied  only 
on  delinquent  or  past  due  accounts,  and 

2.  The  agreement  did  not  include  provisions  for  deferred 
payments.  That  is,  the  agreement  might  state  that  the  whole 
account  balance  is  due  in  30  days  and  interest  at  the  rate  of 

1 .5%  per  month  will  be  charged  until  it  is  paid. 

The  real  problems  confronting  physicians  who  choose  to 
charge  interest  may  be  more  practical  than  legal.  The  inter- 
est rate  charged  on  deferred  payments  must  be  correct  for 
the  applicable  amount  due,  with  the  number  of  days  the  debt 
remains  outstanding  factored  in.  For  example,  a patient  in- 
curs a balance  of  $1 00  and  is  unable  to  pay  it  in  30  days.  The 
patient  has  already  read  and  signed  a written  agreement 
stating  that  simple  interest  at  the  rate  of  10%  per  annum  will 
be  charged.  Those  terms  mean  that  for  the  first  month,  if  the 
patient  has  not  paid  a principal  payment,  the  interest  will  be 
one  twelfth  of  $10,  or  10%  times  $100.  However,  suppose 
the  patient  then  makes  a payment  of  $30  1 6 days  later,  plus 
the  interest  billed.  The  physician’s  staff  must  refigure  the  ap- 
plicable interest  due  on  the  reduced  principal  balance  every 
month.  The  physician’s  decision  to  charge  patients  interest 
may  well  reflect  a balance  between  the  overhead  costs  in- 
volved in  calculation  monthly  of  the  correct  sum  due  for  each 
account  versus  the  interest  income  expected.  However,  phy- 
sicians may  also  face  some  risk  of  liability  for  usury  if  their 
employees  bill  patients  for  too  much  interest. 

Penalties  for  usury  may  include  forfeiture  of  an  amount 
equal  to  twice  the  interest  at  issue,  all  the  principal  balance, 
and  reasonable  attorneys’  fees.  Each  contract  or  transaction 
constitutes  a separate  misdemeanor  offense  punishable  by  a 
fine  of  not  more  than  $100  (10). 

Additionally,  a person  who  engages  in  the  lending  busi- 
ness without  obtaining  a license  from  the  Commissioner  of 
Consumer  Credit  is  guilty  of  a misdemeanor  punishable  by  a 
fine  of  not  more  than  $1 ,000,  forfeiture  of  all  principal  and 
interest  charges  contracted  for,  and  the  obligor’s  reasonable 
attorney  fees.  Each  such  loan  made  without  a license  is  a 
separate  offense  (11). 

Q.  How  does  the  law  affect  physicians  who  accept  their  pa- 
tients' credit  cards  as  payment  for  services? 

A.  The  physician  who  accepts  credit  cards  as  payment  for 
medical  services  usually  is  not  personally  extending  credit 
and  has  not  issued  his  or  her  own  cards.  An  agreement  by 
the  physician  with  a bank  or  other  institution  to  reimburse  the 
physician  at  a merchant’s  discount  for  charges  made  by  pa- 
tients with  credit  cards  means  the  bank  or  institution  is  the 
creditor,  not  the  physician  (12). 

Q.  On  patient  accounts  more  than  30  days  old,  may  I levy 
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charges  for  late  payment  or  my  actual  costs  of  rebilling,  but 
that  are  not  interest  charges? 

A.  A Texas  court  has  held  that  a late  charge  that  was  charac- 
terized as  “a  service  charge  intended  to  reimburse  (the 
lender)  for  the  time,  expense  and  inconvenience  incident  to 
any  delinquence.  . .’’  and  not  as  interest;  ie,  “.  . .compensa- 
tion for  the  detention  of  money"  was  in  fact  interest  under  the 
statute  (13).  The  court  went  on  to  state  that  lenders  such  as 
savings  and  loan  associations  are  specifically  authorized  to 
impose  charges  as  penalties  for  late  payment  without  such 
charges  being  deemed  interest.  However,  since  the  lender  in 
Dixon  v Brooks  was  an  individual  not  specifically  covered  by 
any  particular  statute,  she  could  not  charge  interest  in  the 
guise  of  a late  charge  in  excess  of  1 0%  per  annum  (14). 
Thus,  physicians  may  levy  charges  reflecting  costs  of  rebill- 
ing for  patient  accounts,  but  the  total  of  all  such  charges  may 
not  exceed  the  applicable  interest  rate  ceilings. 


1.  FTC  form  fulfilling  disclosure  requirements  when  there  is  a finance 
charge,  or  when  the  patient  and  physician  or  hospital  agree  to  four  or  more 
installment  payments. 


Dr.  John  Doe 
10  Main  Street 
Washington,  D C 


Patient’s  Name 


Patient's  Address 

1 . Amount  Financed  (the  amount  of  credit  provided  

to  you  or  on  your  behalf) 

2.  ‘FINANCE  CHARGE  (the  dollar  amount  the  

credit  will  cost  you) 

3.  Total  of  Payments  (1  +2)  (the  amount  you  will  

have  paid  when  you  have  made  all  scheduled 

payments) 

4.  Total  Sale  Price  (the  total  cost  of  your  purchase  

on  credit  including  your  down  payment 

5.  ‘ANNUAL  PERCENTAGE  RATE  (the  cost  of  

your  credit  as  a yearly  rate) 

The  “Total  of  Payments"  shown  above  is  payable  to  Dr.  John  Doe  at  the 

address  shown  above  in monthly  installments  of 

the  first  installment  being  payable , 1 9 

and  all  subsequent  installments  are  due  on  the  same  day  of  each 
consecutive  month  until  paid  in  full. 


Patient's  Signature 

DATE: 

‘These  items  may  be  omitted  if  there  are  no  charges  for  credit.  In  such  case, 
the  form  may  include  affirmative  disclosure  of  this  fact. 

TEXAS  MEDICINE 


Q.  If  I wish  to  provide  a written  form  by  which  patients  may 
agree  to  an  interest  charge,  what  disclosures  must  be  made 
to  comply  with  the  federal  Truth  in  Lending  Act? 

A.  The  Federal  Trade  Commission  (FTC)  has  promulgated  a 
sample  form  detailing  the  disclosures  required  when  a physi- 
cian or  hospital  agrees  in  writing  with  a patient  that  the  pa- 
tient is  to  pay  a fee  in  more  than  four  installments  regardless 
of  whether  or  not  there  is  a finance  charge,  or  in  four  or  fewer 
installments  with  a finance  charge.  The  FTC  has  stated  that 
the  form  which  is  reproduced  in  Fig  1 satisfies  the  Truth  in 
Lending  Act  and  that  no  other  disclosure  is  required  (15). 
However,  this  form  will  be  useful  only  when  applicable  state 
laws  will  also  be  observed.  It  provides  no  protection  from  lia- 
bility for  charging  usurious  interest. 

Q.  May  a physician  impose  a separate  charge  when  a pa- 
tient's check  is  returned  by  the  bank  because  of  insufficient 
funds,  ie,  a “hot  check”? 

A.  Yes.  In  1 983,  the  Texas  Legislature  adopted  Tex  Rev  Civ 
Stat  Ann  art  9022  (Vernon  Supp  1 984)  which  states: 

“(a)  The  holder  of  a check  or  its  assignee,  agent,  represen- 
tative, or  any  other  person  retained  by  the  holder  to  seek 
collection  of  the  face  value  of  the  dishonored  check  on  return 
of  the  check  to  the  holder  following  its  dishonor  by  a payor 
may  charge  the  drawer  or  endorser  a reasonable  processing 
fee,  which  shall  not  exceed  $15. 

(b)  Nothing  herein  shall  be  construed  as  affecting  any  right 
or  remedy  to  which  the  holder  of  a check  may  be  entitled 
under  any  rule,  regulation,  written  contract,  judicial  decision, 
or  other  statute.” 

Conclusion 

Both  the  AMA  and  TMA  are  mindful  that  some  physicians 
may  find  it  necessary  to  impose  interest  charges  on  overdue 
patient  accounts.  Since  the  practice  of  medicine  is  first  and 
foremost  a profession  dedicated  to  the  health  and  welfare  of 
the  patient,  ethical  opinions  from  both  associations  require 
physicians  to  inform  their  patients  in  advance  when  such 
charges  will  be  imposed,  even  where  the  authority  to  charge 
interest  without  prior  notice  may  be  granted  by  Texas  law. 
Along  with  the  legal  authority  to  charge  interest  also  comes 
the  responsibility  for  physicians  to  comply  with  a very  compli- 
cated body  of  law.  Physicians  who  contemplate  charging  in- 
terest on  their  past-due  accounts  should  seek  the  advice  of 
their  own  legal  counsel. 

Michael  G.  Young,  JD 

TMA  attorney 
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DEATHS 


C.B.  Alexander 

Charles  B.  Alexander,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  Feb  5, 1 984,  at  age  86.  Dr  Alexan- 
der practiced  in  San  Antonio  from  1 930  until  his  retirement  in 

1 983.  He  was  a past  president  of  the  Texas  Pediatric  Society. 
A native  of  Coleman,  Tex,  Dr  Alexander  was  a 1 922  gradu- 
ate of  The  University  of  Texas  Medical  Branch  and  was  a 
resident  physician  at  John  Sealy  Hospital,  Galveston.  His 
early  practice  as  a general  practitioner  was  for  an  east  Texas 
lumber  company.  He  completed  graduate  work  as  a pediatric 
specialist  at  Harvard  Medical  School  and  then  moved  to  San 
Antonio  in  1 930.  Dr  Alexander  was  chairman  emeritus  of  the 
pediatric  section  of  Robert  B.  Green  Memorial  Hospital. 

Surviving  family  members  include  his  daughter,  Mary  Alex- 
ander Kemp,  San  Antonio;  sister,  Elizabeth  Alexander,  Cole- 
man; and  two  granddaughters. 

R.M.  Bransford 

Robert  McKinnis  Bransford,  MD,  a Texarkana  surgeon,  died 
Dec  1 0,  1 983.  He  was  55. 

Born  in  Little  Rock,  Ark,  Dr  Bransford  received  his  medical 
degree  from  the  University  of  Arkansas  School  of  Medicine  in 
1 953.  He  served  a residency  at  the  medical  school  after 
completing  an  internship  at  St  Louis  (Mo)  City  Hospital.  Dr 
Bransford  moved  to  Texarkana  in  1 961 . 

He  served  on  the  board  of  admissions  for  the  University  of 
Arkansas  School  of  Medicine  and  as  professional  adviser  for 
the  Arkansas  Vocational  Rehabilitation  Services.  He  was  an 
associate  clinical  professor  of  surgery  at  the  University  of 
Arkansas  Medical  Center. 

Survivors  include  Dr  Bransford’s  wife,  Mary  Holiman 
Bransford,  Texarkana;  sons,  Robert  M.  Bransford,  Dallas, 
and  Mark  H.  Bransford,  Tulsa,  Okla;  mother,  Bessie  W. 
Bransford,  Lonoke,  Ark;  and  brothers,  W.H.  Bransford,  Jr, 
and  Lee  W.  Bransford,  both  of  Little  Rock. 

R.G.  Collins 

Ray  G.  Collins,  MD,  a retired  Houston  physician,  died  Feb  6, 

1984,  at  age  95. 

Dr  Collins,  born  in  Holland,  Tex,  received  a bachelor  of  arts 
degree  from  Hardin-Simmons  University  in  Abilene.  In  1 925 
he  received  his  medical  degree  from  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr  Collins  was  the  first  intern  at 
Methodist  Hospital  in  Houston.  He  remained  in  Houston 
where  he  had  a general  practice  until  his  retirement  in  1970. 

He  is  survived  by  his  wife,  Ruth  Davis  Collins,  Houston; 
sons,  Ray  G.  Collins,  Jr,  Mechanicsville,  Va;  N.  Perryman 
Collins,  MD,  Houston;  and  Stephen  B.  Collins,  Lake  Charles, 
La;  daughter,  Ruth  Marye  Collins  Wilkerson,  Lubbock;  sister, 
Beulah  Williams,  Pawnee,  Okla;  brother,  Carlos  C.  Collins, 
San  Antonio;  1 6 grandchildren;  and  four  great-grandchildren. 


C.M.  Darnall 

Charles  Milton  Darnall,  MD,  an  Austin  internist,  died  Feb  16, 
1984.  He  was  77. 

A native  of  Llano,  Tex,  Dr  Darnall  received  his  premedical 
education  at  The  University  of  Texas  at  Austin.  In  1 930  he 
was  graduated  from  UT  Medical  Branch  in  Galveston.  After 
an  internship  in  San  Antonio,  Dr  Darnall  was  a fellow  in  inter- 
nal medicine  at  the  Mayo  Clinic  in  Rochester,  Minn.  He 
moved  to  Austin  in  1 934. 

Dr  Darnall  was  a past  president  of  the  Texas  Club  of  Inter- 
nists, the  Travis  County  Medical  Society,  and  the  Austin  So- 
ciety of  Internal  Medicine. 

During  1 942-1 946,  Dr  Darnall  served  in  the  Army  in  the  US 
and  Europe. 

He  is  survived  by  his  wife,  Gertrude  M.  Darnall,  Austin; 
daughter,  Barbara  Clinton,  Houston;  and  three  grandchildren. 

B.K.  Greiss 

Badr  K.  Greiss,  MD,  a Laredo  radiologist,  died  Feb  14, 1984. 
He  was  53. 

A native  of  Egypt,  Dr  Greiss  received  his  medical  degree 
from  the  Ain-Shams  University  Faculty  of  Medicine  in  Cairo. 
He  practiced  in  Egypt  until  1969,  when  he  moved  to  Houston 
for  an  internship  at  Memorial  Baptist  Hospital.  He  then  com- 
pleted a radiology  residency  in  San  Antonio  and  practiced  for 
a year  in  Bryan  before  moving  to  Laredo. 

Dr  Greiss  is  survived  by  his  wife,  Isis  M.  Greiss,  MD, 
Laredo;  and  son,  Hani  B.  Greiss,  a medical  student  at  UT 
Medical  School  in  Houston. 

J.H.  Johnson 

James  Harold  Johnson,  MD,  a general  surgeon  in  Longview 
for  more  than  30  years,  died  Feb  1 2, 1 984. 

Dr  Johnson,  64,  was  born  in  Quitman,  Tex,  and  attended 
Arlington  State  College  and  North  Texas  State  University.  In 
1944  he  was  graduated  from  Southwestern  Medical  School. 
After  serving  an  internship  at  Wisconsin  General  Hospital  in 
Madison,  Dr  Johnson  served  in  the  US  Army  Medical  Corps 
in  the  US  and  Austria.  After  military  service,  he  held  a resi- 
dency at  the  Veterans  Administration  Hospital  in  McKinney, 
Tex,  and  then  moved  to  Longview. 

He  is  survived  by  his  wife,  Ollie  May  Potts  Johnson; 
daughter,  Jan  Paine;  mother,  Edna  Johnson;  and  brother, 
Cecil  Johnson,  MD,  all  of  Longview;  sister,  Virginia  Wellman, 
Dallas;  and  one  grandson. 

R.W.  Manar 

Roger  Woods  Manar,  MD,  74,  died  Feb  4, 1984.  Dr  Manar 
had  practiced  dermatology  in  Wichita  Falls  since  1940. 

A Mississippi  native,  Dr  Manar  was  a 1 934  graduate  of 
Tulane  University  School  of  Medicine.  He  interned  at  St 
Luke’s  Hospital  in  Denver  and  at  Parkland  Memorial  Hospital 
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in  Dallas.  He  practiced  in  Austin  for  a year,  and  then  attended 
New  York  Postgraduate  Medical  School  for  further  training  in 
dermatology,  before  moving  to  Wichita  Falls  in  1940. 

Surviving  Dr  Manar  are  his  wife,  Elizabeth  Miller  Manar, 
Wichita  Falls;  and  brother,  Fred  J.  Manar,  Port  Arthur. 

A.A.  Sprong 

Aaron  Alfred  Sprong,  MD,  75,  died  Jan  26,  1 984.  Dr  Sprong 
was  chief  of  the  TB-psychiatric  section  of  the  Veterans  Ad- 
ministration Hospital  in  Houston  from  1 957  to  1 971 . He  re- 
tired from  the  practice  of  medicine  in  1 977. 

He  was  a Kansas  native  and  a graduate  of  the  University  of 
Kansas  Medical  School  at  Lawrence.  After  an  internship  at  St 
Mary's  Hospital  in  Kansas  City,  Dr  Sprong  practiced  in  Ster- 
ling, Kan.  Following  military  service,  he  became  chief  of  the 
outpatient  department  of  the  Veterans  Administration  Hospi- 
tal in  Excelsior  Springs,  Mo,  and  later,  in  1955,  became  chief 
of  the  tuberculosis  section  at  the  same  hospital.  He  moved  to 
Houston  in  1957. 

Dr  Sprong  is  survived  by  his  wife,  Elene  Ensign  Sprong, 
Houston;  daughters,  Cynthia  Karl,  Houston,  and  Marilyn 
Whittaker,  Frankfurt,  Germany;  sister,  Audrey  Hill,  Kansas 
City,  Kan;  brother,  Wendell  Sprong,  Arlington,  Tex;  and  four 
grandchildren. 

P.P.  Steckler 

Paul  Peter  Steckler,  MD,  an  Abilene  obstetrician- 
gynecologist,  died  Feb  4,  1984. 

Dr  Steckler,  59,  moved  to  Abilene  from  Rhode  Island  in 
1961 . He  was  born  in  Minnesota  and  attended  the  University 
of  Pittsburgh  School  of  Medicine.  Graduation  in  1953  was 
followed  by  an  internship  at  St  Joseph  Hospital  in  Pittsburgh 
and  a residency  in  obstetrics  and  gynecology  at  the  US  Naval 
Hospital  in  Philadelphia.  Dr  Steckler  was  certified  by  the 
American  Board  of  Obstetrics  and  Gynecology  in  1961 . He 
continued  military  service  at  the  US  Naval  Air  Station  in 
Quonset  Point,  Rl,  before  moving  to  Abilene. 

Survivors  include  his  wife,  Arlene  Brown  Steckler,  Abilene; 
sons,  Alan  K.  Steckler,  Houston;  and  James  E.  Steckler,  Lub- 
bock; daughter,  Carole  Hess,  Denton;  sisters,  Betty  Forster 
and  Sharon  Stone,  both  of  St  Louis,  Mo;  and  one  grandson. 

M.E.  Suehs 

Max  E.  Suehs,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  Feb  3,  1984.  Dr  Suehs,  85,  had  lived  in 
Beaumont  for  48  years. 

He  was  born  in  Burton,  Tex,  and  attended  The  University  of 
Texas  at  Austin.  In  1 925  he  received  his  medical  degree  from 
The  University  of  Texas  Medical  Branch  at  Galveston.  He 
practiced  in  Temple  until  his  move  to  Beaumont  in  1 935.  He 
retired  in  July  1 980  after  practicing  medicine  for  55  years. 

Dr  Suehs  was  a World  War  I Army  veteran. 


He  is  survived  by  his  wife,  Ida  Kriegel  Suehs,  Beaumont; 
brother,  H.A.  Suehs,  MD,  Henderson;  and  sister,  Lillian 
Pratho,  Giddings,  Tex. 

J.J.  Welch 

Jay  J.  Welch,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  Feb  19,  1984.  Dr  Welch,  67,  had  practiced 
in  Houston  from  1958  until  his  retirement  in  1976.  He  was  a 
past  president  of  the  Texas  Society  of  Internal  Medicine  and 
had  served  as  speaker  of  the  House  of  Delegates  of  the 
American  Society  of  Internal  Medicine. 

An  Illinois  native,  Dr  Welch  received  his  premedical  educa- 
tion at  the  University  of  Illinois.  In  1 943  he  was  graduated 
from  Northwestern  University  Medical  School.  His  internship 
and  residency  were  at  Wesley  Memorial  Hospital  in  Chicago. 

Dr  Welch  served  in  the  US  Army  during  1 943-1 946  and 
1950-1952. 

He  is  survived  by  his  wife,  Esther  Apperson  Welch,  Katy; 
sister,  Joan  Jarvis,  San  Dimas,  Calif;  and  brother,  Jack  W. 
Welch,  MD,  Halstead,  Kan. 
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The  sounds  of  laughter,  of  people 
helping  each  other,  a bird 
singing,  an  owl  in  the  still  of 
the  night — they  all  contrast 
sharply  with  the  din  of  traffic 
and  the  crush  of  the  city. 

The  peaceful  setting  is 
Ottine,  Texas.  Home  of  Warm 
Springs  Rehabilitation  Hospital. 
These  woodlands  adjacent  to 
Palmetto  State  Park  are  an 
unusual  location  for  a hospital, 
but  Warm  Springs  is  also  an 
unusual  hospital. 

Warm  Springs  has  over 
40  years  of  experience  in  the 
rehabilitation  field,  so  we’re  no 


newcomer.  In  fact,  we  really 
are  pioneers  in  the  treatment 
of  children  and  adults  who  are 
disabled  by  paralytic  strokes, 
spinal  cord  or  head  injuries, 
developmental  impairments, 
and  crippling  diseases. 

Our  reputation  for  in- 
novation and  for  success  is 
well  known.  We  have  a driver’s 
education  program  in  modified 
vehicles  for  the  severely 
disabled,  orthotic  devices 
developed  at  Warm  Springs  and 
used  nationally,  and  an  accred- 
ited two-  year  college  campus 
for  the  physically  disabled. 


Other  hospitals  may  offer 
part-time  therapy  that  exercises 
the  muscles,  but  at  Warm  Springs 
you’ll  find  full-time  rehabilita- 
tion services  that  can  help  make 
life  livable.  Again. 

For  information  about  the 
full-time  rehabilitation  services 
of  Warm  Springs,  call  toll-free, 
1-800-292-1440. 


Warm  Springs  Rehabilitation  Hospital 

PO.  Box  58  • Gonzales,  Texas  78629 


The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
33  other  states. 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The  system  is 
endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

16805  Preston  Bend 


I.C.  SYSTEM,  INC. 

16805  Preston  Bend 
Dallas,  Texas  75248 


Phone  (214)  248-7790 


82 


TEXAS  MEDICINE 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


C.  B.  ALEXANDER 
San  Antonio,  1897-1984 

R.  M.  BRANSFORD 
Texarkana,  1928-1983 

R.G.  COLLINS 
Houston,  1889-1984 

C.  M.  DARNALL 
Austin,  1906-1984 


B.  K.  GREISS 
Laredo,  1930-1984 

J.  H.  JOHNSON,  JR 
Longview,  1920-1984 

R.  W.  MANAR 
Wichita  Falls,  1910-1984 

A.  A.  SPRONG 
Houston,  1908-1984 


P.  P.  STECKLER 
Abilene,  1924-1984 

M.  E.  SUEHS 
Beaumont,  1898-1984 

J.  J.  WELCH 
Houston,  1926-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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Announcing  a major  advance 
in  cardiovascular  therapy 


CARDIZEM  (diltia/.em  HC1) 

30  mg  and  60  mg  tablets 


CALCIUM  CHANNEL  BLOCKADE 

from 

Marion  Laboratories 


POTENT  CORONARY 
VASODILATION  WITH  A ** 
DISTINCTIVE 


HEMODYNAMIC  PROFILE 

CARDIZEM™  (diltiazem  HCl)  \ 
causes  little  or  no  negative 


Please  see  Jail  prescribing  information  on  last  page  of  this  ad 


cardizem 

(dilHazem  HCI) 

30  mg  and  60  mg  tablets 


TM 


INCREASES  EXERCISE  TOLERANCE, 
REDUCES  ANGINAL  FREQUENCY*  WITH 
A LOW  INCIDENCE  OF  SIDE  EFFECTS 

Calcium  channel  blockade  with  CARDIZEM™  (diltiazem  HCI) 
produces  changes  in  cardiovascular  hemodynamics  and 
coronary  blood  flow  that  are  of  benefit  in  myocardial  ischemia. 


wmmm 
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mm 
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CARDIZEM™  (diltiazem  HCI)  ALLOWS  PATIENTS 
TO  SIGNIFICANTLY  PROLONG  EXERCISE 
TOLERANCE,  EVEN  IN  DEMANDING  BRUCE 
PROTOCOL  EXERCISE  TESTS1  (n  = 15) 

This  study  is  of  special  significance  because 
patients  not  only  exercised  longer  but  to  the 
next  higher  stage  in  the  Bruce  protocol. 

A Bruce  protocol  with  a run-in  stage  was  used 
for  all  tests.  Each  stage  lasts  three  minutes. 

In  other  studies,  Cardizem  produced 
41%  to  68%  reduction  of  Prinzmetal’s 
variant  angina  attacks? 


tThis  study  is  a report  from  one  center  in  a multicenter  study. 


Cardizem  patients  exercised  longer 
before  onset  of  pain.1 

A 

A 

h_ 

Irun-in  stage 

I (1.5  METS) 

Jh 

STAGE  1 
(4  METS) 

STAGE  2 
(6.5  METS) 

STAGE  3 
(10  METS) 

P<  005 

1 1 1 1 1 1 

0 MINUTES  3 

TIME  TO  ONSET  OF  PAIN 

9 

12 

S Control  patients  averaged  8.0  min.  Cardizem  patients  averaged  9.8  min. 

Therapy  with  Cardizem  produced  a 
low  incidence  of  side  effects. 

In  placebo-controlled  trials  (222  patients) 
conducted  in  the  United  States,  the  incidence 
of  adverse  reactions  reported  during  Cardizem 
therapy  was  not  greater  than  that  reported 
during  placebo  therapy 

References: 

1.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of 
exercise-inducible  chronic  stable  angina  with  diltiazem:  Effect 
on  treadmill  exercise.  ChestlS  (July  suppl):  234-238, 1980. 

2.  Schroeder  JS,  Feldman  RL,  Giles  TD,  et  al:  Multiclinic 
controlled  trial  of  diltiazem  for  Prinzmetal’s  angina.  Am J Med 
72:227-232,  1982. 


Those  adverse  reactions  reported  most  frequently 
with  Cardizem  in  959  patients  in  controlled  and 
uncontrolled  U.S.  trials  have  been: 


• Nausea 2.7% 

• Swelling/edema 2.4% 

• Arrhythmia 2.0% 

• Headache  2.0% 

• Rash  1.8% 

• Fatigue 1.1% 


Other  reactions  reported  infrequently  (less  than 
1%)  are  listed  in  full  prescribing  information  on 
adjacent  page. 


© 1983,  Marion  Laboratories,  Inc. 


‘Please  see  adjacent  page  for  full  prescribing  information. 


PROFESSIONAL  USE  INFORMATION 

cardizem. 

(dilhazem  HCI) 

M)  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM™  (dlltlazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
dlltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyl- 
oxy)-5-[2-(dlmethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride.(+)  -cis-.  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM  con- 
tains either  30  mg  or  60  mg  diltiazem  for  oral  administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions  during 
membrane  depolarization  of  cardiac  and  vascular  smooth  muscle 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both 
epicardial  and  subendocardial.  Spontaneous  and  ergonovine- 
induced  coronary  artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  sub- 
maximal  and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation- 
contraction  uncoupling  in  various  myocardial  tissues  without  changes 
in  the  configuration  of  the  action  potential.  Diltiazem  produces 
relaxation  of  coronary  vascular  smooth  muscle  and  dilation  of  both 
large  and  small  coronary  arteries  at  drug  levels  which  cause  little 
or  no  negative  inotropic  effect.  The  resultant  increases  in  coronary 
blood  flow  (epicardial  and  subendocardial)  occur  in  ischemic  and 
nonischemic  models  and  are  accompanied  by  dose-dependent 
decreases  in  systemic  blood  pressure  and  decreases  in  peripheral 
resistance. 

Hemodynamic  and  Electrophyslologlc  Effects,  like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrio- 
ventricular conduction  in  isolated  tissues  and  has  a negative  inotropic 
effect  in  isolated  preparations.  In  the  intact  animal,  prolongation  of 
the  AH  interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  In  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate/blood  pressure  product  for  any  given  work  load.  Studies 
to  date,  primarily  in  patients  with  good  ventricular  function,  have 
not  revealed  evidence  of  a negative  inotropic  effect;  cardiac  output, 
ejection  fraction,  and  left  ventricular  end  diastolic  pressure  have 
not  been  affected.  There  are  as  yet  few  data  on  the  interaction  of 
diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR  pro- 
longation was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is 
not  more  pronounced  in  patients  with  first-degree  heart  block.  In 
patients  with  sick  sinus  syndrome,  diltiazem  significantly  prolongs 
sinus  cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to 
240  mg/day  nas  resulted  in  small  increases  in  PR  interval,  but  has 
not  usually  produced  abnormal  prolongation.  There  were,  however, 
three  instances  of  second-degree  AV  block  and  one  instance  of 
third-degree  AV  block  in  a group  of  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed  from 
the  tablet  formulation  to  about  80%  of  a reference  capsule  and  is 
subject  to  an  extensive  first-pass  effect,  giving  an  absolute  bio- 
availability (compared  to  intravenous  dosing)  of  about  40% 
CARDIZEM  undergoes  extensive  hepatic  metabolism  in  which  2% 
to  4%  of  the  unchanged  drug  appears  in  the  urine.  In  vitro  binding 
studies  show  CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins 
Competitive  ligand  binding  studies  have  also  shown  CARDIZEM 
binding  is  not  altered  by  therapeutic  concentrations  of  digoxin, 
hydrochlorothiazide,  phenylbutazone,  propranolol,  salicylic  acid, 
or  warfarin.  Single  oral  doses  of  30  to  120  mg  of  CARDIZEM  result 
in  detectable  plasma  levels  within  30  to  60  minutes  and  peak 
plasma  levels  two  to  three  hours  after  drug  administration.  The  plasma 
elimination  half-life  following  single  or  multiple  drug  administration 
is  approximately  3.5  hours.  Desacetyl  diltiazem  is  also  present  in 
the  plasma  at  levels  of  10%  to  20%  of  the  parent  drug  and  is 
25%  to  50%  as  potent  as  a coronary  vasodilator  as  diltiazem.  Thera- 
peutic blood  levels  of  CARDIZEM  appear  to  be  in  the  range  of  50 
to  200  ng/ml.  There  is  a departure  from  dose-linearity  when  single 
doses  above  60  mg  are  given;  a 120-mg  dose  gave  blood  levels 
three  times  that  of  the  60-mg  dose.  There  is  no  information  about  the 
effect  of  renal  or  hepatic  impairment  on  excretion  or  metabolism 
of  diltiazem. 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm. 

CARDIZEM  is  indicated  in  the  treatment  of  angina  pectoris 
due  to  coronary  artery  spasm.  CARDIZEM  has  been  shown 


effective  in  the  treatment  of  spontaneous  coronary  artery  spasm 
presenting  as  Prinzmetal's  variant  angina  (resting  angina  with 
ST-segment  elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated 
Angina).  CARDIZEM  is  indicated  in  the  management  of  chronic 
stable  angina  in  patients  who  cannot  tolerate  therapy  with 
beta-blockers  and/or  nitrates  or  who  remain  symptomatic 
despite  adequate  doses  of  these  agents  CARDIZEM  has  been 
effective  in  short-term  controlled  trials  in  reducing  angina 
frequency  and  increasing  exercise  tolerance,  but  confirmation 
of  sustained  effectiveness  is  incomplete. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  con- 
comitant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  con- 
duction abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pace- 
maker. (2)  patients  with  second-  or  third-degree  AV  block,  and  (3) 
patients  with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery 
time,  except  in  patients  with  sick  sinus  syndrome  This  effect 
may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (four  of  959  patients  for  0.42%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a nega- 
tive inotropic  effect  in  isolated  animal  tissue  preparations, 
hemodynamic  studies  in  humans  with  normal  ventricular  func- 
tion have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt).  Experience  with  the 
use  of  CARDIZEM  alone  or  in  combination  with  beta-blockers 
in  patients  with  impaired  ventricular  function  is  very  limited. 
Caution  should  be  exercised  when  using  the  drug  in  such 
patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  There  has  been  a single  report  in  a 
patient  receiving  120  mg  of  diltiazem  tid  of  marked  transaminase 
elevation  (SGOT  4500,  SGPT  2300)  accompanied  by  hyper- 
bilirubinemia (to  3 mg%),  occurring  after  four  days  of  treatment. 
The  enzyme  abnormalities  resolved  entirely,  and  enzymes  were 
nearly  normal  a week  after  cessation  of  treatment.  No  rechal- 
lenge was  carried  out,  but  the  patient  had  no  evidence  of  viral 
hepatitis  and  received  no  other  drugs  but  isosorbide  dinitrate. 

No  other  similar  liver  injury  has  been  reported  in  clinical 
trials,  but  marketing  experience  in  Europe  has  resulted  in  a 
rechallenge-confirmed  instance  of  hepatocellular  injury.  How- 
ever, it  should  be  noted  that  there  have  been  further  episodes 
of  raised  transaminases  in  the  absence  of  diltiazem  in  this 
patient,  so  that  the  relationship  to  diltiazem  of  the  abnormalities 
is  not  completely  clear.  Other  instances  of  transaminase  eleva- 
tion have  been  reported  in  Europe,  but  their  relationship  to 
the  drug  is  uncertain. 

PRECAUTIONS 

General.  CARDIZEM  is  extensively  metabolized  by  the  liver  and 
excreted  by  the  kidneys  and  in  bile.  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at 
regular  intervals.  The  drug  should  be  used  with  caution  in  patients 
with  impaired  renal  or  hepatic  function.  In  subacute  and  chronic  dog 
and  rat  studies  designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special  subacute  hepatic 
studies,  oral  doses  of  125  mg/kg  and  higher  in  rats  were  associated 
with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes;  however,  these  changes  were 
reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS.) 

Uncontrolled  domestic  studies  suggest  that  concomitant  use  of 
CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well  tolerated. 
Available  data  are  not  sufficient,  however,  to  predict  the  effects  of 
concomitant  treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities;  the  effect  of  diltiazem 
on  serum  digoxin  levels  has  not  been  examined.  The  safety  of  the 
combination  of  CARDIZEM  and  beta-blockers  or  digitalis  is  cur- 
rently being  investigated  in  well-controlled  studies. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 
24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20 
times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  there- 
fore, use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out 
to  date,  but  it  should  be  recognized  that  patients  with  impaired 
ventricular  function  and  cardiac  conduction  abnormalities  have 
usually  been  excluded  Experience  with  an  added  beta-blocker  is 
also  extremely  limited 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

In  addition,  the  following  have  been  reported  infrequently  and 
represent  occurrences  which  can  be  at  least  reasonably  associated 
with  the  pharmacology  of  calcium  influx  inhibition.  In  many  cases, 
the  relationship  to  CARDIZEM  has  not  been  established.  The  most 
common  occurrences,  as  well  as  their  frequency  of  presentation, 
are  nausea  (2.7%),  swelling/edema  (2  4%).  arrhythmia  (2.0%), 
headache  (2.0%),  rash  (1.8%),  and  fatigue  (1.1%).  In  addition,  the 
following  events  were  reported  infrequently  (<1 .0%).  The  order  of 
presentation  corresponds  to  the  relative  frequency  of  occurrence. 
Cardiovascular:  Flushing,  congestive  heart  failure,  bradycardia, 
hypotension,  syncope,  pounding  heart 
Central  Nervous  Drowsiness,  dizziness,  lightheadedness,  nervous- 
System  ness,  depression,  weakness,  insomnia,  confusion, 

hallucinations 

Gastrointestinal  Vomiting,  diarrhea,  gastric  upset,  constipation, 
indigestion,  pyrosis. 

Dermatologic  Pruritus,  petechiae,  urticaria. 

Other  Photosensitivity,  nocturia,  thirst,  paresthesias, 

polyuria,  osteoarticular  pain. 

The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

Experience  in  959  patients  taking  oral  doses  of  CARDIZEM 
resulted  in  three  cases  (0.31%)  of  second-degree  AV  block  and 
one  case  (010%)  of  third-degree  AV  block  at  doses  of  240  to 
360  mg  daily. 

In  rare  instances,  mild  to  moderate  transient  elevations  of  alkaline 
phosphatase,  SGOT,  SGPT,  LDH,  and  CPK  have  been  noted  during 
CARDIZEM  therapy.  A single  incident  of  markedly  elevated  liver 
enzymes  associated  with  symptoms  was  reported  in  a patient  taking 
360  mg  per  day  for  four  days  Drug  was  discontinued  and  enzymes 
normalized  within  1 week. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experiences  with  oral  diltiazem  have  not  been  reported. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed 
in  addition  to  gastric  lavage  The  following  measures  may  be 
considered: 

Administer  atropine  (0.60  to  1.0  mg).  If  there  is  no 
response  to  vagal  blockade,  administer  isopro- 
terenol cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high-degree 
AV  block  should  be  treated  with  cardiac  pacing. 
Administer  inotropic  agents  (isoproterenol,  dopa- 
mine, or  dobutamine)  and  diuretics. 
Vasopressors  (eg.  dopamine  or  levarterenol 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  severity  of 
the  clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral  LDso's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDso's 
in  these  species  were  60  and  38  mg/kg,  respectively.  The  oral 
LDso  in  dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while 
lethality  was  seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man 
is  not  known,  but  blood  levels  in  excess  of  800  ng/ml  have  not 
been  associated  with  toxicity. 


Rradycardia 


High-degree  AV 
Block 
Cardiac  Failure 

Hypotension 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary 
Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary 
Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's  needs. 
Starting  with  30  mg  four  times  daily,  before  meals  and  at  bedtime, 
dosage  should  be  increased  gradually  to  240  mg  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  The  effectiveness  and  safety  of 
dosages  exceeding  240  mg  per  day  are  currently  being  investigated. 
There  are  no  available  data  concerning  dosage  requirements  in 
patients  with  impaired  renal  or  hepatic  function  If  the  drug  must 
be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents. 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47).  Each 
yellow  tablet  is  engraved  with  MARION  on  one  side  and  1772  on 
the  other. 
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Services  Inc. 

Serving  the  Community  Since  1978 


Community  Alimentation 
Services  Inc.  is  a professional, 
clinical-intravenous  and 
nutritional  support  service. 

Our  primary  purpose  is  to  serve 
outpatients  receiving  home 
fluid  therapy  — parenteral 
nutrition,  enteral  nutrition, 
and  intravenous  fluids  or 
medication. 


Home  Care  Products 
Community  Alimentation  Services 
will  provide  any  selected  products 
directly  to  the  home  fluid  therapy 
and  / or  oncology  patient. 

Patient  Services 
All  services  are  provided  as 
indicated  for  each  individual 
patient's  safest  and  most  effective 
home  fluid  therapy.  Professional 
services  are  free  of  charge. 
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7529  Reindeer  Trail  • San  Antonio,  Texas,  78238  • (512)  680-3636 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
"Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals'.  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 


DR.  BOB  IS  AT  HOME  IN  BED. 

(for  several  months) 

Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where’s  the  cash-flow?  Where’s  the 
income?  API  Life  could  have  helped.  Because  physicians’  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 

API  LIFE  INSURANCE  COMPANY 
2505  TUrtle  Creek  Boulevard 
Dallas,  Texas  75219 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  (512)477-6704. 


In  the  TMA  Library 

Beaver  PC,  Jung  RC,  Cupp  EW:  Clinical  Parasitology,  ed  9. 
Philadelphia,  Lea  & Febiger,  1984. 

Fairweather  BC,  Haun  DH,  Finkle  LJ:  Communication  Sys- 
tems for  Severely  Handicapped  Persons.  Springfield,  III, 
Charles  C Thomas,  1 983. 

Gurman  AS  (ed):  Questions  & Answers  in  the  Practice  of 
Family  Therapy.  New  York,  Brunner/Mazel  Publishers,  1981. 

Hagen-Ansert  SL:  Textbook  of  Diagnostic  Ultrasonography. 
St  Louis,  The  C.V.  Mosby  Company,  1983. 

Hawkins  RC  II,  Fremouw  WJ,  Clement  PF  (eds):  The  Binge- 
Purge  Syndrome:  Diagnosis,  Treatment,  and  Research. 

New  York,  Springer  Publishing  Company,  1984. 

Hicks  JM,  Boeckx  RL:  Pediatric  Clinical  Chemistry.  Phila- 
delphia, W.B.  Saunders  Company,  1984. 

Kammerer  WS,  Gross  RJ  (eds):  Medical  Consultation.  Role 
of  the  Internist  on  Surgical,  Obstetric,  and  Psychiatric  Ser- 
vices. Baltimore,  Williams  & Wilkins,  1983. 

Kelly  WE  (ed):  Alzheimer's  Disease  and  Related  Disorders— 
Research  and  Management.  Springfield,  III,  Charles  C 
Thomas,  1984. 

Krejci  V,  Koch  P:  Muscle  and  Tendon  Injuries  in  Athletes. 
Stuttgart,  Georg  Thieme  Publishers,  1979. 

Lever  WF,  Schaumburg-Lever  G:  Histopathology  of  the  Skin. 
Philadelphia,  J.B.  Lippincott  Company,  1983. 

Levison  ME  (ed):  The  Pneumonias— Clinical  Approaches  to 
Infectious  Diseases  of  the  Lower  Respiratory  Tract.  Boston, 
John  Wright — PSG  Inc,  1984. 


Mathog  RH:  Maxillofacial  Trauma.  Baltimore,  Williams  & 
Wilkins,  1984. 

Morawetz  A,  Walker  G:  Brief  Therapy  with  Single-Parent 
Families.  New  York,  Brunner/Mazel  Publishers,  1984. 

Northern  JL  (ed):  Hearing  Disorders,  ed  2.  Boston,  Little, 
Brown  and  Company,  1984. 

O’Donoghue  DH:  Treatment  of  Injuries  to  Athletes,  ed  4.  Phil- 
adelphia, W.B.  Saunders  Company,  1984. 

Olson  LL:  Establishing  Freestanding  Ambulatory  Surgery 
Centers.  The  Planning  and  Regulatory  Process.  Chicago, 
American  Medical  Association,  1982. 

Peacock  EE:  Wound  Repair,  ed  3.  Philadelphia,  W.B.  Saun- 
ders Company,  1984. 

Peterson  DE,  Sonis  ST  (eds):  Oral  Complications  of  Cancer 
Chemotherapy.  Boston,  Martinus  Nijhoff  Publishers,  1983. 

Piver  MS:  Ovarian  Malignancies:  The  Clinical  Care  of  Adults 
and  Adolescents.  New  York,  Churchill  Livingstone,  1983. 

Shephard  RJ:  Carbon  Monoxide:  The  Silent  Killer.  Spring- 
field,  Charles  C Thomas,  1983. 

Silen  W:  Cope's  Early  Diagnosis  of  the  Acute  Abdomen. 

New  York,  Oxford  University  Press,  1983. 

Tile  M:  Fractures  of  the  Pelvis  and  Acetabulum.  Baltimore, 
Williams  & Wilkins,  1 984. 

Wallach  GP,  Butler  KG  (eds):  Language  Learning  Disabilities 
in  School-age  Children.  Baltimore,  Williams  & Wilkins,  1984. 

Warren  KS  (ed):  Coping  with  the  Biomedical  Literature.  A 
Primer  for  the  Scientist  and  the  Clinician.  New  York,  Praeger, 
1981. 
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BOB  IS  WITH  HIS  CPA. 

(and  for  no  good  reason) 

Bob  Adams'  financial  affairs  are  in  a mess.  It's  tax  time  so  he’s  cleaning  it  all  up.  A little  late.  APS  Systems 
could  have  helped.  Because  APS  Systems  serves  more  Texas  and  Arkansas  medical  practices  with 
computerized  medical  office  management  and  billing  systems  than  any  other  company.  It’s  our  only 
business.  A system  designed  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  COLLECT:  (214)  458-1919 

APS  SYSTEMS  INC. 

3310  Keller  Springs  Road,  Suite  130 
Carrollton,  Texas  75006 

A Member  of  the  APS  Group 


Quality  And 
Dependability 
For  More  Than 
3 Generations. 


New  and  used  equipment 
Supplies  and  accessories 
Service 


Call  today  to  find  out  about  our  monthly  specials 


DAVENPORT 


2770  W.  Commerce 
Dallas,  Texas  75222 
214/631-8469 
Metro  263-0048 


■RAY  CO.,  INC. 


7332  Rampart 
Houston,  Texas  77081 
713/772-8949 


Are  you  treating 
alcoholism  as  a 
primary  disease? 


We  are: 

We  provide  a comprehensive  program  to  treat 
alcoholism  and  chemical  dependency  as  pri- 
mary illnesses. 

• MEDICAL — Physician  monitors  course 
of  treatment 

• PSYCHOLOGICAL — Daily  individual 
and  group  counseling 

• PHYSICAL — Support  by  licensed 
dietician  and  physical  therapist 

• AA/AL-ANON  Involvement  and 
aftercare  program 


Accredited  by  J.C.A.H.  ‘Call  for  more  information: 
24-Hour  Line  • Toll  Free  in  Texas  1-800-292-6159 
Call  Collect  512-238-4222 


^ La  Hacienda 
w Treatment  Center 


P.O.  Box  1 Hunt,  Texas  78024 
(near  Kerrville) 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 
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2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


WILLIAM  R.  McKENNA,  MD 

Diplomate.  American  Board  of  Allergy  and  Immunology 
2121  Pease  St..  Suite  2-E.  Harlingen.  TX  78550;  512  425-9240 
Branch  Offices: 

222  E.  Ridge.  Suite  117,  McAllen.  TX  78503;  512  686-3705 

844  Central  Blvd..  Suite  200,  Brownsville,  TX  78520;  512  541-1561 


Anesthesiology 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 
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CHARLES  A.  RUSH,  JR,  MD 
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Pediatric  and  Adult  Allergy 
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Roger  C.  Camp.  MD 
Lannie  R.  Hughes.  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  Wnite  HI,  MD 


INTERNAL  MEDICINE 
Larry  Dossey.  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample.  Jr..  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology.  Gastroenterology.  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback.  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck.  Clinic  Coordinator 


1107  Doctors  Drive,  Tyler,  Texas  75701 
214  592-6635 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  436,  Fort  Worth  7610$ 

817  731-7222 


SLEEP  DISORDERS  CENTER 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350.  Houston.  Texas  77055 

713  973-NITE 


Todd  I.  Swick.  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

Jack  D.  Van  Campen,  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan.  MD 

Cardiology 

Irvin  J.  Saron,  MD 

Urology 

Ronald  M.  Zweighaft.  MD 
Neurology 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  240.  Houston.  Texas  77055 

713  973-3400.  . 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/ families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214,  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 
Suite  1154.  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick.  San  Antonio,  Texas  78209  ; 512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 


Jeffrey  Brown,  MD,  Director-Endocrinologist 

Ilene  Ereuser,  RN,  CPNP,  Program  Coordinator/Educator 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive.  Dallas.  Texas  75231;  214  363-5535 


CLICK — the  Sound  of  Saving  a Life. 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
and  Endocrinology /Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


Order  waiting  room  poster  from  TMA 
Communication  Department,  today! 


. . . Another  service  of  your  association 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 
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ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208,  Dallas,  Texas  75208; 

214  948-8664 


JAIME  H.  CASTRO,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue,  Fort  Worth,  Texas  76106;  817  625-6253 
7505  Glenview  Drive,  Fort  Worth,  Texas  76118;  817  625-6254 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


General  Surgery 


DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS 
B.  Ward  Lane,  MD.  FACS 
John.W.  Winter,  MD,  FACS 
Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA.  MD,  PA 
B.  J.  WROTEN.  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

801-803  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


W.  DENNIS  STRIPLING.  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallai.  Texai  75231;  214  368-3776 


KENNETH  D.  GLASS.  MD.  FACS 

Diplomate.  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


ADRIAN  E.  FLATT.  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Nephrology 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi.  MD.  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main.  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


Neurological  Surgery 


JACK  STERN.  MD.  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
loe  Ellis  Wheeler,  MD 
Leighton  B.  Parker.  MD 

920  South  Lake,  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


DRS.  CHERRY,  LONG  <S  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS,  FACS 
John  V.  Coon,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 
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EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

G411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology.  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211,  Houston,  TX  77074;  713  270-1188 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder.  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  <&  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio.  Texai  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD.  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUST  AT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934.  Houston,  Texas  77074; 
Telephone  713  988-2020 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas.  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston, 
Richard  S.  Ruiz.  MD,  FACS 
Charles  E.  Russo.  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD.  FACS 
Jeffrey  D.  Lanier.  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough.  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia.  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon.  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult.  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman.  MD 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston.  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge.  Bellaire.  Texas  77401 
Telephone  713  666-4224 
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HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett.  MD 
lohn  J.  DeBender.  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston.  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building.  Suite  202. 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising.  Jr.  MD.  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlington.  Texas  76012;  817  261-8284 


SOUTHWEST  RETINA  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso,  Texas  79902;  915  532-3912 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  R.  Dan  Loyd,  MD 

Dan  R.  Sutherland,  MD  Huntley  G.  Chapman,  MD 

John  B.  Gunn,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


DAVID  I.  TASKER,  MD,  FACS 
Subspecialty:  Contact  Lenses 

Branch  Offices: 

4499  Medical  Dr.  #123.  San  Antonio  512  690-8181 
1012  C Street.  Floresville  512  393-2551. 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106. 

800  East  30th  Street,  Austin  78705 

Temple  Eye  Clinic,  3103  Scott  Blvd.,  Temple  76501 
1-800-252-3437 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD.  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  <S  JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr.  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey.  MD,  PA 


3704  20th  Street.  Suite  A.  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


F.  Carlton  Hodges.  MD 
J.  Price  Brock,  Jr.  MD 
Mervyn  B.  Fouse.  MD 
John  H.  Judd.  Jr..  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St..  Abilene.  Texas  79601 

Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


3702  20th  Street.  Suite  B.  Lubbock.  Texas  79410 
Telephone  806  797-9666 

ARMSTRONG  & RICHARDS  ORTHOPEDICS 

George  N.  Armstrong,  Jr.,  MD,  PA 
John  A.  Richards.  MD.  PA 

1400  South  Main  Street.  Suite  207.  Fort  Worth,  Texas  76104;  817  336-6222 
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Pathology 

Plastic  Surgery 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 

Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 

Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  817  336-7137 

Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD.  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 

PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne.  Texas  76031;  817  641-2245 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS 

David  J.  Eatrana,  DDS,  MD 

James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic.  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenleld.  MD 

Diplomat*  oi  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue.  Fort  Worth,  Texas  76104; 

817  335-4752 

AUSTIN  PATHOLOGY  ASSOCIATES 

MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 

Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois.  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll.  Austin,  Texas  78705 

Mailing  Address:  P.O.  Box  4865,  Austin,  Texas  78765 

Telephone:  512  452-2529 

Ofiice  Pickup  Service  in  Austin  Area 

VALENTIN  GRACIA,  MD.  FACS,  FICS 

Diplomate  American  Board  oi  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  P.O.  Box  2476,  Fort  Worth.  Texas  76113;  817  336-0446 

WILLIAM  E.  BARNES.  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 

Physical  Medicine  & Rehabilitation 

JOHN  E.  CARTER,  MD.  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Ofiice  696-2390  Medical  Exchange  227-6331 

WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON.  MD 

Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 

PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3601  21st  Street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

STEPHEN  C.  LESAUVAGE.  MD 

Diplomate  American  Board  oi  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <£  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 

San  Antonio.  Texas  78205;  Telephone  226-2424 

PRESBYTERIAN  HOSPITAL  OF  DALLAS 

Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy. 
Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison,  MD,  Director,  Physical  Medicine 

8200  Walnut  Hill  Lane,  Dallas.  Texas  75231;  214  696-7454 

TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 

TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomat*  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Harmans  Dr..  Suite  420. 

Houston.  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  <£  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Ir.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th.  Suite  C-4.  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larne  W.  Arnold.  MD 
David  R.  Baker,  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
Joel  A.  Holiner.  MD 


William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood.  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway.  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


Psychiatry  & Neurology 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen.  MD 
James  K.  Peden.  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard.  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg,  MD 


John  G.  Looney.  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky.  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 
William  W.  Estabrook.  Ill,  MD 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


Pulmonary  Diseases 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas.  Texas 
Telephone  381-7181 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate.  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404. 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


John  R.  Burk.  MD,  FACP  David  R.  Stoop,  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb,  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS.  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West.  Suite  137.  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


C.  MARSHALL  BRADSHAW,  MD.  PA  Medical  Films,  Video  Tapes  and  Slides 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale.  Fort  Worth.  Texas  76104  . . . Another  service  of  your  association 

Telephone  817  335-9409 


TMA  Memorial  Library 

. . . Another  service  of  your  association 
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Radiology 


Urology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander,  MD 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth.  Texas  76109 
817  336-5711 


Rheumatology 


DON  E.  CHEATUM.  MD,  FACP 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Litre  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY.  MD.  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
’Certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


EUGENE  R.  TODD.  MD,  PA 

Diplomate  oi  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza. 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD.  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas.  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408,  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois.  Midland,  Texas  79701 
915  687-4553 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Representing  the  Profession 


. . . Another  service  of  your  association 


Texas  Department  of  Public  Safety 
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How  well  are  you  communicating 
with  your  PATIENTS? 


Patient  compliance— how  well  patients  follow  instruc- 
tions about  taking  prescription  drugs— is  something 
that  worries  health  professionals,  according  to  a re- 
cent Harris  survey.  And  with  good  reason.  A number 
of  studies  have  shown  that  a third  to  a half  of  all 
drugs  are  taken  improperly.  Yet  a Chilton  survey 
found  that  only  2 to  4 percent  of  patients  question 
their  doctors  about  drugs  prescribed  for  them. 

It’s  up  to  health-care  providers  to  open  up  the 
dialogue  about  prescription  drugs.  When  you  write, 


dispense  or  check  on  a prescription,  make  sure  your 

patient  knows: 

• The  name  of  the  drug 

• Its  purpose— what  conditions  does  it  treat? 

• How  and  when  to  take  the  drug— and  when  to 
stop  taking  it 

• What  food,  drinks  and  other  drugs  to  avoid  while 
taking  it 

• What  side  effects  may  result— are  they  serious, 
short-term,  long-term,  etc.? 


■ A message  from  the  Food  and  Drug  Administration. 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Mernmac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  ol  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proD- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


GENERAL  SURGEON  AND  OB/GYN  for  eight  member  multi-specialty 
group.  Located  in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island 
beach,  several  colleges  and  a major  medical  center.  Salary  negotiable 
first  year.  Partnership  second  year  if  mutually  desirable.  Excellent 
benefits.  Contact  San  Benito  Medical  Association,  P.O.  Drawer  642,  San 
Benito,  Texas  78586;  512  399-2443. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Excellent  working  conditions.  Fee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TIRED  OF  BIG  CITY  PRACTICE?  Move  to  Ranger,  Texas  where  oppor- 
tunities are  good  for  a family  practice  physicians.  Call  collect:  1-817- 
647-1182. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


URGENTLY  REQUIRE  FAMILY  PHYSICIAN  to  take  over  busy  practice 
from  retiring  physician  in  a group  setting.  Located  in  prosperous  small 
town  30  miles  from  central  Dallas.  Physician  good-will  available.  Con- 
tact: David  Ellis,  MD,  101  N.  Houston  Street,  Kaufman,  Texas  75142; 
214  932-2141. 


FAMILY  PRACTITIONER  WANTED — Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H,  Medical  Group,  Inc,,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


UROLOGIST  NEEDED— WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training, Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas,  77057.  For  outside  Texas  call  800 
231-7578. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED — Modern  42  bed  progressive 
hospital  district.  Rural  community  in  South  Central  Texas  with  easy 
access  to  metro  areas;  excellent  hunting  and  fishing.  Office  space 
available.  Contact  Harold  Boening,  Administrator,  Otto  Kaiser  Memorial 
Hospital,  Rt.  1,  Box  450,  Kenedy,  Texas  78119,  512  583-3401. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 
713  496-7777. 


SAN  ANTONIO:  Family  practice/emergency  medicine.  Immediate  open- 
ing in  minor  emergency  center  operating  14  hours  per  day.  Salary  and 
fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  6311  Bay  Meadows, 
San  Antonio,  Texas  78224;  phone  512  661-4891. 


ASSOCIATE  IN  FAMILY  PRACTICE:  Active  practice  in  suburban  Rosen- 
berg, Texas,  20  minutes  from  Houston.  Full  family  services,  immediate 
care  for  minor  emergencies,  with  x-ray  and  lab  within  clinic.  Excellent 
hospital  facilities.  Send  resume  to  1002  Wilson  Drive,  Rosenberg,  Texas 
77471. 


GENERAL  SURGEON  WANTED  to  join  active  surgeon,  small  northeast 
Texas  city  with  good  hospitals,  many  other  specialists.  Board  certifica- 
tion necessary.  Present  surgeon  near  retirement,  seeks  associate  who 
would  share  present  practice  while  developing  his  own,  eventually  take 
over.  Contact  Ad-452,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


POSITIONS  AVAILABLE:  Seeking  board  certified  or  board  eligible  cardi- 
ologist, oncologist,  and  general/vascular  surgeon  to  join  eight  mem- 
ber multispecialty  clinic  in  San,  Antonio  Texas.  Send  CV  to  Mr.  Robert 
J.  Knapp,  Administrator,  124  Dallas  Street,  San  Antonio,  Texas  78205. 


TEXAS  DEPARTMENT  OF  CORRECTIONS:  Opportunities  for  physicians 
in  correctional  institutions.  Texas  license  required.  Office  space  pro- 
vided, salary  plus  benefits.  Contact  Glynda  J Baker,  Health  Services 
Division,  P.O.  Box  99,  Huntsville,  Texas  77340,  or  call  409  295-6371. 


EMERGENCY  CONSULTANTS,  INC.  is  now  reviewing  applications  for 
full-time  and  part-time  opportunities  in  Texas  beginning  July  1,  1984, 
with  limited  opportunities  available  now  Competitive  hourly  rates. 
Malpractice  insurance  provided;  directorships  available.  Call  today 
for  more  information:  Emergency  Consultants.  Inc.,  2240  South  Airport 
Road,  Suite  126,  Traverse  City,  MI  49684;  1 -800-253- 1795,  or  in  Michigan 
1-800-632-3496. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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TEXAS  IMMEDIATE  FULL-TIME  position  in  hospital  affiliated  family 
practice  clinic.  Located  north  of  Dallas.  Attractive  hours  and  guaran- 
teed hourly  compensation.  Malpracitce  insurance  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Suite  126, 
Traverse  City,  MI  49684;  1-800-253-1795,  or  in  Michigan  1-800-632-3496. 


DALLAS/FORT  WORTH:  Physicians  wanted  for  locums  tenens  in  FP, 
ER,  health  clinics  on  full  or  part-time  basis.  Malpractice  covered, 
flexible  hours,  good  locations  and  remuneration.  Call  Kathy  Snyder, 
214  442-2424  or  214  442-5446  after  6 pm  or  write  Snyder  <&  Associates, 
P.O  Box  1057,  Wylie,  TX  75098. 


FAMILY  PRACTICE  MD  to  join  3 man  group  in  medium  sized  town  in 
NE  Texas.  BE/BC,  US  trained.  Guaranteed  salary  followed  by  partner- 
ship if  desired.  65  bed  well-equipped  hospital.  Contact  Leon  Cotten, 
MD,  P.O.  Box  28,  Atlanta,  Texas  75551  or  phone  214  796-4133. 


NEEDED  IN  SUNNY  SOUTH  TEXAS,  cardiologist,  board  qualified  or 
certified  with  training  in  echocardiography.  Also  needed  neurologist, 
ENT  and  oncologist.  Nice  medium  size  community,  close  to  Gulf  coast 
beaches.  Developing  medical  area  Good  hospital  facilities.  All  in- 
quiries acknowledged.  Medical,  P.O.  Box  3560,  South  Padre  Island, 
Texas  78597. 


SHARE  CALL  WITH  TWO  BOARD  CERTIFIED  family  physicians:  no 
OB  or  surgery.  Small  modern  hospital  close  to  clinic,  quick  referral  to 
Fort  Worth-Dallas  when  necessary.  Chance  to  practice  good  medicine 
and  have  time  for  your  family.  Guaranteed  salary,  then  partnership. 
Help  with  relocation.  Hardy  Morgan,  MD,  P.O.  Box  310,  Hico,  Texas, 
817  796-4225. 


WEST  TEXAS — Small  West  Texas  town  and  hospital  desperately  in 
need  of  family  practice  physician.  Extremely  nice  hospital  and  brand 
new  medical/dental  office  presently  unutilized  due  to  retirement  of 
elderly  physician.  Hospital  board  very  willing  to  work  with  your  terms. 
Make  inquiries  to:  Physician  Recruitment  Committee,  c/o  Jimmie  D. 
Brown,  DDS,  P.O.  Drawer  600,  McCamey,  Texas  79752. 


EMERGENCY  PHYSICIAN  NEEDED  IMMEDIATELY.  Internist  or  family 
practitioner.  Texas  license  required.  Emergency  clinic  backed  by  in- 
ternists. Prefer  full  time  physician.  Guarantee  $70,000  with  incentives 
and  benefits.  Highly  potential  position.  Submit  CV  to  Ad-462,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


UVALDE,  EMERGENCY  DEPARTMENT  director  and  staff  positions 
needed  for  the  local  hospital  that  supports  a community  of  35,000 
throughout  the  city  and  country.  The  emergency  department  has  a 
medium  volume  which  increases  in  the  summer  due  to  tourist  activi- 
ties. Uvalde  is  one  of  the  most  picturesque  and  beautiful  small  cities 
in  Texas.  Located  on  U.S.  Highway  90,  halfway  between  San  Antonio 
78  miles  to  the  east  and,  Del  Rio  on  the  Mexican  border  90  miles  to 
the  west.  Physicians  interested  in  these  positions  should  contact 
Chuck  Arnecke,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


NEEDED:  FULL  TIME  EMERGENCY  MEDICINE,  Texas  Gulf  Coast. 
Rotate  between  low  and  moderate  volume  hospital.  Very  flexible 
scheduling.  Few,  if  any,  weekends  Elaine  Mantooth,  MD,  18140  Bal 
Harbour  Drive,  Houston,  Texas  77058;  713  333-3568. 


MD  WANTED  DESIRING  an  8-5  work  schedule,  five  days  a week,  all 
weekends  and  holidays  free  in  an  occupational  medicine  practice  with 
opportunity  for  private  practice  if  desired.  Prefer  experience  in  minor 
ER  duties  and  some  radiology  experience.  If  interested  call  214  630-6213 
or  send  resume  to  Primary  Medical  Center,  3150  Iron  Ridge  St.,  Dallas, 
Texas  75247. 


FULL  AND  PART  TIME  PHYSICIANS  for  emergency  services  with  grow- 
ing provider.  Excellent  compensation  and  growth  opportunity  for 
selected  physicians.  Call  or  write:  Recruiter,  Coastal  Emergency  Ser- 
vices, P.O.  Box  169146,  Irving,  Texas  75063;  214  258-5038. 


TEXAS  VICTORIA,  emergency  physicians  for  new  hospital  medical 
center.  This  progressive  city  of  75,000,  25  miles  from  the  Gulf  coast 
offers  opportunities  that  include  hunting,  fresh  and  salt  water  fishing, 
boating,  water  skiing,  etc.  Must  have  two  years  experience  in  ER 
work  or  be  board  eligible  or  certified  in  family  practice,  surgery  or 
internal  medicine.  Excellent  pay.  For  details  contact.  Chuck  Arnecke, 
Emergency  Physicians  Associates,  604  Richmond  Avenue,  San  Antonio, 
Texas  78215;  512  222-0746. 


PEDIATRICIAN,  INTERNAL  MEDICINE,  general  surgery,  orthopedics: 
Medical  office  building  to  be  constructed  adjacent  to  hospital.  Practice 
opportunities  available  in  newly  formed  multispecialty  group  or  will 
assist  in  starting  solo  practice.  Contact  Administrator,  Haltom  General 
Hospital,  2919  Markum  Drive,  Fort  Worth,  Texas  76117;  817  831-0311. 


PROSPEROUS  AND  EXPANDING  MEDICAL  CLINIC  in  Houston's  pres- 
tigious FM1960  area  needs  physicians  to  join  in  the  growth  of  their 
experienced  staff.  This  is  an  excellent  opportunity  to  start  your  own 
practice  with  assistance  and  referrals  from  the  clinic.  Call  Marv  Novak, 
713  483-4878. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits.  Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AUSTIN:  Full  and  part-time  physicians  for  urgent  care  centers.  In  the 
most  desirable  city  in  the  Southwest.  Guaranteed  income  with  flexible 
scheduling,  malpractice,  plus  incentives  and  no  night  call.  Send  CV 
to  Medical  Director,  1015  East  32nd  Street,  Suite  3,  Austin,  Texas  78705. 


UROLOGIST  WANTED  FOR  DIAGNOSIS,  treatment  and  patient  care  in 
all  areas  of  urology.  Requires  MD  degree,  three  years  training  as  a 
resident  in  urology  and  one  year  experience  as  a urologist;  40  hours 
per  week,  $62,400  per  year.  Apply  at  the  Texas  Employment  Commis- 
sion, Marshall,  Texas  or  send  resume  to  the  Texas  Employment  Com- 
mission, TEC  Building,  Austin,  Texas  78778.  Job  Order  No.  3472499.  Ad 
paid  by  an  equal  employment  opportunity  employer. 


COUNTY  ADJACENT  TO  THE  DALLAS/FORT  WORTH  METROPLEX 
desires  to  attract  family  practice  and  OB-GYN  physicians.  Hospital 
approved  for  expansion.  Numerous  specialists  and  supportive  health 
care  professionals  in  the  county.  Locations  and  practice  opportunities 
in  a variety  of  settings  are  available.  Ideal  location  to  practice  in  a 
rural  area  with  all  the  advantages  of  the  Metroplex.  Please  replv  to 
Ad-465,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


NEUROSURGEONS  ARE  URGENTLY  NEEDED  for  several  positions 
throughout  Texas.  Both  solo  or  association  practice  opportunities  are 
available.  Free  placement  service.  Please  send  your  curriculum  vitae 
to  Kay  Cox,  HCA  West,  8131  LBJ  Freeway,  Suite  460,  Dallas,  Texas 
75251.  Or  call  toll-free  1-800-527-0735  if  calling  from  outside  Texas;  or 
call  collect  214-644-2600. 


SUN  BELT — pediatrician,  orthopedist,  urologist,  cardiologist,  general 
surgeon.  Our  established  group  of  primary  care  physicians,  in  re- 
sponse to  a recent  marketing  survey  of  our  practice  and  in  consultation 
with  a professional  clinic  management  firm,  now  wishes  to  expand 
our  already  new  clinic  facility  with  the  addition  of  the  above  specialties 
in  an  innovative  cost-effective  delivery  system  for  quality  care  in  a 
Central  Texas  relaxing  lake  country  environment  near  city.  Contact 
Ad-467,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


FREE  STANDING  EMERGENCY  CLINIC  in  Houston  requires  full  time 
physician,  experience  desirable,  Monday  thru  Friday  9 am  to  5 pm. 
Reply  to:  Advertiser,  111  Warrenton,  Houston,  Texas  77024.  A share  in 
the  clinic  will  be  offered  at  the  end  of  a six  month  trial  period. 


FULL  AND  PART-TIME  ENERGETIC  PHYSICIANS  NEEDED  for  expand- 
ing FEC  group.  Experience  with  GP  and  ER  preferred.  Excellent  pros- 
pects and  remuneration.  Reply  to  Director,  Medical  Center,  1520  Wil- 
lowbrook  Mall,  FM  1960  West,  Houston,  Texas  77070,  713  469-0391. 


MULTISPECIALTY  GROUP  IN  NE  SAN  ANTONIO  has  immediate  open- 
ing for  family  practice,  preferrably  board  certified,  initially  part-time, 
with  potentially  full-time  position  later.  Peter  U.  Berndt,  MD,  PA,  and 
Associates,  8711  Village  Drive,  Suite  100,  San  Antonio,  Texas  78217. 


RADIOLOGIST — Excellent  opportunity  for  association  with  busy  radi- 
ologist near  Lubbock,  Texas.  Generous  salary  with  potential  for  full 
partnership  Must  be  board  certified  or  board  eligible.  For  more  in- 
formation, please  send  curriculum  vitae  to  Patty  Fitzsimmons,  Summit 
Health  Ltd.,  4070  Laurel  Canyon  Blvd.,  Studio  City,  CA  91064.  818 
985-8386. 


INTERNIST/CARDIOLOGIST — Golden  private  practice  opportunity  in 
association  with  modern,  full-service  JCAH  accredited  facility.  Must  be 
board  certified  or  board  eligible  in  internal  medicine  with  cardiology 
emphasis  Located  in  sunny  West  Texas,  you'll  be  provided  with  a 
generous  income  guarantee,  office  rent,  staff  salary  support,  and  prac- 
tice building  assistance.  For  immediate  consideration,  please  call  col- 
lect: Patty  Fitzsimmons.  Summit  Health  Ltd.,  4070  Laurel  Canyon  Blvd., 
Studio  City,  CA  91604,  818  985-8386. 


FAMILY  PRACTICE  OPPORTUNITY  available  with  well  established 
single  specialty  group  in  the  Dallas/Fort  Worth  Metroplex.  Excellent 
income,  benefits,  living  conditions,  rotational  call,  and  organizational 
stability.  Requirements  are  an  interest  in  full  family  practice,  including 
OB.  Please  respond  to  Ad-468,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTITIONER  WITH  OB./GYN  SKILLS:  to  join  multi-specialty 
group  in  well  equipped  offices.  Liberal  salary  with  excellent  fringes, 
leading  to  ownership  in  association.  Excellent  schools  and  recreational 
facilities.  Suburb  of  Houston,  Texas.  Contact  Wm  Mulheron,  Executive 
Director  Medical  & Surgical  Group,  1105  Decker  Drive,  Baytown,  Texas 
77520;  713  427-1761. 


PEDIATRICIANS  AND  OBSTETRICIANS  NEEDED:  Excellent  opportunity 
in  busy  North  Houston  clinic  for  new  practice  or  staff  position.  Call 
Mr.  Novak,  713  483-4878. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary . Available  August  1 Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 

GENERAL  SURGEON,  BOARD  ELIGIBLE,  needed  in  Atlanta  Memorial 
Hospital,  Atlanta,  Texas.  Atlanta  is  located  in  deep  East  Texas  and  is 
a community  of  6,500  with  excellent  schools  and  other  community 
services  Atlanta  is  a retail  center  with  a trade  area  encompassing 
about  30,000  people  The  hospital  is  a 65  bed  hospital  which  is  12  years 
old.  Our  surgery  load  averages  260-300  cases  per  year.  Texarkana  is  a 
30  minute  drive  and  Shreveport  is  a one  hour  drive.  If  you  are  in- 
terested in  the  relaxed  atmosphere  of  small  town  living,  Call  Don 
Magee,  Administrator,  214  796-4151. 

FAMILY  PRACTICE— Well-established  family  practice  opportunity  for 
a familv  practitioner  or  internist  in  Central  Texas  community  close  to 
Austin/Houston.  36  bed  hospital.  Partnership  opportunity  with  excellent 
professional  and  economic  growth  potential.  Please  replv  to  Ad-454, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham, 
lexas  77833;  409  830-0400. 


GENERAL  SURGEON  wants  to  relocate  in  small  town  with  extensive 
suraical  experience.  Willing  to  do  general  practice.  Want  to  be  busy. 
All  offers  considered.  Please  reply  to  AD-429,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701 


DIAGNOSTIC  RADIOLOGIST— BOARD  CERTIFIED— available  for  locum 
tenens  coverage  in  southeastern  Texas.  Experience  and  training  in  all 
areas  of  medical  imaging  with  special  expertise  in  ultrasound.  Please 
reply  to  Ad-461,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


FAMILY  PHYSICIAN— BOARD  CERTIFIED  and  fellow  with  Texas  license, 
seeks  group  practice.  Separation  USAF  August  '84.  Private  practice 
fifteen  years,,  military  family  practice  clinic  six  years.  Excellent  health. 
Prefer  50  mile  radius  of  Dallas-Fort  Worth  Metroplex.  Lawrence  E. 
Bare,  MD,  Box  3027,  APO,  NY  90194. 


YOUNG  RADIOLOGIST,  one  year  postgraduate,  seeks  relocation  near 
Dallas-Fort  Worth  or  Austin  in  group  or  as  solo  practitioner.  Well 
trained  in  all  areas  of  diagnostic  radiology  including  CT,  US,  digital 
and  interventional  radiology.  Currently  on  hospital  staff  and  solo 
private  practice.  Please  reply  to  A.  G.  Tesoriero,  MD,  402  17th  Street, 
Brooklyn,  New  York  11215;  212  499-1267. 
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ORTHOPEDIC  SURGEON,  TEXAS,  BAYLOR  GRADUATE  with  many 
years  of  practice  out  ot  state  would  like  to  return  to  Texas  with  ortho- 
pedic group,  but  coniine  practice  to  office  orthopedics  disability 
evaluations,  second  opinions,  etc.  Send  replies  to  Ad-466,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


For  Sale  or  For  Rent 


LUFKIN — MEDICAL  OFFICE  CONDOS  lor  sale  or  lease  with  option 
to  buy.  Located  between  this  growing  city's  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901. 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  fast  growth  south 
Austin  area.  Must  have  excellent  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
station.  The  latest  in  equipment.  Contact  Katherine  D.  Perkins,  MD, 
512-441-5678, 


FOR  LEASE — 1000  square  feet  office  space.  4 exam  rooms,  private 
office,  business  office,  reception  room  and  kitchen/lab  areas.  Close  to 
TCU  and  hospital  district  in  Fort  Worth,  Texas.  $600  month.  Call  817 
926-4601. 


FAMILY  PRACTICE  FOR  SALE — Dallas,  new  office  and  equipment. 
Office  including  equipment  $70,000.  Contact  Lisa  at  214  271-5643. 


FOR  SALE — Well  established  general  surgery  practice  in  east  Texas 
community  of  70,000.  Board  certified  or  eligible  surgeon  required. 
Gross  $400,000.  Terms  negotiable.  Available  immediately.  Please  reply 
to  Ad-458,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


LUBBOCK,  TEXAS — SPACE  AVAILABLE  at  large  medical  building  com- 
plex adjacent  to  St.  Mary's  Hospital.  Also,  office  condos  for  lease  with 
option  to  buy.  Well  established  multispecialty  practices  are  already 
existing  in  the  complex.  For  further  information,  call  806  793-4677. 


WELL-ESTABLISHED  GENERAL/FAMILY  PRACTICE  CLINIC  in  Pre- 
mont,  Texas.  Fully  equipped.  1500  square  feet.  Lab,  x-ray.  Town  in 
need  of  doctor.  60  miles  southwest  of  Corpus  Christi.  Excellent  gross, 
net.  Quality  experienced  employees  available.  Close  to  hospital 
Contact  Robert  Rodriguez,  MD,  806  379-7888. 


FOR  SALE — MEDICAL  BUILDING.  Two  tenants  on  lease  in  San  Antonio. 
Rest  of  building  has  internal  medicine  practice.  Fully  equipped  labora- 
tory and  x-ray.  Grossing  over  $500,000.  a year.  Desirable  loan  obtain- 
able with  ten  percent  (10%)  down.  Will  sell  building  and  equipment 
for  appraised  value.  Practice  goes  with  the  sale.  Will  stay  and  intro- 
duce. Excellent  location  for  mini  emergency  clinic.  Twenty  years  of 
busy  medical  traffic.  Please  reply  to  Ad-460,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE— CLINIC  IN  RIO  GRANDE  VALLEY  near  Mexico  and  South 
Padre  Island.  Over  1600  sq.  ft.  building  with  equipment.  Take  over 
deceased  physician's  general  practice  established  over  35  years.  Con- 
tact Mrs.  Gloria  Panzer,  909  West  8th  Street,  Weslaco,  Texas  78596  or 
phone  days  512  968-4526,  nights  968-7414. 


MIDLAND,  TEXAS — Long  established  medical  clinic  building  for  sale. 
Approximately  5,434  square  feet  of  building,  plus  basement.  Designed 
for  a group  of  physicians,  or  can  be  subleased  to  other  professionals. 
Located  across  street  from  hospital,  and  adjacent  to  parking  garage. 
Contact  Charlie  Linebarger,  Broker,  915  699-1234. 


MED  CENTER:  LUXURY  2-2  highrise  condo.  Approximately  2,000  sq.  ft., 
24  hrs.  security.  Exercise  room,  maid  service,  formal  dining  room  and 
den.  Underground  parking.  24th  floor.  Larry  Schwartz,  713  879-0400  or 
713  271-3553.  ExecuSystems. 


OPHTHALMOLOGIST  <S  ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


PEDIATRIC  PRACTICE:  Private  practice  in  Houston/Gulf  Coast  area. 
Fully  equipped  facilities  shared  with  three  pediatricians.  16  years  in 
same  location.  Hospital  nearby.  Doctor  enjoys  good  net  income. 
Financing  very  favorable  to  buyer.  Contact  Business  & Professional 
Associates  at  713  771-5011.  (TMH400) 


FAMILY  PRACTICE:  Located  in  community  northeast  of  Houston.  Busy 
practice  enjoys  large  new  patient  flow.  Established  over  9 years.  Five 
minutes  from  hospital.  No  OB,  no  surgery.  Fine  facilities  and  equip- 
ment including  x-ray  and  lab.  Contact  Business  <S  Professional  Asso- 
ciates at  713  771-5011.  (TMH386) 


FOR  LEASE — office  space  available  in  just  completed  professional 
building  with  pharmacy.  Adjacent  to  new  hospital  in  rapidly  expanding 
suburb  of  DFW  Metroplex.  Rent  $12  per  square  foot,  plus  finishing 
allowance.  Area  currently  supports  five  general  practitioners — one 
pleading  for  help.  Excellent  referral  base  for  specialists.  For  more 
information  call  817  473-9035  during  working  hours. 


FURNISHED  AND  EQUIPPED  MEDICAL  OFFICE  SPACE  AVAIL- 
ABLE. Share  with  an  established  FP  in  North  Dallas  (Richardson). 
Two  blocks  from  medical  center.  Call  214  495-0710  and  leave  message. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  tees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


WRITING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  <&  Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


WHY  DOCTORS  LOSE  MONEY  TRADING  IN  COMMODITIES— Most  lose 
because  they  follow  an  undiversified  portfolio,  get  emotionally  in- 
volved, and  pay  high  commissions  and  fees.  FUTURES  MANAGE- 
MENT'S program  addresses  these  and  other  causes  for  losses  by 
investors.  Send  for  information  on  Futures  Management's  investor- 
oriented  managed  account  program.  Minimum  account  for  prudent 
diversification  $35,000.  This  'reduced  risk"  approach  to  commodities 
may  also  provide  an  alternative  for  self  directed  retirement  plans. 
CFTC  and  NFA  registered.  Over  $7  million  under  management.  Reply 
to  Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES. 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
winter,  spring,  summer  Approved  for  18-24  CME  Cat.  1 credits  (AMA/ 
PRA).  Distinguished  professors.  Fly  roundtrip  free  on  Caribbean, 
Mexican,  and  Alaskan  Cruises.  Excellent  group  fares  on  finest  ships. 
Registration  limited.  Pre-scheduled  in  compliance  with  present  IRS 
requirements.  Information:  International  Conferences,  189  Lodge  Ave- 
nue, Huntington  Station,  New  York  11746;  516  549-0869. 


VIRGINIA  HEART  INSTITUTE  provides  on-site  consultation  for  adminis- 
trators interested  in  the  development  of  ambulatory  facilities  including 
outpatient  cardiac  catheterization.  If  interested,  write  Patricia  Ferree 
at  Virginia  Heart  Institute,  205  N.  Hamilton  Street,  Richmond,  Virginia 
23221. 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


Are  you  supporting 
your  child’s  drug  habit? 


An  ounce  of  pot  costs  about  60 

dollars. 

Coke,  a lot  more. 

Quaaludes  run  about  4 dollars  each. 

And  if  so  many  children  are  using 
drugs,  they're  spending  a lot  of  money. 

Where  are  they  getting  it? 

Point  is,  your  children  might  be 
spending  their  allowance  on  something  other 
than  video  games. 

Learn  about  drugs.  Watch  for  the  pos- 
sible signs.  Sleeping  a lot.  Listlessness.  Poor 
marks  in  school.  Lack  of  school  attendance. 

Most  of  all,  show  your  child  that  you 
care  and  you’re  concerned  about  the  possi- 
bility that  they  may  be  using  drugs. 

And  send  away  for  our  booklet, 
"Parents:  What  You  Can  Do  About  Drug 
Abuse.”  Write  Get  Involved,  P.O.  Box 
1706,  Rockville,  Maryland  20850. 

Get  involved  with  drugs 
before  your  children  do. 
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Our  doctors  make  more  than  any  ER  physicians  in  the 
Houston  area  and  we  operate  out  of  comfortable, 
friendly  community  hospitals.  Call  Greater  Houston 
Emergency  Physicians  Associates  at  1-713-861-7942. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


JULY 

Pathology 

July  6-7,  1984 

6TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP  St 
Luke's  Episcopal  Hospital,  Texas  Medical  Center,  Houston.  Fee 
$1 00;  $50,  registrants  from  outside  this  area.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  14  hours.  Contact  Alexander  E. 

Brodsky,  MD,  Director,  Orthopedic  Pathology  Laboratory,  St  Luke's 
Episcopal  Hospital,  Box  20269,  Houston,  TX  77025 

Psychiatry 

July  19-21,  1984 

PRACTICAL  HYPNOTHERAPY.  Crowne  Plaza  Hotel,  New  Orleans. 
Fee  $225.  Category  1 , AMA  Physician’s  Recognition  Award;  Acad- 
emy of  General  Dentistry;  1 5 hours.  Contact  Carol  Soroka,  Program 
Coordinator,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Texas  Medical  Center,  Houston,  TX 
77030  (713)799-6020 

AUGUST 

General  Medicine 

Aug  1-4,  1984 

4th  CONGRESS  OF  COLOMBIAN  DOCTORS  IN  THE  USA.  Miami 
Fee  $225.  Credit  TBA.  Contact  Jackie  McCord,  Office  of  Continuing 
Education,  UTHSC  at  Houston,  Box  20367,  Houston,  TX  77002 
(713)792-4671 

Internal  Medicine 

Aug  6-10,  1984 

4th  ANNUAL  REVIEW  OF  INTERNAL  MEDICINE  FOR  THE  PRIMARY 
CARE  PHYSICIAN.  Lakeway  Resort,  Austin.  Fee  TBA.  Credit  TBA 
Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott 
and  White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX  76508 
(817)774-2350 

Radiology 

Aug  27-31, 1984 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center  at  San 
Antonio.  Fee  $500.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

SEPTEMBER 

General  Medicine 

Sept  20-21,  1984 

ADVANCED  TRAUMA  LIFE  SUPPORT  COURSE.  Lubbock  General 
Hospital,  Lubbock.  Fee  $325.  Category  1 , AMA  Physician's  Recog- 
nition Award;  American  College  of  Surgeons;  1 6 hours.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Sept  20-22,  1984 

CARDIAC  REHABILITATION— SCIENCE  AND  APPLICATION.  Mar- 
riott Hotel-Medical  Center,  Houston.  Fee  $275.  Credit  TBA.  Contact 
Carol  J.  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


Sept  21-22,  1984 

PULMONARY  DISEASE  UPDATE.  Wyndham  Hotel,  Dallas.  Fee  TBA, 
Category  1 , AMA  Physician's  Recognition  Award;  9 hours.  Contact 
Diane  Averna,  Coordinator,  Continuing  Physician  Education,  St  Paul 
Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)689-4588 

Neurology 

Sept  15,  1984 

NEUROLOGY  CONFERENCE.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)743-2929 

Obstetrics  & Gynecology 

Sept  28-29,  1984 

SIXTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY. 
Texas  Tech  University  Health  Sciences  Center,  Lubbock.  Fee  TBA. 
Credit  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)743-2929 

Ophthalmology 

Sept  21-24,  1984 

WELSH  CATARACT  CONGRESS  - 1984  Westin  Galleria  Hotel, 
Houston.  Fee  $485.  Category  1 , AMA  Physician's  Recognition 
Award;  1 8 hours.  Contact  Lynne  Tiras,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Orthopedics 

Sept  4,  1984 

21st  ANNUAL  G.  VALTER  BRINDLEY  SURGICAL  LECTURE.  Sid 
Richardson  Auditorium,  Scott  and  White  Clinic,  Temple.  Fee  none. 
Credit  none.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st  St,  Tem- 
ple, TX  76508  (817)774-2350 

Psychiatry 

Sept  7,  1984 

ADVANCES  IN  PSYCHIATRY.  Baylor  University  Medical  Center, 
Dallas.  Fee  $120.  Category  1 , AMA  Physician’s  Recognition  Award; 

6 hours.  Contact  LaNelle  Chancellor,  Assistant  to  the  Dean,  A.  Webb 
Roberts  Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)820-231 7 

Radiology 

Sept  10-14,  1984 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING 
FOURIER  ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Science 
Center  at  San  Antonio,  Fee  $600.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  36  hours.  Contact  Marilyn  Rennels,  Conference  Co- 
ordinator, Medical  School  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

OCTOBER 

Anesthesiology 

Oct  19-20,  1984 

3rd  INTERNATIONAL  SYMPOSIUM  ON  ENDOCRINOLOGY  IN 
ANESTHESIOLOGY  AND  SURGERY.  Dallas.  Contact  June  Bovill, 
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Coordinator,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Emergency  Medicine 

Oct  27,  1984 

THE  5th  ANNUAL  SOUTH  PLAINS  EMS  UPDATE  ON  EMERGENCY 
MEDICAL  SERVICES.  Lubbock  Contact  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 

Family  Medicine 

Oct  13,  1984 

NUTRITION  CONFERENCE.  Lubbock.  Contact  Vicki  Hollander, 
Office  of  Continuing  Medical  Education,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX  79430  (806)743-2929 

General  Medicine 

Oct  13,  1984 

CLINICAL  PSYCHIATRY  FOR  THE  AGED:  AN  UPDATE  FOR  PRI- 
MARY CARE  PHYSICIANS.  Galveston.  Contact  Shirley  Arledge,  Co- 
ordinator, Office  of  Continuing  Education,  UT  Medical  Branch, 
Galveston,  TX  77550  (409)761  -2934 

Oct  26-27,  1984 

OFFICE  GYNECOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Austin.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX 
76508  (817)774-2350 

Internal  Medicine 

Oct  8,  1984 

NEUROFIBROMATOSIS.  Houston.  Contact  Vicki  Forgac  Sayre, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Oct  12-13,  1984 

GASTROINTESTINAL  ENDOSCOPY  1984.  South  Padre  Island 
Cogtact  Lila  K.  Lerner,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Oct  18-20,  1984 

5th  TARBOX  PARKINSON'S  DISEASE  SYMPOSIUM-THE  NORMAN 
ROCKWELL  CONFERENCE  ON  ALZHEIMER'S  DISEASE.  Lubbock 
Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Obstetrics  & Gynecology 

Oct  20,  1984 

MENOPAUSE.  San  Antonio.  Contact  Marilyn  Rennels,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Psychiatry 

Oct  4,  1984 

CLINICAL  AND  LEGAL  ISSUES  IN  THE  PHARMACOLOGICAL 
TREATMENT  OF  ANXIETY,  DEPRESSION  AND  INSOMNIA. 

Houston.  Contact  Lila  Lerner,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 


Oct  20,  1984 

PSYCHIATRY  UPDATE  San  Antonio  Contact  Marilyn  Rennels,  Con- 
ference Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Oct  4,  1984 

TREATING  THE  TEENAGER,  IV.  Dallas.  Contact  Gale  Quilter,  Coor- 
dinator, Division  of  Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Oct  19-20,  1984 

3rd  ANNUAL  PAN  AMERICAN  PSYCHIATRIC  SYMPOSIUM.  El 
Paso.  Contact  Shauna  Holden,  Department  of  Psychiatry,  Texas 
Tech  University  Regional  Academic  Center,  4800  Alberta,  El  Paso, 
TX  79905  (915)533-3020 

Radiology 

Oct  16-17,  1984 

Gl  RADIOLOGY-THE  M.  KENNETH  GILBERT  SEMINAR  IN  RADIOL- 
OGY. Dallas.  Contact  LaNelle  Chancellor,  Assistant  to  the  Dean, 
Baylor  University  Medical  Center,  3500  Gaston,  Dallas,  TX  75246 
(214)820-2317 

Oct  22-23,  1984 

JCAH,  STATE  AND  FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  QUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS. 
San  Antonio.  Contact  Marilyn  Rennels,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Oct  26-28,  1984 

RADIOLOGY  DIAGNOSTIC  IMAGING  UPDATE.  Dallas.  Contact 
Dolly  Christensen,  Department  of  Radiology,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2502 

NOVEMBER 

Anesthesiology 

Nov  9-10,  1984 

BAY-CAP  IX:  THE  PHYSIOLOGY  AND  PHARMACOLOGY  OF  THE 
PERIOPERATIVE  PERIOD  Houston.  Contact  Lynne  K.  Tiras,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Obstetrics  & Gynecology 

Nov  6-10,  1984 

WHAT’S  NEW  AND  IMPORTANT  IN  OB-GYN.  Dallas.  Contact  June 
Bovill,  Coordinator,  Division  of  Continuing  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Orthopedics 

Nov  8-10,  1984 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Dallas.  Contact  Ann  Carlton,  Course  Coordinator,  Orthopedic  Sur- 
gery Division,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-3524 

Plastic  Surgery 

Nov  1-3,  1984 

MAXILLOFACIAL  TRAUMA  WORKSHOP.  San  Antonio.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 
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Radiology 

Nov  5-9,  1984 

ADVANCED  RADIOLOGICAL  HEALTH.  San  Antonio.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

Nov  14-17,  1984 

FUNDAMENTALS  OF  NMR  IMAGING.  San  Antonio.  Contact  Marilyn 
Rennels,  Conference  Coordinator,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

DECEMBER 

General  Medicine 

Dec  1-2,  1984 

MANAGEMENT  OF  THE  DIABETIC  FOOT.  San  Antonio.  Contact 
Marilyn  Rennels,  Conference  Coordinator,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

Pathology 

Dec  8,  1984 

41  st  ANNUAL  PATHOLOGY  SEMINAR.  San  Antonio.  Contact  Mar- 
ilyn Rennels,  Conference  Coordinator,  UTHSC  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston,  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesday,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 


Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Avenue,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.)  Jeffer- 
son Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Vicki  Sayre, 

Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician’s  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000. 
Category  1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1,  AMA  Physician’s  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691-7291 

CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


JULY 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  St 
Petersburg,  Fla,  July  20-22,  1984.  Sherry  Milligan,  1720  Regal  Row, 
Suite  112,  Dallas,  TX  75235 
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■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  Fort  Worth, 
Tex,  July  1 3-1 5,  1 984  Michael  Wolf,  Box  1 51 86,  Austin,  TX  78761 

FLYING  PHYSICIANS  ASSOCIATION,  Montreal,  July  22-27,  1984. 
Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

AUGUST 

AMERICAN  COLLEGE  OF  INTERNATIONAL  PHYSICIANS,  Chi- 
cago, Aug  15-17,  1984  Antonio  B Donesa,  MD,  3030  Lake  Ave, 

Fort  Wayne,  IN  46805 

AMERICAN  HOSPITAL  ASSOCIATION,  Denver,  Aug  13-15,  1984. 
Edmond  W.  Weimer,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

SEPTEMBER 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE,  Salt  Lake 
City,  Sept  25-28,  1 984  Richard  S.  Myers,  2340  S Arlington  Hts  Rd, 
Arlington  Heights,  IL  60005 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  Las  Vegas,  Sept  16-20,  1984  Mary  Ann  Winter,  1 101 
Vermont  Ave,  NW,  Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Las  Vegas, 
Sept  14-16,  1984  Barbara  L.  Buchman,  1101  Vermont  Ave,  NW, 
Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago,  Sept  15-20, 

1984  William  G.  Janzen,  1801  Hinman  Ave,  Evanston,  IL  60204 

■AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  San  Antonio,  Tex, 
Sept  19-20,  1984  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chi- 
cago, IL  60610 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Los  Angeles,  Sept  1 7-20, 

1 984.  Sheila  A.  Aubin,  20  N Wacker  Dr,  Suite  1 660,  Chicago,  IL 
60606 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIETY,  Salt  Lake 
City,  Sept  10-15,  1984.  Fay  S.  Tyner,  2579  Melinda  Dr,  NE,  Atlanta, 
GA  30345 

■AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  San  Antonio,  Tex, 
Sept  20-23,  1984  William  R.  Ramsey,  2550  M St,  NW,  Suite  620, 
Washington,  DC  20037 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Houston,  Sept  5-9, 
1984.  Isabel  V.  Stringfield,  8301  MoPac  Expressway,  Suite  309A, 
Austin,  TX  78759 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept  13-16,  1984.  C.  Lin- 
coln Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PEDIATRIC  SURGEONS,  Dallas,  Sept  21  -23, 
1984.  Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 


At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We’re  a non-profit 
organization  with  only  one  product . . . 
Liability  insurance  for  Texas  physicians. 

Call  us;  we're  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 


RO.  BOX  14746,  AUSTIN,  TEXAS  78761 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  Hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


108 


1 721 02 


TEXAS  MEDICINE 


'CO 


X 4 


Y p '"Vm  g*’*  L-O  p*  '0  1 1 

'/p-l\  XX  /r-,\  library  /n\  XX  0 

X UJ  V I—*— i X Lj  % *>  L‘-J  ^ -*- 

? er-f./i  %.  DU  ,^a,-i  *t,„  UJ  .<P  c~Jtr 


x 03?Pwlf™,<?  Jot*  $anJrand$co  %% 

h*  '"VI'S  ,.CT  X W _,X 


ooyuuv^Li  wcy  * 

%,  ' -2  o ^ 

/ 

°*  I *— 1.  <P  ~ 

%,  L^”'  ^ yCcJV 


s^C  Tp 

5 crv  pn  X - >■  , . i «j 

SQ  j y J ‘t““'  O*  — . ->p  * X X)  | f | ' 

>\R/  me  x%/^v?^x/n.^c  ou 

^ oapmLfhg  Xf  Stofrandsco  ) 

'X'l'Tl  r$>  Afe*  ^ JF 


\ r *y  ^ 

^ Sa/tjranctsco 


.p  "P  G“y70  " 4?  X>  '^y  ■$*' 

x r^-T'-t  library  / pr-,  \ XX  p?  | — l— i \ library  />  r 

o<~  « — i — I °^0  | — r — | 5>°  I — » — * °/  r~* — j o'  * — x — ' J r I ^>P 

' Anv^an  \L*J/P  <7 if  \Lj-J/  «i^an  ^7 

X S“tfimdsa  X "**$*?  X ^ 

/ r*-] "%  UBR^Y  / pn  \ / 1 *—]  % L,Bi 

> r*-l  J*  ^ X I — r — i .&  ‘-~r~i  % jj — * — | X°  *o  f 

Anv^gn  ‘"ZlC  V/  xxv^efi  \x 

\X  oosrnwufiwg  S^andSco  % °°9^w9  ) 

XX,  977  , ,X\  LmRARY  X-^\.  .977  , X_ 


X 


rro 


x 

^ / 


x <v  X , ^ x XJMU  r aauL)Lu  x>  o,  ^j.  ,) 

/ V X,  ^ X \ '-y  \ Oil  o* 

p-t\  XX  /X\  library  /n\  ,7/L  /, 

c,  m x v m x r—,.^  'o.  m > ..... 


p xx  ^p/^s^/mc  x 

Sarvjramsco  oofyouv^aw^  $aivJrandsco  ^ 


X)  <ci’ 

9fv  X 

^ oo9iti 
%. 


x^v^gji  "x 


009mWjfawQ  "V-f  r\(wK~n  uric™  7^^x- 

' X?  Z J>%  OMfranasco  0 

./>x  rx*  > 


LIE 


V 


f \ ^ iTj  X %.  — «■  a.7  X X , ^ 

XX  Xr*-i\  LIB^Af^Y  /m\  XX  /X-,\  L 

I — • — | X5  * — ' — * °b  J — r — I — ' — °X>  j — * — ] _V°  — 1 — °b 

AUv^an  r~(^iQ  A^^9n  ^ 

aw  5C  039ptwjfw(^  \g  Smf-ancisco  V"  oolmwjfivQ 

■V  / m\  XX  / p*-,V  LIBRARY  /p 

p U_J  % X LJ  % / u- 

^ XX  \p/  A^an  ^7^; 

Satfrandsco  X X Sawff-andsco  V" 

i.  library  /Xi\  XX  /X°\  library  /n\ 


^ pN" 

, ^2-  / 


d1 


AX 


V*o  <X 

Op  op 

'’■'  “ rato 


\ 


>1 


) 

cisco 


\(  v Stynasct  y 




3° 


9 


C3 
/'  <T/C 


odSuuiuJ  wQ 


r0 


<V. 


2/L, 

■CV 


3 1378  00479  843 


<p„ 


^rn%  / r 

9c  p-*-,  o' 

r~l[f  % X~tt> 


,o 


8 

Si' 


Saitjrandsco  X °^mw-/P,v9  X S^Jrandsco  X «to“ 

V library  /m\  p/2^  /X\  library  / /Vn' ^ 

% f — r — i .o'  »— 9c  _>P  *— 1 — * °*0  p"~J  , ^ 9c 


rZiC 

Ortpvvufipp  XS  Sanftantisco  X «9pwufbg  ^ 

\ ^ /^uW/A  /ri\L» 

9c  i — * — , s°  *~J — ’ Jb  j — r — t o'  — * — 9c  | — * — i >P  — -1 — 

A^v>j9ii  % U-J  ^ ry //^  % L^_J /'  A^v>jen  X 

9f>  *°  ^ \ 9p  *c  ^ ^ 

ojSIjvvjj  qwQ  \*  S*n„  jZ^ricm  **  oj9ijwjj awO 
asc°  j-  % ■ 2 \ ^ ocuvp  anctsco  o ^ - 2 7 , 

LY  v/rn\  ^2-J  /°r--I\  library  /■  rn \ JTL)  /° 

j>  U_J  \ UJ  % y UJ  y . 

U eZlC  \ ./  ad**  an  \L-~y  HUC  ay 

Sawfrantisco  UJ  aSmaufm^  J-J  Smfiandsco  X °*P- 
\ library  /A  ,772o  v/p4\  Library  /"  \ 

n \UJ/  ^ %oUJ/  AYiv^ain  X^/  HJlC 

VV9  X X °M^V9  X S^m  cisco 

s /Xl\  L,BR^fiLv  /m\  7^2-J  X-*-|*\  library  ^ 

o'  — * — °b  f— 1 — | 9c  I — *—1  o'  — X 1 t I 0V' 

& x^v^gn  \ A^v^ign  %^L^X)X  £ 

oofpwj^qwg)  p*  Saw franasco  Z\  039puv.Lpitvy  £at 

\ JI'L’  /XN>  lib(^a,ay  /°X\  9CL)  /^\  li 

\LJ/  «v)ian  \UJ/  c~f,r  \/-  J / AYiv^an  A 

9c  Ulv  9c  a- 

ooSiouvjJ  arvO 

yi. 


ciccn  0j9mwJ.fi/vQ  f 7 fimncrn  ^ ^ 

s 9 % ' £ b 9 X ^aJlmclsco  f\  ^ - 

^ / n \ jilj>  /r^x  library  ^rn\  f 

/ c~llC  \ A-av^an  ‘'l/ff  \U/  A' 

/V  . 4*-  ^ ^ /"V  w ■><  /t/.  A /-% 


C/C  '9p  ^ ,>u,uu'  ’ % ^ 'Op 

Savfrantisco  Y%  ooSmvufimg  Xf%  SmJPanctsco  X 

\ library  /"  \ ,771_-  /U\  library 


■’  ^ \F/  ^v^s.1  \-V  e~uc  \Rx  a 

X„„  C,„,,v,„  Vf  ooSmvufwJ)  y SanJT-andsco  Vt  *$ 


oatbjrdndsco 


vu,^“/b\  X /a\u«Va\  t! 
i \P/  nx  NC  V v/w  X 

/W_  X XV  - 'L.  ^ .'IyOj'W/M  I /til'll Xj  X"  Y 7 , ^ 

OMj~ranct$co 


X'bV 

otfiovv. 


xv  <^. 


^ )\  S«*F‘ 

% 


j? 


mC 

anjrancisco 

VA  LIB  RAR.Y 


fr»  ^ aepayfaS  Anjrancisco  # 

'Y/cp\  /bV'^/c 


/CD  -V'”rX~X  CJ  '\  XX  /"  LJ  X rVx  l 

" \CP/-  t/C  \n/ 

*r>  0 r-  X X OOPlOWJJ'lwG  Vs  AX  z 


«^*P  X pX™“  X ‘TSP?  A 

J’/lj  /X,\  L 1 6 p Y y/r~l\  ,:Xl  \, 

, X CD  % ,-r-,  o'  U^-J  "b  j — *— 1 J>  LJ  Q 

\CDo/  xuv^an  \X/  HUC  %%  / A^8n 

W ¥ Smfrancisco  V «SpmufSaO 

* " onJ  * 


'o 


\ LIB  I 

‘ a 


% 


&anJratiasco  Jr%^  ojS'piwjJuvg)  £anjrc„„^„  ^ % 

s>  LI  BRA  PLY  .X  j r | X>  / r-*-|  % LIBRARY  ^ pr-j  X0 

°*  r-T-1  o'  *o  p-*-|  Y°  % p^l  J1  L^~J  \ 

■>  \P/  \rV  -^x1  \rx  fiic  \ 

X X Sanjrantisco  ooSioimuJawg)  yy  &mJranctsco 

X°f — ’ — | X,  LIBRARY  X i r'  l X tXL?  ,X  I — \ LIBRARY  X 

* ° W Pc  \C3/^.„\C3/, 

-■■  - x x xA-  X *r^ss>  X &t 

*//JL>  /V--,  \ LIBRARY  X rn\  J't-J  / r*-] 

'o  i — '—i  \°  — j X j — i — | X j — * — | — ’ 

A^iv^an  X0U-J/  c-7/x>  %LaJ/ 

V X Svjtnasco  X 

Y X \ y^e>  / rX  \ LIBRARY  vfpr|\  yi-J>  X 

/7/C  \Xx^  A^^n  \X/'  Y/C  \C X'  o" 

Sanjrantisco  Jl,x  ocS’puvjJ'nvJ  SapTancisco  JX„  <D'1 


5^  AXV)j  911 

oopjuvjJntvQ 


\ LI  I 

X 

xav^an  X 


P/"  me  \p/'  me 

X\  Suijrandsco  X otfpwufivtp  jp  £anJrana&o 

/P\  LIBRARY  ./j-n\  p/lj  A~C%  LIBRARY  /Vr-, 

^an  \'~rJ<f  HlC  \L-uJ,/  **vfcan  %0L-J/  qX’ 

x sJl*.  X "*“X?  X <Ss4» 

^72^  LIBRARY  /m 

pp  p % pr-,  p U-J 

xTJv^an  pr/P 

x-  X ^ %.  x>°  ^tv 

*.f  OJVpmuJoJVQ  %.f  £n„  Tfinricrn 

^ X mi  x \ u X mi 

$ rn  % JILj  / r-A-,  S li  BRARy  / pr-j  p JILj 

UJ  % . ip  CJ  \ j — r — | o'  XJ  X p-,  * 

c~~r / /n  ^s.  L» — I x .-Vi^m.-.  tix  L-* — * x c~7 1 s'*  X.  — ■* — I p A^v'iia 


CXI 


X ^ 


x> 


DH~0  XXX\  LIBRAR 


*b 


% 


pp  .o'  % p*~ I 

p A^iv^gn 

ooPmivufwQ  Xp 

,x  x ' XL  Is  x 


sV 


XL  p z>  % 


"7/6’  \°/  A^v^an  \P/'  HJC 


CJ 


,; — X'  Aavaan  VX  ,*«C  \ X ^ovac 

m,  Francisco  j>\  mSpmujawQ  X*  £auJrancisco  X ooSpvvp 
IBRARY  /P\  J/2o  X#|— )'\  LIBRARY  /p7\  77 

SR/  rTp  \FV  pX  XX  \R 

C SanJ-randsco  oofpuvjfnwg  J.p  £anJrancisco 

Aif  . O i #/r  /a  ,fl 


Xp'-jX  LIBRARY  ,/p-|\  </'Z-? 

*— 1 L“ J 0*  p-Y~J  O'  A- Y~J  Xl  p— | VC 

cav^an  \M/  HlC  \LJ/ 


^an  \P/  x/X 

^ .XN  P'  7— 


X/2j.  X’r— i”\  library  /X 

^ | — i — | ^ 


A^JV>l9n  c\C~^ 


me 


'pm-Lpuvg  pf  Saprantisco  %\  aoPputujnwg  Sanjri 

c/lj—P  p j — * — | X-j,  LIBRARY  p p — X pp  P- 

\ p xb  vb  a n °\L~^  p c-r  /p  % L^-J  p ^v^an  %.  X- 


L->-J  X7iv>j9  n ^7 If  X X X7jv>jan 

**X  ooSmvjjomQ  '■>.*  C.  zr  ,.  oo9mvjJan;Q  '■>■*' 

p V ' x o XV  oaap  anctsco  a-v  - J2  J*  x^ 

979,  .X\  / - 


/ P~|\  27L?  /pp\  LIBRARY  ^pn\  /p 

-b  rp  L-J  % pp  p p r-p  pc  Ll_ 

/7/X  \ / AYiv^p  \p/  Pp  \ / AY.VX 

- ^ • p ootpuvjjamg  y%  Sanfiantisco  X 

^ *°'  /P\  library  x*Vn 

r*n  a0'  L^~J  % m .o"0  L^~J 


" 7~  \ 

(Uijrantisco 

librarjy  a*  j r~|  p.  p rp  Ll  ® RARjy  p | — r— j X0  [J} 

\u/  me  \P/  %ir/  me  \F 

^X'V  Sonjrantisco  ortpM-ifwg  Sanjrancisco  £ 

£?  pp  LIBRARY  / pn  \ 0^11—2  / pp  \ LIBRARY  ip 

xavbzn  pr/r  X.LlJ.r/  A^9n  ^p1— ^ 


V oX 


X-P  V SmjnmH*  V **-H^  V XX 


* * t * 

TexasMedicine 


_____ 


What’s  new:  evaluation  of  prompt  debridement  of  thermal  burn  injuries 
Cardiac  cachexia 

* i ■ • 

^cref  ning  for  Group  A Jbeta  hemolytic  streptococcal  pharyngitis 

i • s ' i 

Postmastectomy  angiosarcoma:  case  report  and  review  } 

. 

Bone  marrow  transplantation  in  malignant  diseases  and  aplastic  anemia' 


(Horbett-iSutchings-^Smitlt  iXFtcmcirial  hospital 

artb  ®orbett-^9utcl|tngs-^mrtI|  (Elhtt t 


322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


.JHarltn,  tHexas  7666  X 


TELEPHONE: 
(817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M D.,  F.A.C.S. 
D.  R.  Swetland,  M.D,  F.A.C.S. 
INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W.  Hughes,  M.D 
ALLERGY 

S.  W Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley,  Jr,  M.D 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
^DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
*PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

* NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

* DERMATOLOGY 

Maurice  C.  Barnes,  M.D,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W.  R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W Torbett  in  1898,  and  Howard  O.  Smith,  M.D,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M l),  DAB  EM 
Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D,  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D A B I M. 

Cloyce  L.  Stetson,  Jr,  M D,  D A B .I.M. 

David  S.  Sowell,  III,  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M I)  , D A B I.M  , and  DAB  Rhu. 

F.A.C.P,  Rheumatology 
W Mark  Armstrong,  M.D,  D A B I.M 
Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D,  D A B. I.M 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller,  III,  M.D,  D A.B.O.G.,  F A C O G 
Verme  D.  Bodden,  M.D  , D A.B.O.G,  F A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P „ F.A.A.P 
P E.  Luecke,  Jr,  M.D,  D A B P,  F.A.A  P 
Peter  C.  Ray,  M.D 

GENERAL  SURGERY 

George  P Fosmire,  M.D,  D A B S,  F.A.C.S. 

Charles  W.  Coleman,  M.D,  DABS. 

UROLOGY 

Harry  M.  Spence,  M.D,  D.A.B.U,  F.A.C.S. 

William  H.  Hoffman,  M.D,  D.A.B.U,  F A C S. 

Richard  B Dulany,  M.D,  D.A.B.U,  F A C S. 


RADIOLOGY 

Joe  B Caldwell,  M.D,  D.A.B  R 
James  B Evans,  M.D,  D.A.B  R. 

DERMATOLOGY 

William  N.  New,  M.D,  F.A.A.D,  F.A.C  P 
Constance  Shadwick,  M.D  . D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster.  M D . D A B O 

OPHTHALMOLOGY 
James  M.  Copps,  M.D,  D A B O 
R Roy  Whitaker,  M.D,  D A BO 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S 

ADMINISTRATION 

Alan  G.  Kennon,  Administrator 

Russell  E McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B.S.N,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D Green,  M.D,  Surgery 

B.  Celia  Slaughter,  M.D,  D A B P . F A.A.P. 

John  B Bourland,  M.D,  D A.B.O.G. 

John  B Allen.  M.D,  D A B I M 


COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debtlitated  patients. 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HCI/Poche 

References:  1.  Kales  J el  al  Clin  Pharmacol  Ther 
12: 691  -697,  Jul-Aug  1971  2.  Kales  A el  al:  Clin  Phar- 
macol Ther  18: 356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781  788.  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Gehatr  Soc 
27  541-546,  Dec  1979.  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatl  DJ. 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1 ) :85-99,  1983.  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26  121-137  1983 


DALMANE*  <& 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


DOCUMENTED  PROVEN  IN 

IN  THE  SLEEP  THE  PATIENT'S 

LABORATORY'5...  HOME 


Tee  preceding  page  for  references  and  summary  of  product  information, 
jpyright  © '84  by  Roche  Products  Inc.  All  nghts  reserved. 


TexasMedicine  Contents 

VOLUME  80  JULY  1984 


Devoted  to  the  interest  ot  the  medical 
profession  and  public  health  in  Texas 
BOARD  OF  PUBLICATION 
Merle  W Delmer,  MD,  San  Antonio 
Chairman 

William  Gordon  McGee,  El  Paso 
Vice  Chairman 

DrueO.D  Ware,  MD,  Fort  Worth 
Secretary 

Walter  A Brooks,  MD,  Quanah 
James  M Graham,  MD,  Austin 
Joseph  T Painter,  MD,  Houston 
Elgin  W Ware,  Jr,  MD,  Dallas 
TMA  OFFICERS 

George  G Alexander,  MD,  Houston 
President 

Gary  W Williamson,  MD,  Austin 
Vice  President 

D Clifford  Burross,  MD,  Wichita  Falls 
President  Elect 

F Warren  Tingley,  Jr,  MD,  Arlington 
Treasurer 

C.  Lincoln  Williston,  Austin 
Executive  Director 

EDITORIAL  STAFF 
1801  N Lamar  Blvd,  Austin  78701 
Telephone  (512)  477-6704 
Rae  Vajgert,  Managing  Editor 
Jim  Busby.  Articles  Editor 
Donna  B Jones,  News  Editor 
Shari  Henson,  Production  Manager/ 
Editorial  Assistant 

Patty  lllich,  Administrative  Secretary/ 
Production  Assistant 

ADVERTISING  STAFF 
1801  N Lamar  Blvd,  Austin  78701 
Jon  R Hornaday,  Advertising  Director 
Anne  Shelnutt,  Advertising  Manager 

EDITORIAL  COMMITTEE 

Richard  D Cunningham,  MD,  Temple 

Chairman 

L.  Maximilian  Buja,  MD,  Dallas 
Peter  Code  Canizaro,  MD,  Lubbock 
William  J,  deGroot,  MD,  Galveston 
Don  E Flinn,  MD.  Lubbock 
Homer  R Goehrs,  MD,  Austin 
Gerald  S.  Golden,  MD,  Galveston 
Glen  E.  Journeay,  MD,  Austin 
William  H,  Lauderdale,  MD,  Odessa 
loannis  (John)  A,  Mangos,  MD, 

San  Antonio 

Kenneth  L,  Mattox,  MD,  Houston 
Joseph  T,  Painter,  MD,  Houston 
L Charles  Powell,  Jr,  MD,  Galveston 
Irving  A.  Ratner,  MD,  San  Antonio 
Frank  M Townsend,  MD,  San  Antonio 
Earl  L.  Yeakel,  Jr,  MD,  Austin 
Paul  R Young,  MD,  Galveston 

PRINTING  OFFICES 
c/o  Statford-Lowdon  Company 
1114  West  Daggett,  Fort  Worth  761 04 
SUBSCRIPTIONS 
1801  N Lamar  Blvd,  Austin  78701 
c/o  Business  Office 
Texas  Medicine  (ISSN  0040-4470)  is 
published  monthly  for  $16  per  year  for 
members.  $20  for  nonmembers  and  in- 
stitutions, $24  (US  currency)  for  foreign, 
and  $2  for  a single  copy,  by  the  Texas 
Medical  Association,  1801  N Lamar  Bou- 
levard, Austin.  TX  78701 . Second  class 
postage  paid  at  Austin,  Texas,  and  addi 
tional  mailing  office.  Postmaster:  Send 
address  changes  to  Texas  Medical 
Association,  c/o  Membership  Depart- 
ment, 1801  N Lamar  Boulevard,  Austin. 
TX  78701 

The  articles  published  in  Texas  Medicine 
represent  the  opinions  of  the  authors, 
and  do  not  necessarily  reflect  the  official 
policy  of  the  Texas  Medical  Association 
Copyright  © 1984  by  the  Texas  Medical 
Association  Owned  and  issued  monthly 
by  the  Association, 

Postmaster:  Please  direct  correspon- 
dence to  Rae  Vaigert,  Managing  Editor, 
1801  N Lamar  Blvd,  Austin.  TX  78701 


Articles 


37  What’s  new:  an  evaluation  of 
prompt  debridement  of  thermal 
burn  injuries 
Valentin  Gracia,  MD 
40  Bone  marrow  transplantation  in 
malignant  diseases  and  aplastic 
anemia 

Axel  R.  Zander,  MD;  Karel  A . 
Dicke,  MD 

43  Post-mastectomy  angiosarcoma: 
case  report  and  review  of  the 
literature 

Lon  Smith,  MD;  Aman  U. 
Buzdar,  MD;  Valerie  Rusch, 

MD;  Sterling  H.  Blocker,  MD; 
Robert  J.  McKenna,  MD 

45  Clinical  implication  and  nutritional 
management  of  cardiac  cachexia 
Rhonda  S.  Patterson,  RN; 
Richard  J.  Andrassy,  MD 
48  Screening  for  Group  A beta  hemo- 
lytic streptococcal  pharyngitis 
Billy  B.  Kern,  MD 

Editorial 


5 Physicians’  interaction  with 
government 

Jerald  R.  Schenken,  MD 


Feature 


57  1954-1 984  with  TMA:  A look  at  30 

years  of  growth  and  change 

News 

TMA  in  action 

7 House  establishes  guidelines  for 
scientific  evaluation 

8 Charles  Max  Cole  to  receive 
Distinguished  Service  Award 

8 International  body  politic  needs 
healers,  Stoessingersays 

9 Officers  for  1 984-1 985  elected 
by  House  of  Delegates 

9 TMA  Today  premieres  during 
annual  session 

1 1 Delegates  commend  TMA 
physicians,  staff 

11  Awards  given  to  exhibits  in  four 
categories 

14  Auxiliary  to  intensify  work  for 
Phedical  student  loan  fund 

15  Physicians  can  compete  and  still 
stand  together,  Davis  says 

1 5 Physicians  may  order  tapes  of 
annual  session  programs 

21  Sports  enthusiasts  find  time  for 
fun  and  games  in  Cowtown 

21  “Taking  Charge”  gains  popularity 
as  cost  awareness  program 

22  Dec  31, 1984,  marks  end  of 
Members’  Retirement  Trust 

22  TMA  survey  reveals  health  care 
needs 


Health  line 

22  Primary  care  physicians  gain 
importance  in  war  on  cancer 

23  Breast  self-examinations 
neglected,  survey  shows 

23  CME  provided  on  cable  television 

24  FDA  issues  rules  on  sodium 
labeling 

24  AMA  sets  guidelines  for  radiation 
injuries 

24  Nursing  home  information 
provided  by  TDH  officer 
Socioeconomics 

24  AMA  seeks  physicians’  help  in 
monitoring  PPS  effects 

24  TMF's  final  payment  to  TMA  clears 
1978  loan  debt 

24  Government  student  loans 
supported  by  AMA 
Capital  comments 

25  Association’s  efforts  pay  off  in 
mandatory  assignment  defeat 

25  Cancer  task  force  supports 
steeper  cigarette  tax 

27  PULSE  volunteers  promote  TMA 
legislative  goals 

27  Centerville  physician  elected  to 
Texas  House 

28  Newsmakers 


Departments 

28  Investment  performance  for  TMA 
members’  retirement  plan  and  trust 
52  Clinical  abstracts 
65  Medicine  and  the  law:  Physicians 
and  the  hospital  emergency  room 
71  Deaths 

74  Medicine  in  literature 
92  Continuing  education  directory 

On  the  cover 


This  month's  cover  features  an  article  from 
the  Cancer  Update  series.  "Bone  marrow 
transplantation  in  malignant  diseases  and 
aplastic  anemia,"  by  Axel  R Zander,  MD, 
and  Karel  A.  Dicke,  MD,  of  M.  D,  Anderson 
Hospital  and  Tumor  Institute,  begins  on 
page  40.  Cover  design  by  Ed  Triggs. 

Coming  next  month 

Scheduled  for  the  August  issue  of  Texas 
Medicine  are  articles  on  the  importance  of 
adjuvant  surgery  in  inoperable  lung  cancer, 
endemic  typhus  in  Corpus  Christi,  anemia 
in  hypersplenism,  and  the  surgical 
management  of  Raynaud's  phenomenon. 
An  article  on  pension  plans  and  a report  on 
the  Lea  County  (NM)  perinatal  program  are 
also  scheduled. 


All  Bankers  make 
housecalls.  Some  have  more 
in  their  little  black  bags 
than  others. 


Municipal  Portfolio  Reuters  Financial 

Bonds  Analysis  News  Service 


Investment 

Counseling 


Medical  Lending  Money  Management / 

Specialists  Trust  Services 


Payroll 

Management 


and  Bonds 


Precious 

Metals 


Financial  Planning 
Seminars 


Tax  Shelter 
Counseling 


IRA/KEOGH 


Contact:  Bob  Combs,  President  713/790-1976 

iis^Med  Center  Bank 

6631  South  Main  Houston,  Texas  (713)  790-1976  Member  FD1C 


A concept  in  banking  to  which 
it  is  easy  to  become  accustomed. 


4 


TEXAS  MEDICINE 


EDITORIAL 


Physicians’  interaction  with  government 

Interactions  between  physicians  and  government  are  critical 
for  the  survival  of  our  nation,  our  profession,  and  the  quality 
of  medical  practice  as  we  know  it  today.  In  understanding  the 
political  system  and  the  response  of  various  physicians,  the 
following  observations  reflect  my  experience  in  more  than  20 
years'  involvement  of  political  issues  and  political  campaigns. 

1 . To  many  people,  politics  is  a dirty  word.  However,  the 
political  process  is  everywhere  in  life.  Politics  is  dealing  with 
your  wife,  your  children,  your  boss,  your  teacher,  your  stu- 
dent, almost  anyone  or  group  with  which  you  have  contact. 

2.  Physicians  often  have  deeply  held  feelings  (which  is 
good)  about  many  things  (not  always  based  on  personal  ex- 
perience or  facts)  and  feel  that  they  must  express  them  to 
others. 

3.  Politics  is  dealing  with  people.  Physicians  should  be  as 
well  prepared  for  this  as  anyone  but  for  a variety  of  reasons, 
they  often  are  not. 

4.  Enlightened  self-interest,  provided  that  it  is  tempered 
with  a broad  outlook,  is  an  important  and  understandable 
feeling.  However,  physicians’  commitment  to  patient  care 
sometimes  limits  their  vision  and  their  ability  to  act  rationally. 

5.  Most  people,  including  physicians,  do  not  believe  and/ 
or  understand  the  nature  of  single-issue  politics.  Specifically, 
they  often  do  not  understand  when  they  themselves  are  actu- 
ally functioning  in  this  way.  Physicians  have  a tendency  to 
demand  complete  and  total  support  on  the  part  of  a politician 
on  a specific  issue  regardless  of  the  politician’s  prior  and  sub- 
sequent commitment  and  support  of  the  whole  family  of  is- 
sues important  to  the  physician  and  to  organized  medicine. 

6.  Medicine  can  no  longer  exist  in  a vacuum.  Too  many 
people  in  the  community  are  involved  and  amazingly  well  in- 
formed about  both  the  professional  and  political  issues  facing 
the  profession. 

7.  Physicians  are  human  beings  and  seek  comfort  in  so- 
cial settings.  They  often  cloister  with  other  MDs  and  are 
somewhat  isolated  from  the  rest  of  the  community.  Recre- 
ation tends  to  be  in  conjunction  with  other  physicians. 

8.  Physicians  feel  that  they  are  patient  advocates,  but,  to 
some  degree,  they  have  become  out  of  touch  with  their  pa- 
tients for  a variety  of  reasons,  some  of  which  are  social,  po- 
litical, professional,  educational,  and  economic. 

9.  Physicians  are  doers  and  not  generally  followers. 
Sometimes  this  interferes  with  their  ability  to  get  together  and 
take  group  action.  In  addition,  physicians  often  do  not  have 
the  time,  talent,  experience,  knowledge,  or  inclination  to  get 
involved  in  the  political  process. 

10.  In  politics  the  best  results  are  based  on  communica- 
tions between  people  who  have  mutual  trust.  Trust  is  never 
appropriately  developed  overnight  and  certainly  not  after  the 

This  editorial  was  adapted  from  an  article  in  AMPAC  Sustainer,  December 
1982. 


fact.  Because  of  their  professional  situations,  physicians 
many  times  do  not  have  the  opportunity  to  develop  rela- 
tionships with  the  others  involved  in  a specific  problem  prior 
to  a contact  over  a specific  issue  so  that  trust  and  respect  are 
developed  before  a physician’s  request  for  action. 

1 1 . The  best  results  are  obtained  when  there  is  a “win- 
win”  situation.  Physicians  must  understand  that  there  must 
be  something  in  it  for  the  physician,  the  patient,  and  the  poli- 
tician, and  clearly  explain  these  opportunities  during  their 
request. 

12.  To  a physician  starting  out  in  practice  and  considering 
involvement  in  politics,  I would  make  the  following 
recommendations. 

a.  Develop  an  understanding  of  the  function  of  the  organi- 
zations affecting  you  and  your  patients  (ie,  government,  busi- 
ness, professional  associations,  universities,  hospital  staffs, 
etc)  before  you  pass  judgment  on  them. 

b.  Before  embarking  on  political  activism,  decide  how  you 
personally  can  best  support  the  organization  or  institution  of 
your  choice.  Support  can  be  moral,  vocal,  financial,  or  opera- 
tional. Choose  the  method  that’s  best  for  you  considering 
your  practice  requirements  and  your  abilities. 

c.  Evaluate  the  nonmedical  activities  available  in  your 
community,  especially  as  they  impact  on  you,  your  practice, 
and  your  hospital,  either  directly  or  indirectly.  Participation  in 
organizations  such  as  the  Chamber  of  Commerce,  United 
Way,  Rotary,  etc,  may  be  a valuable  stepping-stone  to  politi- 
cal activism.  Politics  is  not  just  knowing  politicians,  it  is  get- 
ting things  done. 

d.  Get  to  know  the  people  involved  long  before  an  issue 
arises.  Make  it  a point  to  get  to  know  appropriate  members  of 
your  board  of  health,  city  council,  state  legislature,  congress, 
and  your  governor  if  possible,  directly  through  appropriate 
intermediaries.  This  can  be  done  by  personal  contacts,  mu- 
tual friends,  or  simply  by  writing  or  calling  them  or  their  orga- 
nizations and  volunteering  your  help. 

e.  Always  coordinate  your  efforts  with  those  like-minded 
physicians  in  your  community.  This  will  include  but  not  be 
limited  to  those  who  are  active  in  your  county  and  state  medi- 
cal associations,  especially  on  government  relations  and  po- 
litical action  committees. 

Politics  is  interesting,  fun,  and  rewarding  but  specialized, 
time  consuming,  and  difficult.  Active  participation  is  not  for 
everyone,  but  contributing  moral,  vocal,  and  financial  support 
to  the  political  activities  of  those  physicians  in  your  commu- 
nity whose  basic  principles  and  commitments  you  share,  is 
the  obligation  of  every  practicing  doctor. 

Jerald  R.  Schenken,  MD 

PO  Box  14424,  West  Omaha  Station,  Omaha,  NE  68114.  Dr  Schenken  is 

vice-chairman  of  the  AMA  Council  on  Legislation. 
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BEFORE  PLAZA  MEDICAL  CENTER,  a medical  office 


building  meant  hardly  more  than  a place  to  practice  medi 


cine.  But  it  will  never  be  that  way  again.  The  totally  planned 


environment  that  doctors  have  long  deserved  is  finally 


here.  Occupancy  begins  soon.  And  prime  spaces  are  still 


available  at  competitive  prices.  See  Plaza  Medical  Center, 


1200  Binz,  north  of  Park  Plaza  Hospital  and  the  Texas 


Medical  Center.  For  information  please  call  John  Hansen 


Investment  Builder,  961-7700 


W " H I • 

NEWS 


TMA  IN  ACTION 

House  establishes  guidelines 
for  scientific  evaluation 

Guidelines  for  scientific  evaluation,  ap- 
proved by  the  TMA  House  of  Delegates 
in  May  1 984,  now  offer  a forum  and 
framework  for  consideration  of  new  sci- 
entific procedures  and  other  topics 
concerning  scientific  aspects  of  medi- 
cal practice. 

The  Council  on  Scientific  Affairs  will 
provide  a forum  for  discussion  of  (I) 
health  care  treatment  methods  and  de- 
vices and  (2)  persons  or  groups  who 
deliver  that  health  care,  and  has  devel- 
oped a formal  procedure  for  such  a 
review. 

In  other  action  at  the  Fort  Worth  ses- 
sion, the  House  reduced  the  two-year 
membership  requirement  to  one  year, 
but  retained  the  state-level  meeting  at- 
tendance requirement.  Provisional 
membership  was  waived  for  residents 
who  complete  their  training  and  remain 
in  their  county  society,  with  a year  of 
membership  in  good  standing,  and  for 
regular  members  transferring  to  an- 
other county  society  with  membership 
in  good  standing. 

Other  items  approved  by  the  House 
include: 

— Establishment  of  a TMA  Blue  Rib- 
bon Task  Force  on  Indigent  Care  to 
develop  an  emergency  legislative  pro- 
gram for  medical  care  for  the  indigent 
which  might  be  placed  before  the  Texas 
Legislature  at  a special  session  this 
summer,  as  well  as  a long-term  plan  on 
indigent  emergency  care;  a position 
statement  on  the  issue  of  indigent  care. 

— Recommendation  that  physicians 
should  be  provided  with  information 
about  the  pitfalls  of  home  health  care, 
this  information  to  include  warnings  to 
examine  all  patients  and  to  read  all 
plans  of  care  before  signing  them,  and 
not  to  sign  plans  of  care  retrospectively. 

— A resolution  that  the  medical  pro- 
fession develop  and  pursue  an  initiative 
for  improvement  in  the  systems  design 
for  medical  and  health  care  plans; 


adopt  certain  objectives  as  appropriate 
and  desirable  in  health  and  medical 
care  plans;  recognize  and  agree  that 
certain  activities  in  health  care  delivery 
can  be  medically  effective  and  cost 
effective  and  deserve  support,  espe- 
cially to  insure  that  they  will  not  be 
excluded  by  the  system  design  of 
plans;  and  support  efforts  to  evaluate 
all  mechanisms  for  financing,  provision 
of  care,  and  reimbursement  in  the  light 
of  their  impact  on  access  to  care, 
quality  of  care,  and  affordability. 

— Resolution  that  the  association  ac- 
knowledge the  need  for  hospital 
management  to  develop  a data  base  so 
that  practice  patterns,  caseload  char- 
acteristics, and  hospital  resource 
utilization  information  can  be  treated 
constructively;  that  TMA  reemphasize 
the  need  for  physicians  to  be  aware  of 
hospital  costs  and  pricing;  and  that  di- 
agnoses developed  by  record  and 
business  departments  for  billing  under 
DRGs  must  be  made  known  to 
physicians. 

— Resolution  to  establish  an  ad  hoc 

George  G.  Alexander,  MD,  Houston,  TMA  presi- 
dent, takes  the  floor  after  accepting  the  gavel  from 


committee  on  hospital  medical  practice 
to  review  problems  with  technologic, 
scientific,  economic,  and  ethical  factors 
as  these  affect  the  environment  of 
medical  practice. 

— Statement  of  policy  on  indigent 
health  care. 

— Support  for  efforts  to  pass  an  open 
container  law  and  to  raise  the  legal 
drinking  age  to  21 . 

— Resolution  that  TMA  form  a coali- 
tion of  professional  organizations  and 
business  groups,  funded  by  TMA  and 
others,  to  seek  legislative  tort  reforms 
(also  referred  to  Board  of  Trustees). 

— Support  for  the  Texas  Department 
of  Health’s  activities  with  regard  to 
ethylene  dibromide. 

— Proposal  for  production  and  distri- 
bution of  a health-related  program 
on  the  Texas  Cable  Network  under 
the  auspices  of  the  Texas  Medical 
Association. 

— Proposal  that  the  association 
strive  toward  an  active  rather  than  a re- 
active posture,  and  develop  and  adopt 
personnel  changes  as  needed  for  effec- 

Milton  V.  Davis,  MD,  Dallas,  immediate  past 
president. 
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tiveness  in  this  posture. 

— Proposal  that  the  House  of  Dele- 
gates recommend  to  county  medical 
societies  that  they  bill  all  members  for 
county,  state,  and  AMA  membership 
dues,  but  provide  each  physician  the 
right  of  refusal  of  AMA  membership. 

Other  actions  were: 

— Proposals  regarding  additional  op- 
erational responsibilities  to  member 
physicians’  assignments,  monetary 
compensation  for  those  physicians, 
and  structure  for  those  positions  re- 
ceived primary  referral  to  the  Executive 
Board  and  Committee  on  Long-Range 
Planning,  with  secondary  referrals  to 
the  Board  of  Trustees  and  Council  on 
Constitution  and  Bylaws;  the  Executive 
Board  was  asked  to  give  a progress  re- 
port in  November  1984. 

— A resolution  that  the  sole  mem- 
bership requirement  for  appointment  to 
a TMA  council  or  committee  should  be 
that  the  individual  is  a member  of  the 
county  and  state  societies,  without 
regard  to  membership  in  any  other  or- 
ganization, was  approved  in  concept. 

Charles  Max  Cole  to  receive 
Distinguished  Service  Award 

Texas  Medical  Association  has  hon- 
ored Charles  Max  Cole,  MD,  Dallas,  by 
naming  him  the  recipient  of  the  associ- 


Charles  Max  Cole,  MD,  Dallas,  who  will  receive 
the  Distinguished  Service  Award  in  November, 
packs  his  briefcase  for  another  busy  day. 


ation’s  highest  honor,  the  Distinguished 
Service  Award. 

Dr  Cole  will  receive  the  award  during 
the  interim  session  of  the  House  of 
Delegates,  Nov  9-10,  in  Austin. 

In  addition  to  awarding  Dr  Cole  the 
Distinguished  Service  Award,  the  dele- 
gates commended  him  for  his 
distinguished  AMA  service  career. 

In  its  commendation,  the  Texas  Dele- 
gation to  the  AMA  noted,  “Dr  Cole’s 
service  has  been  characterized  by 
great  personal  warmth,  good  humor, 
dignity,  respect  for  his  offices  and  his 
profession,  and  compassion  for  others.’’ 

Dr  Cole  was  a member  of  the  Texas 
Delegation  to  the  AMA  for  ten  years, 
and  chairman  of  that  group  from  1 974 
until  1 977,  when  he  was  elected  to  the 
AMA  Board  of  Trustees. 

He  also  is  a past  president  of  TMA 
and  a former  speaker  and  vice-speaker 
of  the  House  of  Delegates.  He  is  a past 
president  of  Dallas  County  Medical  So- 
ciety, a diplomate  of  the  American 
Board  of  Surgery,  and  a clinical  pro- 
fessor of  surgery  at  The  University  of 
Texas  Southwestern  Medical  School. 

He  is  a former  member  of  the  Texas 
Board  of  Health  and  the  board  of  direc- 
tors of  Blue  Cross  and  Blue  Shield  of 
Texas. 

Dr  Cole  has  practiced  surgery  in 
Dallas  since  1 947,  and  was  chief  of  sur- 
gery at  Presbyterian  Hospital,  Dallas, 
from  1966  until  1981 . 

International  body  politic 
needs  healers,  Stoessinger  says 

“Healers,  more  than  anyone  else,  must 
extend  the  Hippocratic  Oath  to  include 
the  international  body  politic  as  well  as 
the  body  and  soul  of  the  individual  pa- 
tient,” stressed  John  G.  Stoessinger, 
PhD,  at  the  general  meeting  luncheon 
on  Friday,  May  11,1 984,  at  the  TMA 
Annual  Session. 

Stoessinger  is  the  Cox  Distinguished 
Professor  of  International  Affairs  at 
Trinity  University  in  San  Antonio.  In  his 
speech,  "Turning  America  Around  at 
Home  and  Abroad,”  Dr  Stoessinger  ad- 


dressed three  vital  issues  affecting 
America:  the  relationship  between  the 
United  States  and  the  Soviet  Union,  the 
ever  growing  danger  of  international 
terrorism  coming  out  of  the  Middle 
East,  and  the  education  of  Americans 
in  foreign  policy  and  international  af- 
fairs. “These  issues  don’t  have  so 
much  to  do  with  the  illness  of  individuals 
as  with  the  illness  of  these  international 
societies,  which  in  many  ways  is  as 
critical  and  much  more  dangerous  than 
you  may  think,"  said  Dr  Stoessinger. 

One  topic  will  be  analyzed:  the  rela- 
tionship with  the  United  States  and  the 
Soviet  Union.  This  relationship  is  as 
dangerous  as  it  has  ever  been,  accord- 
ing to  Dr  Stoessinger,  and  a major 
debate  within  the  United  States  govern- 
ment focuses  on  the  direction  our 
defense  policy  should  take. 

“The  United  States  government 
spends  over  $300  billion  a year  on  na- 
tional defense,”  Dr  Stoessinger  said, 
and  he  believes  it  could  be  spent  more 
wisely. 

“The  President  is  determined  to  build 
100  new,  ferociously  destructive  nu- 
clear weapons  called  the  MX  missiles,” 
said  Dr  Stoessinger.  MX  missiles  can 
be  fired  in  the  United  States  and  land  in 
Soviet  territory  while  releasing  10  or  12 
other  missiles  along  the  way  with  de- 
structive power  1 ,000  times  that  of  the 
bomb  dropped  on  Hiroshima. 

The  second  part  of  the  President’s 
defense  policy  is  the  “Star  Wars”  ap- 
proach— a laser-beam,  nuclear  station 
in  space  intended  to  deter  nuclear  at- 
tacks on  the  United  States  and  improve 
our  negotiating  position.  Nevertheless, 
there  is  doubt  as  to  the  wisdom  of  the 
nuclear  approach  to  defense. 

“With  the  accumulated  nuclear 
weapons  we  now  have,  we  can  destroy 
the  Soviet  Union  30  times  over  and 
they  can  do  the  same  to  us,”  explained 
Dr  Stoessinger.  “Therefore,  we  are 
dealing  with  over-kill  capacity,  not  de- 
terrent capability.”  Contributing  to  the 
increasing  doubt  is  Carl  Sagan’s  re- 
search on  nuclear  weapons  and  cli- 
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matic  capacity,  which  projects  a nuclear 
winter  in  which  an  Arctic  ice  age  would 
extinguish  the  human  species. 

But  Dr  Stoessinger  believes  . .the 
Soviet  Union  is  not  stupid.  They  are  not 
suicidal.  They  will  never  provoke  us  into 
dropping  a bomb  on  them  although 
they  have  always  provoked  us  just 
short  of  that.  . .our  real  vulnerability 
with  the  Soviet  Union  is  not  in  the  nu- 
clear arena  but  in  the  conventional, 
where  they  are  stronger  in  each  cate- 
gory and  we  are  weaker.” 

The  Soviet  army  is  5 million  strong. 
“We  have  2 million  volunteers  of  the 
combat  effectiveness  I sometimes  fear 
of  ‘Private  Benjamin’  in  the  early  stages 
of  her  career,”  said  Dr  Stoessinger. 

“I  now  believe  that  every  young 
American  man  and  woman  should  com- 
mit at  least  one  year  to  some  kind  of 
public  service.  It  doesn’t  necessarily 
have  to  be  the  Army;  it  could  be  the 
Peace  Corps,”  he  said. 

The  Navy,  according  to  Dr 
Stoessinger,  is  also  being  outclassed 
by  the  Soviet  navy.  “We  are  outnum- 
bered in  tanks,  mine  sweepers,  and 
submarines.  Our  rapid  deployment 
force  at  this  moment  is  a misnomer.  It  is 
neither  rapid  nor  in  force  nor  deployed 
particularly,”  Dr  Stoessinger  believes. 

“I  suggest  we  begin  to  think  about 
some  of  these  problems  we  haven’t 
even  addressed.  I recommended  to  this 
administration  that  we  not  build  the  MX 
missile.  That  we  not  build  the  “Star 
Wars”  laser  beam  station  in  space. 

That  we  save  ourselves  the  $2  or  $3  bil- 
lion that  all  this  nuclear  weaponry  will 
cost  and  invest  half  of  those  funds  in 
our  conventional  capability  and  improve 
the  Army,  the  Navy,  the  Air  Force,  and 
anti-terrorist  capabilities,  and  save  the 
rest  as  a down  payment  on  the  federal 
budget  deficit.” 

“Whether  you  agree  with  this  or  not 
is  not  the  issue,”  emphasized  Dr 
Stoessinger.  “I  would  like  to  ask  you  to 
begin  to  be  concerned  about  this  and  to 
look  at  the  larger  picture,  because  enor- 
mous funds  and  many  lives  will  be  at 


stake  in  the  next  ten  years,  and  as  heal- 
ers, you  too  are  now  responsible  for  the 
welfare  of  the  American  body  politic.” 

Officers  for  1984-1985 
elected  by  House  of  Delegates 

George  G.  Alexander,  MD,  a Houston 
family  physician,  became  president  of 
Texas  Medical  Association  during  the 
May  9-12  Annual  Session  in  Fort 
Worth. 

Dr  Alexander  accepted  the  presi- 
dential gavel  from  Milton  V.  Davis,  MD, 
a thoracic  surgeon  from  Dallas. 

The  House  of  Delegates  tapped  D. 
Clifford  Burross,  MD,  a Wichita  Falls 
family  physician,  for  the  position  of 
president-elect. 

Austin  radiologist  Gary  W.  William- 
son, MD,  will  serve  as  TMA's  vice- 
president  during  1984-1985. 

Former  vice-speaker  of  the  House  of 
Delegates  Val  F.  Borum,  MD,  Fort 
Worth,  was  elected  speaker,  and 
Joseph  C.  Ogle,  MD,  Dallas,  accepted 
the  vice-speaker’s  post. 

William  Gordon  McGee,  MD,  El 
Paso,  was  reelected  as  TMA  trustee, 
and  Joseph  T.  Painter,  MD,  Houston, 
was  elected  to  fill  the  vacancy  left  by 
Paul  R.  Meyer,  MD,  Port  Arthur.  Dr 
Meyer  was  not  eligible  for  another  term 
in  that  post. 

Reelected  as  members  of  the  Board 
of  Councilors  were  Earl  L.  Grant,  MD, 
Austin,  seventh  district;  Paul  J.  Cun- 
ningham, MD,  Galveston,  eighth 
district;  Max  C.  Butler,  MD,  Houston, 
ninth  district,  and  James  C.  Mann,  Jr, 
MD,  Beaumont,  tenth  district. 

John  W.  Freese,  MD,  Fort  Worth, 
was  selected  to  complete  the  councilor 
term  of  Gervis  F.  Galbraith,  MD,  Abi- 
lene, who  resigned  his  position.  Dr 
Freese  will  represent  the  thirteenth  dis- 
trict through  May  1, 1985. 

Reelected  to  his  position  as  member- 
at-large  of  the  Executive  Board  was 
A.P.  Thaddeus,  MD,  San  Antonio.  His 
current  term  runs  through  1987. 

Mario  E.  Ramirez,  MD,  Rio  Grande 
City;  George  G.  Alexander,  MD,  Hous- 


ton; and  Joseph  T.  Ainsworth,  MD, 
Houston,  are  new  members  of  the 
Texas  delegation  to  the  American  Medi- 
cal Association. 

Reelected  as  members  of  the  dele- 
gation were  Val  F.  Borum,  MD,  Fort 
Worth;  Ted  H.  Forsythe,  MD,  Lubbock; 
Sam  A.  Nixon,  MD,  Houston;  John  R. 
Rainey,  Jr,  MD,  Austin;  L.  Rodney 
Rodgers,  MD,  Houston;  and  John  M. 
Smith,  Jr,  MD,  San  Antonio. 

First  elected  in  1977,  Dr  Nixon  be- 
comes the  senior  member  of  the  AMA 
delegation. 

Elected  as  alternate  delegates  to 
the  AMA  were  James  R.  Winn,  MD, 
Uvalde;  Clifford  L.  Montgomery,  MD, 
Lubbock;  J.  James  Rohack,  MD,  Gal- 
veston; John  D.  Bonnet,  MD,  Temple; 
Ruth  M.  Bain,  MD,  Austin;  Paul  J.  Cun- 
ningham, MD,  Galveston;  Albert  F. 
Hendler,  MD,  Dallas;  Harold  R.  High, 
MD,  Cuero;  William  F.  Ross,  MD, 

Dallas;  George  W.  Smith,  MD,  Clar- 
endon; and  C.  Frank  Webber,  MD, 
Houston. 

TMA  Today  premieres 
during  annual  session 

TMA  Today,  a one-hour  magazine-style 
television  program  premiered  during 
the  annual  session,  offering  a conve- 
nient and  innovative  way  to  preview 
each  day’s  activities. 

Val  Borum,  MD,  Fort  Worth,  is  all  smiles  as  he  as- 
sumes the  duties  ot  speaker  of  the  House  of 
Delegates. 
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As  you  read  or  talk  about  insurance,  allow  your  salaried  staff  at  Association 
Headquarters  in  Austin  to  be  a part  of  answering  any  questions  regarding 
benefits,  costs  or  anything  concerning  the  Insurance  Program  of  the  Texas 
Medical  Association. 

ON  THE  SPOT,  CALL: 

FROM  HOUSTON:  FROM  AUSTIN:  ALL  OTHERS: 

DIAL  ONLY  224-5309  DIAL  ONLY  476-6551  1-800-252-9318 

Your  staff  will  discuss  pertinent  matters  with  you,  your  insurance  agent,  your 
attorney  or  financial  advisor  in  an  effort  to  serve  your  best  interests. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

LONG  TERM  DISABILITY  INCOME  • LIFE  • OFFICE  OVERHEAD  • MAJOR  MEDICAL  • PERSONAL  ACCIDENT 

Prudential 
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Bobby  Lanier,  MD,  Fort  Worth,  chair- 
man of  the  TMA  Council  on  Com- 
munication, served  as  co-host  of  the 
program.  Joining  him  was  Jack  Haden 
of  MPA,  Inc,  an  Austin  media  service 
company  that  produced  the  show  in  co- 
operation with  the  TMA  Communication 
Department. 

“We  were  extremely  pleased  with  the 
way  the  program  went,  and  we  had  a 
good  response  from  physicians  and 
auxiliary  members,"  Communication 
Director  Jon  Hornaday  said. 

Each  program  featured  a review  of 
events  and  activities  and  interviews 
with  TMA  officials,  guest  speakers,  and 
TMA  Auxiliary  representatives. 

They  were  aired  in  host  hotels  Thurs- 
day through  Saturday,  May  10-12,  at 
6,  7,  and  8 am. 

Milton  V.  Davis,  MD,  Dallas, 

1 983  - 1 984  president  of  TMA,  was 
among  the  guests  interviewed  on 
Thursday's  program.  Also  appearing 
were  Lynn  C.  Perkins,  MD,  Fort  Worth, 
president  of  the  Tarrant  County  Medical 
Society,  and  Margie  Peschel,  MD,  Fort 
Worth,  who  provided  information  on  the 
host  city,  Fort  Worth. 

Mrs  William  B.  (Emily)  Shelton, 

Lufkin,  1983-1984  TMA  Auxiliary 
president,  and  TMA  Executive  Director 
C.  Lincoln  Williston  also  were  featured. 

Providing  annual  session  information 
on  Friday’s  program  were  Durwood 
Neal,  MD,  Fort  Worth,  chairman  of  the 
Committee  on  General  Arrangements, 
and  Edna  Spillar,  MD,  San  Antonio, 
chairman  of  the  Council  on  Annual  Ses- 
sion and  Scientific  Programming. 

Mrs  Harold  B.  (Margaret)  Eudaly, 

Fort  Worth,  TMAA  1984  convention 
chairman,  and  Mrs  Harold  Virgil  (Sally) 
Johnson,  Fort  Worth,  1983-1984 
chairman  of  the  auxiliary’s  Entertain- 
ment Committee,  were  interviewed  by 
Kathryn  Childers,  a Corpus  Christi  tele- 
vision personality,  auxiliary  member, 
and  TMAA  guest  speaker. 

Also  appearing  on  Friday’s  program 
to  discuss  his  Medal  of  Freedom  was 
Hector  P.  Garcia,  MD,  Corpus  Christi. 


Both  Dr  Garcia  and  Denton  Cooley, 

MD,  Houston,  received  the  Medal  of 
Freedom,  the  nation's  highest  civilian 
honor,  from  President  Reagan. 

Mrs  Childers  interviewed  Mrs  George 
G.  (Helen)  Alexander,  Houston, 

1 983-1 984  chairman  of  the  auxiliary’s 
Health  Understanding  and  Learning 
Aids  (HULA)  project,  and  Mrs  John  G. 
(Glenda)  Bates,  Cuthbert,  Ga,  presi- 
dent of  the  AMA  Auxiliary,  on  the 
Saturday  program. 

Also  featured  on  Saturday’s  program 
were  D.  Clifford  Burross,  MD,  Wichita 
Falls,  1 983  - 1 984  speaker  of  the 
House  of  Delegates,  and  George  G.  Al- 
exander, MD,  Houston,  1983-1984 
president-elect  of  TMA. 

John  Stoessinger,  PhD,  a political 
analyst  and  prize-winning  author  who 
spoke  at  the  Friday  general  meeting 
luncheon,  also  appeared  on  the  final 
program. 

Remote  segments  featured  other 
physicians,  TMA  staff,  and  guests. 

MPA  taped  the  programs  in  an  im- 
provised studio  in  a suite  at  the  Hilton 
Hotel,  and  at  remote  locations  at  hotels, 
the  Tarrant  County  Convention  Center, 
and  around  the  city.  Their  represen- 
tatives also  oversaw  technical  arrange- 
ments that  allowed  the  hotels  to  show 
the  programs  on  their  television  sets. 

The  Prudential  Insurance  Company 
of  America,  underwriter  of  the  TMA  In- 
surance Program,  sponsored  TMA 
Today. 

Delegates  commend 
TMA  physicians,  staff 

Meeting  during  TMA’s  annual  session  in 
Fort  Worth,  the  House  of  Delegates 
voted  commendations  to  several  physi- 
cians and  staff  members. 

Among  those  commended  were 
Denton  Cooley,  MD,  Houston,  and 
Hector  P.  Garcia,  MD,  Corpus  Christi, 
recipients  of  the  nation’s  highest  civilian 
award,  the  Medal  of  Freedom;  Paul  R. 
Meyer,  MD,  Port  Arthur,  for  his  years  of 
service  on  the  TMA  Board  of  Trustees; 
and  TMA  Executive  Director  C.  Lincoln 


Williston,  Austin,  for  30  years  of  exem- 
plary service  and  dedication. 

Robert  Bernstein,  MD,  Austin,  was 
commended  for  his  activities  on  behalf 
of  the  citizens  of  Texas  as  Commis- 
sioner of  Health. 

Noting  their  “exemplary”  roles  in  the 
defeat  of  the  mandatory  Medicare  as- 
signment legislation,  the  House  also 
commended  Robert  B.  Crouch,  MD, 
Houston,  and  TMA  staff  member  Frank 
Jackson,  Austin. 

Robert  L.  Tuttle,  MD,  El  Paso,  was 
commended  for  his  outstanding  lead- 
ership and  service  to  medical  educa- 
tion and  organized  medicine. 

The  House  also  elected  David  Wade, 
MD,  Austin,  as  member  emeritus. 

Frank  M.  Jirka,  MD,  Barrington,  III, 
AMA  president,  received  a commenda- 
tion for  his  many  appearances  in  Texas 
and  for  his  outstanding  service  in  repre- 
senting the  nation's  physicians. 

Awards  given  to  exhibits 
in  four  categories 

An  exhibit  on  reconstructive  surgery 
captured  the  Aesculapius  Award  for  the 
most  outstanding  exhibit  displayed  by  a 
Texas  physician  during  the  1 1 7th  TMA 


Hector  P.  Garcia,  MD,  Corpus  Christi,  recently  re- 
ceived the  Medal  of  Freedom  from  President 
Reagan. 
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Audience  members  study  one  of  the  many 
courses  and  programs  presented  in  conjunction 
with  annual  session. 


C.  Lincoln  Williston,  who  recently  marked  30  years 
as  TMA's  chief  executive  officer,  confers  with 
President-elect  D.  Clifford  Burross,  MD,  Wichita  Falls. 


John  D.  Bonnet,  MD,  Temple,  enjoys  a visit. 


The  Texas  Boys’  Choir  entertains  TMA  Auxiliary 
members  during  a luncheon  honoring  county  aux- 
iliary presidents. 
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Richard  D.  Cunningham.  MD,  Temple,  chairman 
of  the  Texas  Medicine  Editorial  Committee,  dis- 
cusses the  Symposium  on  Medical  Writing  with 
David  A.  Swanson,  MD,  Houston,  president  of  the 
American  Medical  Writers  Association,  Southwest 


Chapter,  and  symposium  speaker  Marilyn  A. 
Thompson,  Galveston.  Ms  Thompson  is  director  of 
the  Editorial  Service,  Office  of  Continuing  Educa- 
tion, The  University  of  Texas  Medical  Branch  at 
Galveston. 


Paul  Meyer,  MD,  Port  Arthur,  immediate  past 
chairman  of  the  Board  of  Trustees,  received  a 
commendation  from  the  House  of  Delegates. 


Charles  Max  Cole,  MD,  Dallas,  and  his  wife  who  recently  received  the  nation 's  highest  civilian 

Marilyn  visit  with  Denton  A.  Cooley,  MD,  Houston,  honor,  the  Medal  of  Freedom 


A guest  at  the  TMA/TMAA  Hoe-Down  Uptown 
tries  to  tame  a mechanical  bull. 
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Annual  Session. 

Benjamin  E.  Cohen,  MD;  Alfonso 
Barrera,  MD;  and  Jay  N.  Overly  of  St 
Joseph  Hospital,  Houston,  prepared 
the  exhibit,  titled  "Microvascular  Re- 
constructive Surgery:  From  the  Lab- 
oratory to  the  Operating  Room." 

The  award  winners  were  recognized 
with  a ribbon  and  a certificate,  as  well 
as  $250  from  Mission  Pharmacal  Com- 
pany, San  Antonio. 

In  addition  to  the  Aesculapius  Award, 
first,  second,  and  honorable  mention 
awards  were  given  in  four  exhibit 
categories. 

Valentin  Gracia,  MD,  Fort  Worth,  won 
first  place  honors  in  Group  I,  individual 
exhibits.  His  entry  was  titled,  "Cleft 
Lip-Palate  Surgery,  an  International 
Project."  Second  place  went  to  “Dia- 
betic Education:  The  Key  for  Suc- 
cessful Control  of  Diabetes,”  prepared 
by  Veronica  K.  Piziak,  MD,  PhD;  Lynn 
McHorse,  RD;  Joyce  Hejl,  RN;  and 
Willie  Carpentier,  RN.  All  four  are  asso- 
ciated with  the  Division  of  Endocri- 
nology, Scott  and  White  Clinic,  Temple. 

"Conservative  Treatment  of  Low 
Back  Pain,”  won  the  honorable  mention 
title  for  Richard  Nelson,  MD,  Edna. 


Michael  D.  Ellis,  MS,  and  Frank  Si- 
mon. MD,  won  first  place  in  Group  II, 
group  exhibits,  for  “Dangerous  Plants, 
Bugs  and  Snakes.”  Mr  Ellis  is  asso- 
ciated with  the  Texas  State  Poison 
Center  of  The  University  of  Texas  Medi- 
cal Branch,  Galveston,  and  Dr  Simon  is 
from  the  Department  of  Pediatrics  at 
The  University  of  Texas  Medical  School 
at  Houston. 

“Orthotic  Prevention  of  Brachial 
Plexus  Injury  in  Football”  won  second 
place  in  Group  II.  The  team  that  as- 
sembled the  exhibit  included:  Keith  L. 
Markey,  MD,  LTC,  MCC,  Orthopaedic 
Surgery  Service,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston;  Walton  W. 
Curl,  MD,  LTC,  Fitzsimons  Army  Medi- 
cal Center,  Aurora,  Colo;  Margaret 
DiBenedeto,  MD,  COL,  Physical  Medi- 
cine and  Rehabilitation  Dept,  Walter 
Reed  Army  Medical  Center,  Washing- 
ton, DC;  and  June  Ritter,  RPT,  CPT, 
Physical  Therapy  Service,  Keller  Army 
Hospital,  West  Point,  NY. 

Honorable  mention  in  Group  II  went 
to  Claudia  L.  Greene,  MD,  and  Norman 
G.P.  Helgeson,  MD,  from  the  depart- 
ment of  pathology  at  Baylor  University 
Medical  Center,  Dallas,  for  their  entry, 


"Aspiration  Biopsy  Cytology:  The  Cy- 
topathologist  as  a Clinical  Consultant.” 

In  Group  III,  institutional  exhibits, 
Robert  Stewart,  MD,  Houston,  won  first 
place  with  "Single  Application  24-Hour 
Control  of  Open  Angle  Glaucoma,  A 
Nationwide  Study  of  Pilocarpine  Gel.” 

"Surgical  Treatment  of  Occluded 
Aortofemoral  and  Femoropopliteal 
Grafts”  won  second  place  honors  for 
Raul  Garcia-Rinaldi,  MD,  PhD,  from 
Cardiovascular  Surgery  of  Texas  and 
The  Surgical  Service,  Memorial  Hospi- 
tal, Houston. 

There  was  no  honorable  mention 
award  in  this  group. 

The  Houston  Museum  of  Medical 
Science  garnered  first  place  honors  in 
Group  IV,  allied  medical  exhibits,  which 
drew  the  largest  number  of  participants 
of  any  exhibit  group.  The  museum’s 
winning  entry  was  titled,  "Better  Health 
Through  Education.” 

In  second  place  was  the  Texas  Medi- 
cal Association  Memorial  Library,  and 
honorable  mention  went  to  the  Texas 
Rehabilitation  Commission. 

The  annual  session  featured  245  ex- 
hibits, with  more  than  25  of  those  offer- 
ing computer  services  for  physicians. 

Nine  physicians  representing  various 
specialties  and  areas  of  the  state  judged 
the  entries. 

Auxiliary  to  intensify  work 
for  medical  student  loan  fund 

Following  the  theme,  "Build  for  the  Fu- 
ture," the  Texas  Medical  Association 
Auxiliary  (TMAA)  will  intensify  its  work 
for  the  medical  student  loan  fund  in  the 
coming  year. 

This  and  other  auxiliary  goals  were 
set  forth  during  the  group’s  annual  con- 
vention, scheduled  in  conjunction  with 
the  annual  session. 

Other  goals  include  voter  registration 
and  political  action  activities,  and 
continued  work  in  the  areas  of  child 
abuse  prevention  and  substance  abuse 
education. 

Prior  to  the  TMAA  convention,  auxil- 
iary leaders  met  with  TMA  President 


Annual  session  visitors  view  an  award-winning  ex- 
hibit on  cleft  lip-palate  surgery,  prepared  by 
Valentin  Gracia,  MD,  Fort  Worth. 
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George  Alexander,  MD,  to  develop 
strategies  that  will  enable  the  two  or- 
ganizations to  work  together  more 
effectively. 

Installed  as  TMAA  president  during 
the  meeting  in  Fort  Worth  was  Mrs 
Robert  A.  (Joan)  McClure,  Houston. 

The  new  president-elect  is  Mrs  C.B. 
(Martha)  Bruner,  Fort  Worth. 

First  vice  president  is  Mrs  Joe  A. 
(Barbara)  Lewis,  Corpus  Christi,  and 
regional  vice-presidents  include  Mrs 
T.  Guy  (Beth)  Bragg,  Harlingen,  south- 
ern region;  Mrs  Perry  C.  (Grace) 
Talkington,  Dallas,  northern  region;  Mrs 
John  G.  (Lynn)  Short,  Tyler,  eastern  re- 
gion; and  Mrs  Frank  M.  (Elly)  Behlke,  El 
Paso,  western  region. 

Other  officers  are  Mrs  Edward  (Dixie) 
Louis,  Dickinson,  recording  secretary; 
Mrs  Eugene  T.  (Betty)  Standley,  San 
Antonio,  treasurer;  Mrs  Edward  L.  (Es- 
ther) Wall,  Houston,  corresponding 
secretary,  and  Mrs  Jack  D.  (Elizabeth) 
Gerdes,  Austin,  parliamentarian. 

In  other  activities,  the  auxiliary  co- 
hosted an  Uptown  Hoedown  that  fea- 
tured an  art  auction  benefiting  the 
TMAA  medical  student  loan  fund. 

The  convention  also  offered  a semi- 
nar on  time  management,  theatrical 
performance,  and  French  cooking 
class. 

Kathryn  Childers,  a former  US  Secret 
Service  agent  and  wife  of  Cecil  A. 
Childers,  Jr,  MD,  spoke  to  the  conven- 
tion on  “Secrets  of  the  Service.”  Mrs 
Childers  is  host-producer  of  “Morning 
Magazine”  for  KIII-TV,  channel  3,  Cor- 
pus Christi. 

Physicians  can  compete  and 
still  stand  together,  Davis  says 

Spending  on  medical  and  health  care 
has  gone  from  $27  billion  in  1 960  to 
$356  billion  last  year — from  5%  of  the 
gross  national  product  to  more  than 
10%. 

“The  implications  when  figures  like 
that  are  used,”  explained  James  E. 
Davis,  MD,  addressing  TMA  delegates 
at  a May  1 0 luncheon  in  Fort  Worth,  “is 


that  the  product  is  about  the  same,  and 
costs  have  gone  up  because  of  waste, 
irresponsibility,  greed,  and  indifference 
in  the  health  care  field." 

However,  “comparing  today’s  medi- 
cal care  with  that  of  1960  is  about  like 
comparing  today’s  747  with  a Chev- 
rolet; the  only  thing  they  have  in 
common  is  that  both  are  means  of 
transportation,”  he  added.  Dr  Davis  of 
Durham,  NC,  is  vice-speaker  of  the 
AMA  House  of  Delegates. 

The  reasons  for  the  increase  in  medi- 
cal care  costs  are  many,  and  because 
of  its  concentration  on  cost,  the  govern- 
ment is  “almost  desperately  looking  for 
ways  to  reduce  its  Medicare  expen- 
ditures,” Dr  Davis  said. 

To  help  reduce  the  expenditures  for 
health  care  costs,  both  governmental 
and  private  programs  have  been  imple- 
mented. Some  of  the  governmental 
initiatives  include  changing  the  initial  el- 
igibility date  for  Medicare  entitlement, 
limiting  increases  in  hospital  reimburse- 
ment, and  a diagnostic  related  group 
(DRG)  program  for  reimbursing  hospi- 
tals for  care  of  Medicare  patients. 

“Businesses  are  also  coming  up  with 
their  list  of  ideas,”  explained  Dr  Davis. 
“They  are  forming  PPOs  to  pay  negoti- 
ated fees  to  physicians  and  hospitals 
for  services,  supporting  HMOs,  and 
setting  up  coordinators  to  counsel  em- 
ployees about  which  physicians  and 
hospitals  have  the  lowest  prices,  but 
unfortunately,  not  always  the  best  care. 
"Other  programs,  however,  only  shift 
the  cost  to  the  employee,  taxpayer,  or 
beneficiary,”  continued  Dr  Davis. 

“The  situation  gives  us  two  huge 
challenges:  One  is  to  come  up  with  our 
own  ideas  to  help  control  the  cost  while 
maintaining  quality  care.  The  other  is  to 
fight  against  the  ideas  that  could  be 
harmful  to  patient  care,”  he  explained. 
“The  medical  profession  is  turning 
upside-down.  For  the  first  time  in  my 
memory  there  is  active,  aggressive 
competition  among  physicians,  physi- 
cians and  hospitals,  and  among  hos- 
pitals, and  there  is  competition  between 


physicians  in  all  types  of  practice 
situations. 

“All  of  these  physicians  are  com- 
peting with  one  another.  They  have 
undertaken  new  approaches  for  com- 
peting against  the  traditional  office- 
based  physician,  as  well  as  against 
each  other,”  Dr  Davis  said. 

Although  physicians  may  be  sepa- 
rated by  their  forms  of  practice,  organ- 
izations, and  goals,  they  are  united  by 
the  fact  that  they  are  physicians,  and  in 
their  need  to  oppose  proposals  and 
ideas  of  either  government  or  business 
that  will  harm  them,  and  that  will  harm 
their  patients  and  their  ability  to  care  for 
them,”  Dr  Davis  said. 

United  efforts  include  working  with 
state  and  county  societies  to  develop 
and  strengthen  workable  community- 
based  health  care  coalitions,  meeting 
with  medical  specialty  societies  to  help 
develop  cost  effectiveness  programs 
geared  to  their  own  membership,  and 
moving  into  a working  phase  of  the 
Health  Agenda  for  the  American  People 
— a forward-looking  program  where 
1 50  organizations  cooperatively  de- 
velop a blueprint  for  high  quality,  yet 
effective  and  economical,  medical  and 
health  care. 

“Individual  physicians  cannot  do 
these  things  alone,"  emphasized  Dr 
Davis.  "They  can  only  be  done  through 
the  cooperative  effort  of  all  members, 
by  their  professional  associations  at  lo- 
cal, state,  and  national  levels.  More 
than  ever  before,”  Dr  Davis  continued, 
“we  have  to  be  like  members  of  a family 
who  feel  free  to  fuss  with  one  another 
and  have  all  kinds  of  differences  in 
opinion  and  activity,  but  stand  side  by 
side  when  one  of  the  family  needs 
help.” 

Physicians  may  order  tapes 
of  annual  session  programs 

As  part  of  its  continuing  medical  educa- 
tion effort,  Texas  Medical  Association 
offers  audiocassette  tapes  of  26  scien- 
tific programs  presented  during  the 
May  1 984  annual  session  in  Fort  Worth. 
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NOW  HE  HAS 
TO  RELEARN  TO  LIVE. 


s his  physician,  you  know  that  re- 
ality is  not  always  a pleasant  thing 
to  live  with.  He  could  be  paralyzed 
from  an  accident.  Or,  he  could 
have  suffered  a stroke,  even  been  a 
victim  of  a crippling  disease.  Yet, 
you  know  there  is  hope,  even  with 
a different  body. 

Now  it’s  time  to  relearn, 
rather  than  being  shuffled  off  for 
custodial  care. 

Part-time  therapy  isn’t  the 
answer.  Full-time  rehabilitation 
services  are. 

At  Warm  Springs,  compre- 
hensive rehabilitation  encompasses 
all  the  therapies — physical,  occu- 
pational, respiratory,  communica- 
tion and  recreational — that  treat 


the  physical  disability.  But  we  also 
treat  the  adjustment  to  disability. 
That  requires  psychology  and  social 
services;  orthotics  for  braces,  wheel- 
chairs, and  adaptive  equipment; 
orthopedic  surgery  facilities;  the 
drivers  education  program  that  uses 
classroom  instruction,  a simulator, 
and  a specially  modified  car  and 
van  for  actual  on-the-road  training. 
There  are  complete,  24-hour 
nursing  services.  And  there’s  one 
strong  intangible:  our  peaceful 
location  adjacent  to  Palmetto  State 
Park,  in  the  heart  of  some  of  Texas’ 
most  beautiful  countryside. 

And  most  importantly,  there’s 
the  experience  and  knowledge  of 
Warm  Springs  Rehabilitation 


Hospital.  We’re  pioneers  in  the 
field,  with  over  40  years  of  compre- 
hensive rehabilitation  experience. 

As  his  physician,  you’ve 
done  your  job.  He’s  alive.  Now,  it’s 
time  for  us  to  do  our  job  and  help 
your  patient  learn  the  skills  to 
return  to  an  independent  lifestyle. 

For  more  information  about 
the  comprehensive  services  of 
Warm  Springs  Rehabilitation 
Hospital,  call  toll-free, 
1-800-292-1440. 


WARM  SPRINGS  REHABILITATION  HOSPITAL 

P O.  Box  58  • Gonzales,  Texas  78629 


Additional  information 
available  to  the  profession 
on  request. 
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Programs  that  were  taped  include 
the  symposia  on  initial  trauma  care, 
cardiovascular  diseases,  school  health, 
medical  writing,  and  aging. 

Also  taped  were  the  sections  on  radi- 
ology, endocrinology,  internal  medicine, 
surgery,  pathology  and  oncology,  pedi- 
atrics, diseases  of  the  chest,  and 
allergy. 

Recordings  of  the  Joint  Session  of 
the  Section  on  Internal  Medicine  with 
the  Rheumatism  Association,  and  of 
the  Texas  Orthopaedic  Association  pro- 
grams also  are  available. 

Full-day  programs  were  recorded  in 
two  parts,  one  each  for  the  morning 
and  afternoon  sessions.  The  tapes  are 
priced  at  $14  and  $21 , depending  on 
whether  the  tape  runs  closer  to  three  or 
four  hours,  plus  $2.50  per  order  to 
cover  mailing  and  handling  charges. 

Binders  for  6 or  1 2 cassettes  are 
available  for  an  additional  charge. 

The  bill  may  be  paid  by  cash,  check, 
or  VISA,  Mastercard,  or  American  Ex- 
press credit  cards. 

Delivery  takes  two  to  three  weeks. 

For  further  information,  contact  TMA, 
c/o  AVW  Audio  Visual,  241 8 Converse 
St,  Dallas,  TX  75207,  phone  (214)  638- 
0024. 

Sports  enthusiasts  find  time 
for  fun  and  games  in  Cowtown 

Sports  enthusiasts  took  to  courses, 
courts,  and  the  open  road  during  annual 
session’s  golf,  tennis,  and  raquetball 
tournaments  and  Fun  Run/Riverwalk. 

Luciano  G.  Ladaga,  MD,  Midland, 
was  the  low  gross  winner  in  the  golf 
tournament  at  Fort  Worth’s  Rivercrest 
Country  Club.  Don  Abbott,  MD,  Fort 
Worth,  was  low  gross  runner-up. 

Low  net  winner  was  Armando  Lenis, 
MD,  Temple,  and  Ron  Donaldson,  MD, 
Tyler,  was  runner-up. 

Herd  Snider,  MD,  Tyler,  took  the  tro- 
phy for  the  30-45  age  group,  and  Jim 
Herd,  MD,  Fort  Worth,  was  the  winner 
in  the  46-60  group.  In  the  60-plus 
group,  William  Whitehouse,  MD, 
Cleburne,  was  the  winner. 


In  the  resident  physicians’  competi- 
tion, Bill  Porter,  MD,  was  low  gross  win- 
ner, and  Sam  Hudson,  MD,  was  low  net 
winner.  Both  physicians  are  orthopedic 
surgery  residents  from  Fort  Worth. 

Donald  N.  Matheson,  MD,  Fort 
Worth,  was  tournament  chairman. 

The  Mary  Potishman  Lard  Tennis 
Center  on  the  campus  of  Texas  Chris- 
tian University  was  the  site  of  the 
TMA  tennis  tournament,  where  Terry 
Mitchell,  MD,  McKinney,  won  the  trophy 
in  the  men’s  singles  open.  His  brother, 
Don  Mitchell,  MD,  also  of  McKinney, 
won  the  senior  division  of  that  event. 

The  Drs  Mitchell  also  took  the  trophy 
for  men’s  doubles. 

Carl  Cannon,  MD,  Temple,  won  the 
singles  event  in  the  Men’s  B division, 
and  joined  John  Schuchmann,  MD, 
also  of  Temple,  to  win  the  doubles. 

Sandra  Steinbach,  MD,  Dallas,  won 
the  women’s  singles,  and  Otto  Brandt, 
MD,  and  his  wife,  Bettie,  Austin,  won 
the  mixed  doubles  event. 

Tom  Rogers,  Jr,  MD,  Fort  Worth, 
served  as  tennis  tournament  chairman. 

Desmond  Corbett,  MD,  Fort  Worth, 
came  out  on  top  in  the  racquetball  tour- 
nament at  the  Fort  Worth  Club  by  com- 

Robert T.  Coffey,  MD,  Fort  Worth;  John  A. 
Schuchmann,  MD,  Temple;  and  Thomas  W. 


piling  the  largest  total  point  count. 

Chairing  that  event  was  Alfred  R. 
Daniell,  MD,  Fort  Worth. 

In  keeping  with  a spirit  of  fun  and 
noncompetition,  officials  did  not  clock 
the  participants  in  the  Early  Bird  Fun 
Run/Riverwalk. 

The  3-mile  run  and  1 .5-mile  walk 
along  the  Trinity  River  drew  about  50 
participants,  the  largest  in  any  of  the 
four  sports  events. 

Chairman  Stephen  N.  Martin,  MD, 
Fort  Worth,  reported  that  the  event 
went  “exceedingly  well.” 

Dr  Matheson  was  chairman  of  this 
year’s  sports  events,  and  Jim  Ed  Marr, 
MD,  Everman,  was  vice  chairman. 

“Taking  Charge”  gains  popularity 
as  cost  awareness  program 

Using  mostly  word-of-mouth  promotion, 
TMA’s  Consumer  Cost  Awareness  Pro- 
gram, “Taking  Charge,”  has  been  or  is 
in  the  process  of  being  purchased  by 
23  business  firms  and  organizations, 
and  21  other  companies  are  previewing 
the  film. 

By  the  middle  of  May,  the  staff  to  the 
Council  on  Health  Facilities  had  sold 
more  than  13,000  copies  of  an  accom- 

Schulze,  MD,  Austin,  relax  after  participating  in 
the  Early  Bird  Fun  RuniRiverwatk. 
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panying  book,  the  AM  A Family  Medical 
Guide. 

The  program  consists  of  an  80- 
minute  videotape  and  an  informational 
brochure  that  educate  the  consumer 
about  the  appropriate  use  of  health 
care  resources.  Additionally,  the  pro- 
gram encourages  the  consumer  to  use 
the  health  care  reference  book,  AM  A 
Family  Medical  Guide,  which  is  avail- 
able for  purchase  through  TMA  at  the 
price  of  $6.25  per  copy  plus  shipping 
and  postage. 

Texas  Medical  Association  is  the  first 
state  medical  association  to  offer  such 
a program. 

By  late  summer,  the  Council  on 
Health  Facilities  and  TMA’s  Department 
of  Practice  Management  will  launch  a 
more  aggressive  marketing  plan  with  a 
mailing  of  information  packets. 

Additionally,  the  American  Medical 
Association  will  publicize  the  film’s 
availability  in  its  publications,  which 
reach  a national  audience. 

Among  those  who  have  previewed 
the  film  are  state  offices  and  agencies; 
universities,  including  The  University  of 
Texas;  state  medical  societies;  hospi- 
tals; and  insurance  companies. 

Allstate  Insurance,  Prudential  Insur- 
ance, Central  Texas  Health  Plan,  Fluor 
Engineers,  Inc,  International  Paper 
Company,  Capital  Bank  (Dallas), 
ALCOA,  and  Memorial  Hospital  Sys- 
tems-Houston,  are  among  the 
purchasers. 

Dec  31, 1984,  marks  end 
of  Members’  Retirement  Trust 

On  Dec  31 , 1984,  Texas  Medical  Asso- 
ciation’s Members’  Retirement  Trust 
(MRT)  officially  will  be  terminated.  Par- 
ticipants who  have  not  transferred  their 
plans  to  new  trustees  will  be  transferred 
automatically  to  a qualified  plan  admin- 
istered by  American  National  Bank  in 
Austin. 

The  House  of  Delegates  announced 
its  intention  to  withdraw  sponsorship  of 
the  15-year-old  plan  in  November  19  3. 

The  decision  was  based  on  the  in- 


creasing availability  of  individual  retire- 
ment trusts,  declining  member  interest, 
and  provisions  within  the  Tax  Equity 
and  Fiscal  Responsibility  Act  (TEFRA). 

TEFRA,  enacted  in  late  1982,  makes 
legal  amendment  necessary  if  the  cur- 
rent plan  is  to  continue. 

Also  contributing  to  the  decision  was 
Mercantile  National  Bank’s  resignation 
as  trustee  of  the  TMA-MRT,  effective 
Dec  31, 1984. 

The  Dallas  bank  had  served  as 
trustee  for  the  plan  since  its  inception. 

The  recommendation  that  TMA  with- 
draw sponsorship  came  from  the  Coun- 
cil on  Member  Services. 

TMA  survey  reveals 
health  care  needs 

TMA’s  Department  of  Medical  Staff  and 
Health  Facilities,  Relations,  Cost  Con- 
tainment, and  Practice  Management 
has  conducted  a statewide  survey  that 
provides  information  on  local  health 
care  needs. 

Responses  from  12  county  medical 
societies  indicated  a need  for  36  physi- 
cians in  eight  specialties. 

More  than  one  third  of  the  respon- 
dents requested  family  or  general  prac- 
tice physicians.  Obstetrics/gynecology 
was  the  second  most  requested 
specialty. 

Responses  to  the  survey  came  from 
all  parts  of  the  state. 

TMA  initiated  the  survey  in  February, 
and  the  results  were  part  of  the  Cost 
Awareness/Physician  Placement  ex- 
hibit at  the  1 984  Annual  Session  in  Fort 
Worth. 

The  department’s  staff  contacted 
county  medical  society  presidents  by 
letter  asking  if  there  was  a need  for  a 
physician  or  physicians  in  the  society’s 
jurisdiction.  The  mailing  included  a form 
for  listing  the  names  of  communities 
and  the  specialty  that  was  needed. 


HEALTH  LINE 

Primary  care  physicians  gain 
importance  in  war  on  cancer 

As  they  face  a mushrooming  cancer 
rate,  most  Texas  counties  do  not  have 
oncology  specialists,  and  “the  primary 
care  physician  is  becoming  even  more 
important  in  the  continuing  war  on  can- 
cer,” according  to  the  Interagency  Cen- 
ter for  Cancer  Prevention  and  Control. 

The  center,  a confluence  of  the  Texas 
Department  of  Health  and  The  Univer- 
sity of  Texas  System  Cancer  Center,  is 
encouraging  further  training  of  primary 
care  physicians  and  family  practice 
residents  in  cancer  detection,  treat- 
ment, and  risk  assessment. 

This  and  other  recommendations  ap- 
pear in  the  center’s  report,  “Impact  of 
Cancer  on  Texas,”  third  edition. 

The  report  cites  statistics  from  the 
Texas  Medical  Association  showing 
that  in  1 982,  there  were  236  physicians 
reporting  full-time  oncology  specialties. 
That  figure  represents  a 1 1 1 % increase 
over  the  number  of  oncology  specialists 
in  1980.  But,  the  specialists  are  clus- 
tered in  the  major  cities  in  the  eastern 
one  third  of  the  state,  leaving  the  rest  of 
the  state  without  convenient  access. 

Along  with  intensified  physician  train- 
ing, the  report  recommends  increased 
emphasis  on  outpatient  care  in  the  in- 
terest of  economy. 

Approximately  80%  of  radiotherapy 
can  be  provided  on  an  ambulatory  care 
basis.  “Providing  housing  facilities  for 
out-of-town  patients  who  can  be  treated 
on  an  ambulatory  basis  at  regional  cen- 
ters would  further  reduce  costs,  and 
should  be  urgently  considered,”  the  re- 
port states. 

The  report  points  out  that  “distri- 
bution of  radiotherapy  facilities  is  gen- 
erally appropriate  to  population  density, 
with  the  possible  exception  of  the 
Laredo  area.” 

Among  other  findings  published  in 
“Impact  of  Cancer  on  Texas”  is  a dra- 
matic increase  in  lung  cancer  mortality. 
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Deaths  from  lung  cancer  in  women 
have  climbed  1 21  % from  1 970  through 
1 980,  signaling  an  epidemic  of  the  dis- 
ease in  Texas.  Lung  cancer  deaths  in 
the  general  Texas  population  are  up 
61  % for  the  same  period. 

Deaths  from  lung  cancer  in  males  in- 
creased 47%  from  1970-1980,  but 
males  accounted  for  78%  of  all  deaths 
from  lung  cancer  in  Texas  during  the 
same  period. 

Reporting  on  other  cancer  sites,  the 
study  reveals  that  lung  (24.9%),  female 
breast  (18.0%),  and  colon  (9.4%)  repre- 
sent the  Texas  mortality  by  major  can- 
cer sites.  The  report  also  presents  data 
on  17  other  sites. 

Although  Texas  fits  the  national  pat- 
tern for  cancer  deaths  by  site,  the  state 
has  a higher  incidence  of  deaths  from 
lung  cancer  and  a lower  mortality  asso- 
ciated with  cancer  of  the  rectum. 

The  report  shows  that  the  magnitude 
of  the  cancer  problem  varies  geograph- 
ically. Three  of  the  1 2 public  health  re- 
gions in  Texas  have  rates  of  cancer 
deaths  significantly  higher  than  the 
average  rate  in  Texas.  These  three  re- 
gions center  around  major  metropolitan 
areas — Beaumont-Port  Arthur,  Dallas- 
Fort  Worth,  and  Houston.  In  the  second 
edition  of  “Impact  of  Cancer  on  Texas,” 
issued  in  1 981 , only  the  public  health 
region  including  Houston  was  signifi- 
cantly higher  than  the  average. 

The  study  also  projects  that  by  the 
year  2000,  the  number  of  new  cancer 
cases  in  Texas  will  rise  to  84,000,  al- 
most doubling  the  1 983  figure.  The 
increase  is  partly  due  to  an  aging  popu- 
lation. By  the  year  2000,  the  35-49 
group  is  projected  to  increase  by  1 25%, 
and  the  over-65  group  by  76%. 

With  the  recent  availability  of  figures 
from  the  Statewide  Cancer  Registry 
Program,  “Impact  of  Cancer  on  Texas” 
offers  data  on  incidence  vs  mortality. 

This  information  facilitates  planning 
for  facilities  and  resources,  studies  of 
risk  factors,  evaluation  of  the  effect 
of  early  detection  and  treatment,  and 
the  scrutiny  of  less-aggressive  cancers 


that  cannot  be  studied  solely  by  mor- 
tality statistics. 

On  a hopeful  note,  “Impact  of  Cancer 
on  Texas”  points  out  that  more  than 
50%  of  cancer  patients  can  be  offered 
potentially  curative  treatment.  Ten 
years  ago,  approximately  35%  of  such 
patients  could  hope  for  a cure. 

Also,  due  to  improved  treatment, 
deaths  from  Hodgkin’s  disease  have 
decreased  by  25%  from  1 970  to  1 980, 
and  deaths  from  cancer  of  the  cervix 
have  decreased  26%  from  a peak  of 
389  deaths  in  1 972  to  288  in  1 980. 

Breast  self-examinations 
neglected,  survey  shows 

Most  American  women  continue  to  ig- 
nore the  importance  of  breast  self- 
examination  (BSE)  for  early  detection 
of  breast  cancer,  even  though  they  be- 
lieve it  has  value  in  controlling  breast 
cancer.  According  to  a survey  con- 
ducted by  the  Gallup  Organization  for 
the  American  Institute  for  Cancer  Re- 
search (AICR),  two  thirds  of  American 
women  (63%)  do  not  perform  monthly 
breast  self-examination,  despite  the 
fact  that  95%  report  they  have  heard  of 
the  procedure  and  88%  say  it  has 
value. 

Women  who  regularly  do  self- 
examination  credit  their  physicians  with 
stressing  its  importance  and  taking 
time  to  explain  the  procedure.  Nearly 
half  the  women  who  never  perform  the 
examinations  say  their  physicians 
never  mention  it. 

Age,  the  survey  found,  correlated  to 
a woman’s  attitude  toward  breast  self- 
examination,  with  women  under  29  and 
over  50  nearly  twice  as  likely  to  have 
never  practiced  BSE.  Women  age  30  to 
49  were  more  likely  to  practice  the  ex- 
amination, but  among  that  age  range 
there  was  no  significant  difference  in 
age  groups. 

The  1983  survey  questioned  a repre- 
sentative national  sample  of  1 ,029 
women  age  1 8 and  older.  The  AICR 
learned  that  there  is  a gap  between 
women’s  awareness  of  breast  cancer 


treatment  and  their  willingness  to  par- 
ticipate in  early  detection  practices.  The 
institute  has  begun  a public  education 
campaign  designed  to  encourage  and 
remind  women  that  regular  breast  self- 
examination  is  key  to  early  detection, 
and  better  treatment  and  more  alter- 
natives to  treating  breast  cancer. 

The  campaign  also  seeks  to  under- 
score the  importance  of  physician 
encouragement  and  participation  in 
urging  patients  to  perform  monthly  self- 
examination. 

Individuals  interested  in  free  sets  of 
the  institute’s  reminder,  “Keep  in  Touch 
with  Yourself”  stickers,  or  in  more  infor- 
mation about  the  campaign,  may  write 
to  BSE  Campaign,  c/o  AICR,  Washing- 
ton, DC  20069. 

CME  provided  on 
cable  television 

Med  Video  Clinic,  a cable  television 
program  designed  to  provide  continuing 
medical  education  (CME),  began  in 
May  on  the  Lifetime  and  USA  cable  net- 
works. Under  the  auspices  of  the 
American  Medical  Association,  the 
series  presents  top  clinicians  and 
researchers  discussing  the  newest 
technologies  and  methods  of  treatment. 

Each  of  the  programs  is  reviewed  by 
the  AMA  Advisory  Committee  on  Con- 
tinuing Medical  Education  and  provides 
Category  1 CME  credit.  By  calling  the 
toll-free  AMA  number,  (800)621  -8335, 
physicians  may  request  study  guide 
material,  complete  the  test  included  in 
the  study  guide,  and  fulfill  CME  credit 
needs. 

Since  its  debut  in  May,  the  series  has 
included  programs  on  rehabilitation 
after  myocardial  infarctions,  evaluation 
of  breast  disease,  headache,  obesity, 
depression,  dementia,  and  hearing 
loss.  Schedules  of  current  programs 
are  announced  through  direct  mail,  ad- 
vertisements in  medical  publications, 
and  on-air  promotions. 

Med  Video  Clinic  airs  in  the  profes- 
sional program  segment  of  the  Lifetime 
Cable  Network  on  Saturdays  from  8 am 
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to  9 am  (Central  Standard  Time)  and 
Sundays  from  1 0 pm  to  1 1 pm.  The 
USA  Cable  Network  shows  the  clinical 
programs  at  1 2 midnight  on  Sunday 
nights. 

The  AMA  involvement  in  broadcast- 
ing will  expand  this  fall  with  the  addition 
of  a weekly  one-hour  program  of  socio- 
economic medical  news.  ‘‘We  believe 
cable  television  opens  up  a whole  new 
way  to  serve  the  profession,”  said  AMA 
Executive  Vice  President  James  H. 
Sammons,  MD. 

FDA  issues  rules  on 
sodium  labeling 

The  Food  and  Drug  Administration  has 
published  a final  rule  establishing  a vol- 
untary program  of  sodium  labeling  of 
food  products.  The  rule  requires  that 
the  sodium  content  of  foods  be  in- 
cluded as  part  of  nutrition  labeling  in- 
formation whenever  such  labeling 
information  is  provided,  whether  by  re- 
quirement or  voluntarily.  The  agency 
defines  the  terms,  “sodium  free,"  “very 
low  sodium,”  “low  sodium,”  and  “re- 
duced sodium”  and  provides  for  their 
proper  use  in  labeling.  The  rule  also 
specifies  the  proper  use  of  the  terms 
"without  added  salt,”  “unsalted,”  and 
“no  salt  added.” 

The  FDA  indicated  that  if  the  volun- 
tary program  does  not  result  in  con- 
sumers being  provided  with  increased 
sodium  content  information,  more  strin- 
gent measures  may  be  considered. 

AMA  sets  guidelines 
for  radiation  injuries 

Hospital  management  of  radiation- 
associated  injuries  is  the  subject  of  a 
new  American  Medical  Association 
report.  The  “Guide  to  the  Hospital 
Management  of  Injuries  Arising  from 
Exposure  to  or  Involving  Ionizing 
Radiation,"  prepared  by  the  AMA  De- 
partment of  Environmental  and  Oc- 
cupational Health  Programs,  presents 
a set  of  guidelines  that  can  be  used  tv 
hospital  staffs  for  the  initial  care  of  per- 
sons receiving  accidental  exposures  to 
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ionizing  radiation  or  becoming  contami- 
nated with  radioisotopes. 

Single  copies  of  the  report  can  be 
purchased  for  $6  plus  $3.50  for  ship- 
ping and  handling.  All  order  inquiries 
should  be  addressed  to:  Order  Depart- 
ment— OP  35,  American  Medical  Asso- 
ciation, PO  Box  10946,  Chicago,  IL 
60610. 

Nursing  home  information 
provided  by  TDH  officer 

The  Texas  Department  of  Health  has 
created  the  position  of  Nursing  Home 
Information  Officer  within  its  Bureau  of 
Long  Term  Care.  Developed  in  re- 
sponse to  the  public  need,  the  new 
position  provides  a central  source  for 
information  to  individuals  preparing  to 
relocate  a family  member  or  friend  in  a 
nursing  home.  Interested  persons  may 
learn  the  process  for  entering  a facility, 
or  factual  information  about  individ- 
ual facilities,  by  calling  Ms  Charline 
Stowers,  Information  Officer,  at 
(512)458-7706,  ext  6209,  or  the  toll- 
free  WATS  number  (800)252-91 06. 

SOCIOECONOMICS 

AMA  seeks  physicians’  help 
in  monitoring  PPS  effects 

Individual  physicians  can  impact  the 
development  of  the  government’s  re- 
cently implemented  Prospective  Pay- 
ment System  (PPS)  by  relating  their 
experiences  with  the  program  to  the 
American  Medical  Association’s  De- 
partment of  Health  Care  Resources. 

Under  PPS,  most  hospitals  par- 
ticipating in  Medicare  are  reimbursed 
on  a flat  rate  according  to  a diagnosis 
related  group  (DRG). 

The  AMA  is  asking  physicians  to  de- 
scribe their  experiences,  both  positive 
and  negative,  in  a brief  letter.  The  asso- 
ciation is  particularly  interested  in  the 
program's  effects  on  costs  and  quality 
of  care,  length  of  stay,  hospital  admis- 
sion/discharge policies,  medical  staff 
relations  with  hospital  administration, 
and  utilization  review. 


The  AMA  will  analyze  the  information 
and  use  it  as  the  basis  for  suggesting 
modifications  to  the  PPS  and  develop- 
ing programs  to  help  physicians  deal 
with  the  new  regulations. 

The  Department  of  Health  Care  Re- 
sources expects  to  release  information 
on  the  responses  on  a quarterly  basis 
beginning  later  this  year. 

To  assist  in  the  DRG  monitoring 
project,  physicians  should  mail  their 
letters  to:  AMA’s  DRG  Monitoring 
Project,  Department  of  Health  Care  Re- 
sources, PO  Box  10947,  Chicago,  IL 
60610. 

TMF’s  final  payment  to  TMA 
clears  1978  loan  debt 

Texas  Medical  Foundation  officially 
cleared  a $1 72,500  debt  to  Texas  Medi- 
cal Association  when  Paul  Meyer,  MD, 
TMF  secretary,  presented  TMA  Trea- 
surer F.  Warren  Tingley,  Jr,  MD,  with  a 
check  for  $5,000  during  the  May  1984 
session  of  the  House  of  Delegates. 

The  foundation  borrowed  the  operat- 
ing capital  in  1 978  at  an  interest  rate 
of  5%. 

TMF,  in  operation  since  1972,  sup- 
ports physicians  and  hospitals  in  re- 
sponding to  large  public  and  private 
health  care  programs. 

Dr  Meyer,  a Port  Arthur  pediatrician, 
is  immediate  past  chairman  of  TMA’s 
Board  of  Trustees. 

Government  student  loans 
supported  by  AMA 

As  medical  education  costs  continue  to 
rise,  the  American  Medical  Association 
has  supported  three  government  stu- 
dent loan  programs,  while  opposing 
another. 

In  testimony  submitted  to  the  House 
Subcommittee  on  Health  and  the  En- 
vironment, the  AMA  supported  re- 
authorization of  the  Health  Professions 
Student  Loan  Program  (HPSL),  the 
Health  Education  Assistance  Loan  Pro- 
gram (HEAL),  and  Guaranteed  Student 
Loan  Program  (GSL). 

Medical  education  costs  are  rising  so 
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high  that  they  could  place  the  medical 
profession  out  of  the  reach  of  all  but  the 
rich,  the  testimony  asserted. 

While  supporting  adequate  funding 
for  those  scholarships  now  in  the  pipe- 
line, the  AMA  opposed  new  schol- 
arships for  the  National  Health  Service 
Corps  (NHSC),  which  requires  recip- 
ients to  work  in  federally  designated  un- 
derserved areas. 

Today’s  manpower  situation  has 
eliminated  any  need  to  increase  medi- 
cal schools’  capacity  to  train  new  physi- 
cians, according  to  the  AMA. 

The  association  did,  however,  call  for 
continued  federal  support  for  medical 
schools. 

The  Subcommittee  on  Health  and  the 
Environment  is  a body  of  the  House  of 
Representatives’  Committee  on  Energy 
and  Commerce. 

CAPITAL  COMMENTS 

Association’s  efforts  pay  off 
in  mandatory  assignment  defeat 

With  a rightful  share  of  the  credit  going 
to  Texas  Medical  Association,  the 
Rostenkowski  amendment  was  de- 
feated in  the  US  House  of  Represen- 
tatives, but  Rep  Tom  Loeffler  has 
predicted  that  the  measure  will  “un- 
doubtedly reappear  as  part  of  another 
legislative  vehicle  in  the  near  future." 

The  amendment  called  for  a one- 
year  freeze  on  Medicare  reimburse- 
ment, and  would  have  required  physi- 
cians to  accept  Medicare  assignments 
as  a condition  of  retaining  hospital  staff 
privileges. 

In  working  for  the  measure’s  defeat, 
TMA  mailed  two  legislative  alerts,  a 
letter  to  key  contact  physicians,  and  a 
communication  to  county  medical  so- 
ciety presidents  and  executives. 

Additionally,  TMA  physicians  and 
staff  traveled  to  Washington,  DC,  three 
times  to  visit  Texas  congressmen. 

These  activities  were  augmented  by 
numerous  telephone  calls. 

The  amendment  was  defeated  by 
voice  vote,  but  congressional  sources 


have  indicated  that  had  a recorded  vote 
been  taken,  the  amendment  would 
have  been  defeated  by  an  overwhelm- 
ing margin. 

It  is  believed  that  all  Texas  con- 
gressmen voted  against  the  Rosten- 
kowski amendment. 

During  its  May  meeting,  the  TMA 
House  of  Delegates  commended 
Robert  B.  Crouch,  MD,  a member  of 
the  Council  on  Legislation,  and  Frank 
Jackson  of  the  TMA  Legislative  Divi- 
sion staff,  for  their  exemplary  roles  in 
the  defeat  of  the  amendment. 

The  AMA  Council  on  Legislation  also 
commended  TMA  for  its  efforts. 

At  press  time,  a companion  bill  in  the 
Senate  had  not  come  up  for  a vote. 

Cancer  task  force  supports 
steeper  cigarette  tax 

The  Legislative  Task  Force  on  Cancer 
in  Texas  has  voiced  its  support  of  a 
steeper  state  excise  tax  on  cigarettes, 
and  recommended  that  part  of  the 
funds  collected  be  earmarked  for  a 
Cancer  Conquest  Fund. 

In  previous  action,  the  task  force  took 
a stand  against  a proposal  to  lower  the 
national  excise  tax  on  cigarettes. 

The  Legislative  Task  Force  on  Can- 
cer in  Texas  was  created  in  February 
1984  and  charged  with  designing  strat- 
egy and  developing  recommendations 
for  the  programs  needed  to  dramati- 
cally reduce  the  burden  of  cancer  for 
Texans. 

During  its  May  15  meeting  in  Austin, 
the  executive  committee  of  the  task 
force  drafted  a resolution  that  was  de- 
livered to  Gov  Mark  White,  Lt  Gov  Bill 
Hobby,  and  Speaker  of  the  House  Gib 
Lewis,  as  well  as  the  appropriate  com- 
mittee^) during  the  next  legislative 
session. 

The  resolution  supports  the  recom- 
mendation of  the  governor,  lieutenant 
governor,  and  speaker  that  the  state  in- 
crease the  excise  tax  on  cigarettes  by  a 
minimum  of  5 cents  per  pack,  up  to  23.5 
cents  per  pack. 

It  also  supports  the  officials’  proposal 


that  “one  cent  per  pack,  or  50  cents  per 
1 ,000  cigarettes,  of  the  state  excise  tax 
on  cigarettes  be  dedicated  to  a new 
special  fund  in  the  state  treasury  for  a 
period  of  five  years,  beginning  on  the 
effective  date  of  the  implementing  leg- 
islation and  extending  through  Aug  31 , 
1989.’’ 

It  further  resolves  that  “the  special 
fund  be  entitled  a Cancer  Conquest 
Fund,  and  that  the  purposes  of  this  fund 
be  to  support  specific  cancer  treatment, 
research,  education,  and  prevention 
programs  at  the  local  and  regional  lev- 
els as  recommended  by  the  Legislative 
Task  Force  on  Cancer  in  Texas  and 
authorized  and  funded  by  the  state 
legislature.” 

This  resolution  was  preceded  by  one 
sent  March  15  to  President  Ronald 
Reagan  opposing  reduction  of  the  fed- 
eral excise  tax  on  cigarettes. 

The  task  force  also  addressed  that 
document  to  Vice-president  George 
Bush,  House  Speaker  Thomas  O’Neill, 
Senate  Finance  Committee  Chairman 
Robert  Dole,  House  Ways  and  Means 
Committee  Chairman  Dan  Rosten- 
kowski, and  all  members  of  the  Texas 
congressional  delegation. 

The  task  force  was  responding  to  ac- 
tion by  the  US  House  Ways  and  Means 
Committee  that  called  for  lowering  the 
tax  from  1 6 cents  to  1 2 cents  per  pack. 

The  March  resolution  noted  that  ciga- 
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You’ve  watched  it  go  up...  reaching  for 
the  sky  ...and  now  it’s  almost  here.  The 
magnificent  new  Marriott... truly  a 
luxury  hotel  in  the  heart  of  the  Texas 
Medical  Center. 

Across  from  the  Methodist  Hospital, 
ideally  located  for  doing  business  both  in  the 
Medical  Center  and  Downtown  Houston. 


Convenient  to  the  Astrodome  and  Rice 
University  as  well.  399  beautiful  rooms... 
26  stories  high...  with  the  top  two  floors 
dedicated  to  concierge  service. 

Come  see  how  accommodating  a fine 
hotel  can  be... and  how  convenient.  For 
reservations  or  information  call  your  travel 
agent,  or  call  us  toll  free  (800)  228-9290. 


HOUSTON 


Marriott 

m ^ MEDICAL  CENTER 


6580  Fannin  Street,  Houston,  Texas  77030  • (713)  796-0080 


OPENING  LATE  JULY,  1984 


At  last...  a grand  new  hotel 

in  the  heart 
of  the  Medical  Center. 


26 


TEXAS  MEDICINE 


rette  smoking  has  been  demonstrated 
to  play  a direct  role  in  the  development 
of  cancer  of  the  lung  and  other  sites.  It 
further  stated  that  the  increase  in  the 
federal  excise  tax  on  cigarettes  in  1982 
and  the  corresponding  increase  in  the 
price  of  cigarettes  has  been  shown  to 
have  produced  an  important  decrease 
in  smoking  in  the  United  States. 

Along  with  excise  taxes  on  ciga- 
rettes, the  task  force  has  focused  its 
efforts  increasing  the  effectiveness  of 
school  health  education  on  smoking 
and  the  Statewide  Cancer  Registry. 

The  cancer  registry  was  established 
by  the  66th  Legislature  to  collect  data 
on  newly  diagnosed  cancer  patients. 

The  Task  Force  on  Cancer  in  Texas 
was  formed  in  the  wake  of  the  report, 
“Impact  of  Cancer  in  Texas,”  which  pre- 
dicted that  the  incidence  of  cancer  in 
Texas  will  double  in  the  next  1 6 years. 

Joseph  T.  Painter,  MD,  vice  president 
for  planning  and  extramural  programs 
at  The  University  of  Texas  System  Can- 
cer Center,  is  staff  director  of  the  task 
force. 

James  Dannenbaum,  an  engineering 
executive  from  Houston,  chairs  the  51- 
member  task  force.  Among  the  mem- 
bership are  elected  officials,  repre- 
sentatives of  voluntary  organizations 
concerned  with  cancer,  state  agency 
officials,  and  citizens  from  throughout 
Texas. 

A 15-member  executive  committee 
guides  the  task  force  and  coordinates 
the  work  of  six  subcommittees  set  up  to 
address  regional  issues. 

The  executive  committee  includes 
TMA  members  Joaquin  G.  Cigarroa, 
MD,  Laredo;  Robert  Bernstein,  MD, 
Austin;  Grover  L.  Bynum,  Jr,  MD,  Aus- 
tin; Charles  A.  LeMaistre,  MD, 

Houston;  Charles  B.  Mullins,  MD,  Aus- 
tin, and  Donald  C.  Spencer,  MD,  also  of 
Austin. 

The  task  force  is  to  submit  an  interim 
report  to  the  Legislature  by  September, 
and  a final  report  by  1 986. 


PULSE  volunteers  promote 
TMA  legislative  goals 

As  part  of  a plan  to  improve  TMA  politi- 
cal and  legislative  effectiveness,  the 
Council  on  Legislation  has  renamed 
the  physician  key  contact  program 
“PULSE,”  and  published  a recruitment 
brochure. 

PULSE  educates  physician  and  TMA 
Auxiliary  volunteers  on  the  state  and 
federal  legislative  processes,  current 
legislation  relating  to  medicine  and 
health,  and  positions  taken  by  TMA. 

PULSE  volunteers  meet  with  and 
telephone  legislators  to  make  their 
opinions  known  on  health-related  bills 
as  they  are  debated  in  the  public  arena. 

The  Council  on  Legislation  antici- 
pates that  during  the  69th  Texas  Legis- 
lature in  1985,  TMA  will  monitor  issues 
related  to  the  Medical  Practice  Act,  al- 
lied health,  nursing,  mental  health,  pub- 
lic health,  and  health  facilities. 

They  also  expect  discussion  of  pro- 
fessional liability,  medical  care  finance, 
drugs  and  alcohol,  and  lobby  election 
and  campaign  laws. 

TMA’s  Legislative  Affairs  Division  is 
distributing  recruitment  brochures  to 
major  metropolitan  county  medical  so- 
cieties through  their  active  committees. 


After  the  November  general  elections, 
recruitment  efforts  will  be  broadened  to 
include  a general  membership  mailing. 

For  further  information  on  PULSE, 
contact  the  Texas  Medical  Association, 
Council  on  Legislation,  1801  N Lamar 
Blvd,  Austin,  TX  78701. 

Centerville  physician  elected 
to  Texas  House 

In  1976  Centerville,  Tex,  got  its  first 
physician  in  years.  Since  that  time,  the 
number  of  physicians  has  doubled  in 
this  small  town  on  the  edge  of  the  East 
Texas  Piney  Woods.  But  the  most  re- 
cent, Mike  McKinney,  MD,  has  served 
as  mayor,  city  councilman,  rancher, 
businessman,  and  president  of  the 
Chamber  of  Commerce,  Lions  Club, 
and  Jaycees  in  his  first  eight  years  as  a 
Centerville  resident.  In  March  1984,  in 
a special  called  election,  the  citizens  of 
Texas  House  District  15  elected  Dr 
McKinney  to  represent  their  five-county 
area. 

The  representative  is  a graduate  of 
The  University  of  Texas  Medical  Branch 
in  Galveston.  A general  practitioner,  he 
sees  50  to  70  patients  daily  in  his  pri- 
vate medical  practice,  and  believes  that 
his  experiences  with  patients  and  with 


Alfred  Gilchrist,  TMA  staff;  Gib  Lewis,  Fort  Worth, 
speaker  of  the  Texas  House  of  Representatives; 
Mrs  Mike  McKinney;  Rep  Mike  McKinney,  MD, 


Centerville;  and  Greg  Hooser,  TMA  staff,  gather 
at  the  Capitol.  Dr  McKinney  was  sworn  in  as  a 
member  of  the  Texas  House  of  Representatives. 
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civic  activities  give  him  a broad  under- 
standing of  the  issues  facing  medicine. 

Dr  McKinney  says  that  the  last  rec- 
ords he  has  been  able  to  find  indicating 
that  a physician  served  in  the  Texas 
Legislature  go  back  to  the  1 930s. 

"There  is  a real  need  for  physicians 
across  Texas  to  get  more  involved  with 
government  and  its  role  in  our  profes- 
sions and  in  the  lives  of  our  patients,” 

Dr  McKinney  said. 

NEWSMAKERS 

RALPH  D.  FEIGIN,  MD,  professor  and 
chairman  of  pediatrics  at  Baylor  Col- 
lege of  Medicine,  has  been  named  a 
Piper  Professor  of  1 984  by  the  Minnie 
Stevens  Piper  Foundation  of  San  An- 
tonio. A private  organization,  the  Piper 
Foundation  supports  scientific  research 
and  education  in  Texas.  Dr  Feigin, 
physician-in-chief  at  Texas  Children’s 
Hospital,  is  studying  the  prevention  and 
rapid  diagnosis  of  bacterial  meningitis 
and  the  effects  of  new  antibiotics. 

WILLIAM  C.  CONNER  has  been  hon- 
ored by  the  Texas  Ophthalmological 
Association  during  the  association’s 
annual  meeting  in  May.  A co-founder  of 
Alcon  Laboratories,  Mr  Conner,  along 
with  his  partner,  Robert  Alexander,  pro- 
vided instruments  to  perform  cataract 
and  other  types  of  eye  surgery,  eye 
drapes  for  surgery,  a glaucoma  line  of 


products,  irrigating  solutions,  and  con- 
tact lens  products.  He  has  served  as 
president  of  the  State  Commission  for 
the  Blind,  and  has  received  the  1981 
"People  of  Vision”  award  of  the  Texas 
Society  for  the  Prevention  of  Blindness 
and  the  1983  Distinguished  Public  Ser- 
vice Award  of  the  American  Academy 
of  Ophthalmology. 

LOUIS  A.  FAILLACE,  MD,  became  act- 
ing dean  of  The  University  of  Texas 
Medical  School  at  Houston  on  May  1 , 
following  the  resignation  of  ERNST 
KNOBIL,  MD.  Dr  Faillace  has  served  as 
chairman  of  the  psychiatry  department 
since  the  medical  school  started  14 
years  ago.  He  had  been  named  execu- 
tive director  for  medical  services  at  the 
medical  school  in  April. 

JOHN  F.  WILLIAMS,  JR,  MD,  Gal- 
veston, is  the  new  president  of  the 
American  College  of  Cardiology.  Dr  Wil- 
liams is  the  H.H.  Weinert  Professor  of 
Medicine  of  the  department  of  internal 
medicine,  University  of  Texas  Medical 
Branch  at  Galveston.  Other  Texas 
physicians  elected  to  offices  include 

K.  LANCE  GOULD,  MD,  and  WILLIAM 

L.  WINTERS,  JR,  MD,  both  of  Houston, 
as  trustees  of  the  college. 

JUDITH  CRAVEN,  MD,  of  The  Univer- 
sity of  Texas  School  of  Allied  Health 
Sciences  at  Houston,  was  given  the 
Regional  Health  Administrators  Award 


in  Dallas.  She  was  cited  for  her  out- 
standing contributions  as  the  director  of 
the  City  of  Houston  Health  Department 
during  1980-1982. 

DONALD  WAYNE  SELDIN,  MD, 

Dallas,  has  been  named  to  the  National 
Advisory  Research  Resources  Council 
of  the  National  Institutes  of  Health 
(NIH).  Dr  Seldin,  chairman  of  the  de- 
partment of  internal  medicine  at  South- 
western Medical  School,  is  a past  presi- 
dent of  the  American  Society  for  Clini- 
cal Investigation,  the  American  Society 
of  Nephrology,  and  the  Association  of 
American  Physicians.  He  is  president- 
elect of  the  International  Society  of 
Nephrology. 

PETE  C.  PALASOTA,  MD,  an  Abilene 
psychiatrist,  has  been  elected  Area  V 
Trustee  of  the  American  Psychiatric 
Association  to  represent  the  1 6 south- 
ern states  on  the  association’s  board  of 
trustees.  Dr  Palasota  is  a past  chair- 
man of  the  TMA  Committee  on  Mental 
Health  and  Mental  Retardation. 

JOHN  P.  MCGOVERN,  MD,  Houston, 
has  received  an  honorary  degree  from 
Florida  State  University  and  an  hon- 
orary doctorate  of  laws  degree  from 
Lamar  University.  Dr  McGovern  is  di- 
rector of  the  McGovern  Allergy  Clinic, 
president  of  the  John  P.  McGovern 
Foundation,  and  chairman  of  the  Texas 
Allergy  Research  Foundation. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members’  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  5/31/84  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

5/31/83 

Date  of  Investment 

5/31/81 

5/31/79 

Equity  Funds 

T.  Rowe  Price  Growth  Stock  Fund 

$ 8,383 

$ 9,820 

$13,913 

Income  Funds 

T Rowe  Price  New  Income  Fund 

$10,586 

$14,776 

$15,813 

Current  yields  on  interest  bearing  options. 


T.  Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  6/8/84  1 0% 
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Take  one  last  look* 

You  may  never  have  to  pick  up  a phone  again. 


Introducing  the  Matrix  4/16  system  for  busy 
professional  offices.  It’s  the  latest  innovation  from 
Southwestern  Bell  Telecom:  A professional  communication 
system  you  barely  have  to  touch  to  use. 

Speakerphone.  The  Matrix 
4/16  Executive  Set  comes  with  a 
built-in  speaker  and  microphone.  To 
talk,  you  just  push  a button.  Don’t 
pick  up  the  handset.  Don’t  stretch  the 
cord  and  drag  the  phone  off  the  desk. 

Just  talk. 

One-touch  dialing.  Matrix  4/16 
remembers  phone  numbers.  So  to  make 
a call,  just  touch  a button.  Busy  signal? 

Touch  auto-redial  to  try  again. 


Southwestern  Bell  Telecom  is  a wholly  owned  subsidiary  of 
Southwestern  Bell  Corporation. 


Matrix  4/16 
Executive  Set. 


It  grows  with  your  business,  too.  By  expanding  from 
4 to  16  phones.  Other  features  include  toll-call  control. 
Conferencing.  Call  forwarding.  Clock  and 
stopwatch  display.  And  more. 

Learn  how  much  more.  Call  Southwestern 
Bell  Telecom,  today.  It  may  be  the  last  time 
you’ll  ever  pick  up  your  phone. 

CALL  1-800-DIAL-SWB 
(1-800-342-5792) 


Southwestern  Bell 
Telecom 


NEW  IDEAS  FROM  THE  PEOPLE  WHO  STARTED  IT  ALL. 
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THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving. ” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . . 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 


Dallas  (214)  630-1831  Fort  Worth  (817)  870-2226  San  Antonio  (512)  691-0631 
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SOUTHWEST  PROFESSIONAL  PLAZA 


• Rapid  growth  in  South  San 
Antonio  . . . 

• Expanding  need  for  medical  and 
dental  services  . . . 

• Expansion  of  Southwest 
General  Hospital . . . 

. . . are  three  reasons  for  overwhelming 
interest  in  the  Southwest  Professional 
Plaza  Buildings.  This  response  has  led 
to  the  simultaneous  development  of 
Phase  I and  Phase  II 
The  Southwest  Professional  Plaza  is 
located  on  Bari ite  Boulevard  and 
composed  of  ten  medical  office  buildings 
located  adjacent  to  Southwest  General 
Hospital  The  Buildings  are  physically 
connected  by  covered  walkways  and  the 
complex  surrounds  a central  courtyard 
Ample,  convenient  parking  is  provided 
allowing  easy  access  to  physicians 
offices.  The  Plaza  buildings  are  owned 
by  a Texas  General  Partnership  composed 
of  the  doctors  who  occupy  the  building 


A FLEXIBLE  OCCUPANCY  DATE  is 

possible  since  Phase  I,  under  construction 
now,  is  scheduled  for  completion  in  Fall 
1984,  while  Phase  II  will  be  complete  in 
Spring/Summer  1985  This  staged 
completion  will  be  of  interest  to  physicians 
locked  into  existing  lease  commitments 
Since  Phases  I and  II  will  house 
approximately  35  physicians,  the 
proximity  to  referring  colleagues  will 
enhance  patient  referrals  The  adjacency 
to  the  hospital  will  substantially  reduce 
travel  time,  improve  response  time  to 
hospitalized  patients,  and  generally 
result  in  better  patient  services 


Southwest  Professional  Plaza 
Associates  invite  other  doctors  to 
investigate  the  many  benefits  of 
occupancy  Tenant  participation  in 
ownership  provides  a sound  investment 
opportunity  for  practitioners  However, 
leasing  is  also  an  option 

Phase  I,  a complex  of  22,000  square 
feet,  is  90%  leased  with  one  medical  suite 
and  one  retail  space  available  for  leasing 
Phase  II.  currently  under  development, 
will  provide  an  additional  22,000  square 
feet  of  medical  offices  For  more 
information  contact  Alan  Guerin  or  Al 
Seeley  at  494-3066 


MEDICAL  BUILDING  CORPORATION,  whose  offices  are  located  in  Dallas, 
Texas,  has  gained  national  recognition  for  their  dedication  to  quality  in  design 
and  building  construction  with  each  of  their  facilities  They  take  great  pride  in 
developing  a highly  sophisticated  facility  conducive  to  creating  an  efficient  work 
environment  necessary  to  the  medical  community 


— 

Medical  Building  Corporation  constructs  medical  facilities  that  meet  your  medical 
requirements  while  you  enjoy  the  benefits  of  ownership. 

MEDICAL  BUILDING  CORPORATION 

4849  Greenville  Avenue,  Suite  1400  Dallas,  Texas  75206  2 1 4/361  -2335 

Contact:  Al  Seeley  or  Pat  Clickener 
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Army  Medical 

Department 

Opportunities 


The  Army  Medical  Corps  offers  virtually  unlimited 
opportunities  to  learn,  teach,  investigate,  practice  and 
direct.  For  physicians  who  want  more  in  their  health 
care  career  than  a predictable  daily  routine,  the  Army 
Medical  Corps  has  a lot  to  offer. 

There  are  challenging  professional  opportunities  in 
patient  care,  preventive  medicine,  research,  adminis- 
tration and  education.  A variety  of  excellent  educa- 
tional programs  exist. 

The  chance  to  travel  to  various  parts  of  the  United 
States,  including  Alaska  and  Hawaii,  or  even  overseas, 
in  Europe,  Panama,  Korea  or  Japan  is  always  a pos- 
sibility. 

As  a member  of  the  Army  Medical  Corps,  you 
become  a part  of  the  largest  comprehensive  systems 
of  health  care  in  the  United  States. 

Numerous  medical  facilities  exist  in  most  states, 
ranging  from  clinics  and  hospitals  to  world-renown 
medical  centers. 

For  more  information,  call: 

Captain  Terry  L.  Owens 
Captain  Michael  J.  Feeley 
United  States  Army  Medical  Department 
512-225-4465 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location.' 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 
ordered.” 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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DAWN  . . . overlooking  the  ocean  from  your  balcony  at  La  Concha  a dream 
that  is  reality  today.  Located  on  1,100  acres  of  Mustang  Island  across  the  bay  of 
Corpus  Christi.  La  Concha  is  the  only  master  planned  beach  club  and  resort  on 
the  coast  of  Texas.  Let  La  Concha  dawn  on  you.  Prices  start  at  §100,000. 

To  be  able  to  option  a home  starting  at  $100,000  for  $10,000  and  have  the 
use  of  it  while  you  decide  is  The  Ultimate  Option ,™  Ask  us  about  it  — we 
think  you  will  agree. 

For  more  information  call  1*800-242-3375  or  512-749*4155  or  write  Bennett  and 
Associates,  The  600  Building,  Suite  1202,  Corpus  Christi,  Texas  78473. 


Resort  To 


Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic®  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 


Wyeth  Laboratories 

Philadelphia  Pa  19101 


L AA 


See  important  information  on  next  page. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)  e Wyeth 


An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic 

(meprobamate  with  aspirin)  e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS 

Adjunct  in  short-term  treatment  ol  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use,  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 

MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g carisoprodol. 
mebutamate,  or  carbromal 

WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
m patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombinemia,  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of,  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and,  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation, symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxtde.  and 
diazepam)  during  first  trimester  of  preg- 
nancy, has  been  suggested  In  several  stud- 
ies Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental  barrier 
It  Is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactatlng  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  cnildren  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol. and  cross-sensitivity  between  mepro- 
bamate/mebutamate  and  meprobamate 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis, stomatitis,  and  proctitis  Stevens- Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ‘ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalmization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED 

Scored  tablets,  bottles  of  100,  Redipak®  strip 
pack  25  s.  Redipak®  unit  dose  100's,  individ- 
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WHAT’S  NEW 


What’s  new:  an  evaluation  of  prompt  debridement  of 
thermal  burn  injuries 

Valentin  Gracia,  MD 

There  has  been  substantial  progress  in  the  management  of 
severe  thermal  burns  in  the  years  since  Michael  L.  Mason  (1 ) 
urged  his  colleagues  to  apply  surgical  principles  to  the  treat- 
ment of  burns  and  William  Stewart  Halsted  demonstrated 
that  "clean”  tissue  can  tolerate  bacteria  while  devitalized 
tissue  provides  a culture  medium  for  infection  (2). 

Despite  improvements  in  management  of  burns,  infection 
continues  to  be  the  most  common  cause  of  death  among 
burn  victims  (3).  Several  authors  in  recent  years  have  be- 
come interested  in  developing  techniques  to  remove  dead 
tissue  shortly  after  injury  (4-11).  In  an  attempt  to  prevent  the 
process  that  begins  with  stasis  and  leads  to  ischemia  and 
necrosis,  we  debride  burn  injuries  within  six  hours  of  their 
occurrence. 

Methods 

Most  of  the  patients  we  have  treated  by  this  method,  more 
than  700  since  1962,  had  suffered  flash  burns  or  burn  injuries 
that  occurred  when  their  clothing  caught  fire;  a small  percent- 
age of  the  injuries  resulted  from  scalding,  electrical  flashes, 
or  explosions.  The  amount  of  body  surface  burned  in  each 
patient  ranged  from  1 % to  95%,  but  most  patients  were  in  the 
1 % to  30%  category. 

Upon  hospitalization,  the  patient  with  severe  thermal  burns 
receives  supportive  care  and  intravenous  fluids  to  restore 
blood  volume.  While  the  patient  is  under  general  anesthesia, 
we  wash  the  burn  surface  with  soap  (Betadine)  and  abrade 
the  burn  area  with  an  Iverson  Dermabrader  until  generalized 
punctate  capillary  bleeding  is  visible,  indicating  that  a layer  of 
living  tissue  in  the  dermis  has  been  reached  and  that  loss  of 
living  tissue  is  negligible.  The  dermabrasion  creates  a clean 
surgical  wound  and  uncovers  areas  of  full-thickness  skin 
burns  and  deep  dermal  burns,  well-demarcated  areas  that 
are  pearly  white,  hard,  and  avascular. 

Dermabrasion  of  the  third-degree  burn  eschar  removes 
loose  tissue  which  would  clog  the  electric  or  air-driven  der- 
matome or  otherwise  hamper  smooth,  even  cutting.  Then  we 
excise  the  third-degree  wounds  with  the  Brown  dermatome 
which  is  set  to  remove  about  0.36  mm  (0.014  inch)  in  thick- 
ness. Some  deep  dermal  burns  can  be  adequately  debrided 
with  one  pass  of  the  dermatome,  but  full-thickness  burns 
require  continued  incremental  removal  of  tissue.  In  some  in- 
stances we  debride  the  deepest  level  of  dermis,  but  we  do 
not  remove  subcutaneous  tissue  because  cutting  at  that  level 
would  cause  profuse  bleeding  from  venules  and  arterioles. 
The  Goulian  dermatome  facilitates  debridement  of  the  face 
and  hands. 

Valentin  Gracia,  MD,  PO  Box  2476,  Fort  Worth,  TX  761 1 3 


When  debridement  has  been  completed,  we  dress  the 
wounds  with  sterile  gauze  impregnated  with  nitrofurazone 
(Furacin).  Dressings  are  changed  in  the  operating  room  as 
needed,  beginning  three  days  after  debridement.  Partial- 
thickness burns  are  allowed  to  heal  spontaneously,  but  full- 
thickness burns  receive  repeated  debridement  and  grafting. 
We  meticulously  debride  necrotic  tissue  while  avoiding  sacri- 
fice of  epidermal  appendages  (sweat  glands,  hair  follicles, 
and  oil  glands)  and  subcutaneous  tissue.  Electric  cautery  is 
used  to  minimize  bleeding.  Full-thickness  burns  are  grafted 
when  a viable  bed  has  been  reached,  but  we  do  not  rec- 
ommend autografting  for  partial-thickness  burns  following 
debridement  because  the  wound  contains  living  epidermal 
appendages  and  usually  heals  on  its  own.  Skin  grafting  of 
third-degree  burns  immediately  after  debridement  results  in  a 
high  rate  of  skin  graft  failure  because  fragments  of  de- 
vitalized tissue  remain  in  the  wound. 

The  use  of  homografts  is  acceptable,  but  leaving  the 
tissues  ungrafted  does  not  condemn  them  to  necrosis  as 
some  authors  have  believed.  The  necessity  of  biological 
dressings  to  protect  the  epithelium  is  debatable,  but  we  be- 
lieve that  nonadherent  surgical  dressings,  such  as  rayon  or 
polyester  gauze,  are  adequate  substitutes. 

Discussion 

We  attribute  fewer  infections,  less  destruction  of  epidermal 
appendages,  and  less  skin  grafting  to  the  prompt  removal  of 
nonviable  tissue.  Furthermore,  we  believe  that  wounds  de- 
brided soon  after  injury  heal  more  quickly  than  those  not 
debrided  within  six  hours.  Patients  treated  by  this  method 
have  required  less  fluid  replacement,  have  had  less  edema, 
and  enjoyed  a less  complicated  clinical  course  than  patients 
treated  by  more  traditional  methods. 

Of  703  patients  we  have  treated  by  prompt  debridement, 
483  who  were  burned  on  less  than  30%  of  their  body  surface 
survived  their  injuries.  Among  1 73  patients  with  burns  on 
30%  to  50%  of  the  body,  there  were  five  deaths;  there  were 
four  deaths  among  37  patients  with  burns  on  50%  to  75%  of 
the  body.  Ten  patients  who  were  burned  on  80%  of  their  body 
surface  and  who  were  treated  initially  by  this  technique  lived 
from  one  to  four  weeks  and  died  of  pulmonary  complications, 
stress  ulcers,  or  other  complications.  Therefore,  until  enough 
experience  is  gained,  we  recommend  this  method  only  for 
patients  with  burns  on  less  than  50%  of  their  body  surface. 

By  debriding  burned  tissue  within  six  hours,  we  attempt  to 
prevent  stasis  and  subsequent  ischemia  and  necrosis.  Stasis 
is  directly  related  to  time  and  temperature  ( 1 2)  and  in  most 
cases  occurs  within  six  hours  of  injury.  This  point  is  of  utmost 
importance,  because  stasis  is  irreversible  and  the  area  will 
die  if  it  is  not  debrided  soon  enough.  Furthermore,  removal  of 
necrotic  tissue  inevitably  sacrifices  epidermal  elements,  con- 
verting a second-degree  burn  injury  into  third-degree  injury. 
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Also,  early  debridement  decompresses  the  injury;  in  circum- 
ferential burns  it  can  eliminate  the  need  for  fasciotomies(1 3). 

Because  abrasion  of  the  skin  surface,  even  of  a few  layers 
of  the  stratum  corneum,  is  a powerful  mitotic  stimulant  of  the 
malpighian  layer,  tissue  regeneration  begins  at  the  epidermal 
appendages  immediately  after  dermabrasion  has  been  per- 
formed. These  factors  reduce  skin  grafting  to  a minimum. 

Split-graft  areas  provide  a useful  model  for  the  study  of 
superficial  burns.  The  average  donor  area  heals  in  eight 
to  ten  days.  The  same  is  probably  true  for  burns  of  similar 
depth,  if  infection  and  stasis  can  be  prevented.  Infected  do- 
nor areas,  however,  may  result  in  full-thickness  skin  injury 
which,  of  course,  is  the  fate  of  infected  second-degree  burns. 

Conclusion 

The  best  results  with  this  method  have  been  in  the  care  of 
patients  with  burn  injuries  on  less  than  half  of  their  body.  The 
technique  should  not  be  mistaken  for  the  well-known  meth- 
ods of  radical  excision  of  burn  down  to  the  fat  or  fascia  level. 
By  limiting  our  resection  with  the  dermatome  to  more  super- 
ficial levels,  we  can  limit  bleeding  and  spare  tissue  while 
exposing  a better  base  for  skin  grafting.  Tangential  excision 
of  the  burn  eschar  and  skin  grafting  three  to  five  days  after 
burning  occurs  is  a valuable  method  of  early  burn  debride- 
ment but  fundamentally  different  from  the  technique 
described  in  this  article.  Although  we  have  not  conducted 
controlled  studies  to  substantiate  our  observations,  we  be- 
lieve prompt  debridement  of  thermal  burns  is  beneficial  and 
warrants  additional  evaluation. 
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Solve  a simple  mathematical 
* problem.  Assume  that  X in  the  above 

equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 


What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 


Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

PO.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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LOOKING  FOR  A HOME? 


Orthopedic  Surgery,  OB/GYN,  internal  Medicine,  Urol- 
ogy Physicians— Tell  your  spouse  about  Cleburne,  Tx, 
which  is  close  to  Fort  worth  (30  min.)  and  Dallas 
(1  hr.).  Cleburne  Is  a family  and  recreation  oriented 
community  with  an  excellent  school  system.  Enjoy 
the  benefits  of  small  town  (Pop.  20,000)  living  while 
being  close  to  the  metroplex. 

Our  expanding  medical  practice  is  in  a four  year 
old,  25,000  sq.  ft.  building  with  modern  Radiology,  Lab- 
oratory, Physiotherapy  and  other  ancillary  services. 

want  TO  KNOW  MORE?  Contact . . . 

William  M.  Edsel,  Administrator 
Kimbro  Medical  Center 
P.0.  Box  157 
Cleburne,  Texas  76031 
(817)  645-4355/Metro  477-3184 
Ft.  Worth  295-2021 


FOR  LEASE : 

SHOAL  CREEK 
PROFESSIONAL  CENTER 
AUSTIN,  TEXAS 

900-3000  Square  Feet 
Medical  office  space  available  imme- 
diately in  one  of  Austin’s  most  pres- 
tigious and  centrally  located  medical 
and  dental  facilities. 


MARTINE  PROPERTIES,  INC. 
The  Executive  Office  Building 
411  West  13th,  Suite  1100 
Austin,  Texas  78701 
512  476-7028 
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CANCER UPDATE 


Bone  marrow  transplantation  in  malignant  diseases  and 
aplastic  anemia 

Axel  R.  Zander,  MD;  Karel  A.  Dicke,  MD 

Bone  marrow  contains  stem  cells  capable  of  repopulating  the 
hemopoietic  and  lymphopoietic  system.  These  stem  cells 
can  be  transferred  from  a donor  to  a patient  by  intravenous 
infusion  to  restore  bone  marrow  functions  after  aggressive, 
otherwise  lethal,  treatment.  Under  certain  conditions  the  pa- 
tient himself  can  serve  as  bone  marrow  donor  (autologous 
transplant)  or  a matched  relative,  usually  a sibling  (allogeneic 
transplant).  The  rare  situations  where  identical  twins  are 
available  as  donors  (syngeneic  transplant)  have  established 
this  transplantation  situation  as  a model  for  autologous  and 
allogeneic  bone  marrow  transplantation. 

Allogeneic  transplantation 

Allogeneic  bone  marrow  transplantation  has  been  developed 
over  the  past  ten  years  as  preferred  treatment  for  selected 
patients  with  lymphohemopoietic  malignant  disorders  (1  -6). 
At  the  present  time,  marrow  transplantation  is  almost  com- 
pletely limited  to  patients  who  have  an  HLA  identical  donor. 
The  likelihood  that  any  one  sibling  matches  is  1 :4.  The  aver- 
age patient  who  has  more  than  one  sibling  has  a likelihood  of 
about  35%  to  have  a matched  donor.  Initial  experience  with 
HLA-matched  unrelated  donors  for  leukemia  in  remission 
and  lethal  congenital  immune  deficiency  syndrome  are  en- 
couraging; however,  the  logistic  system  to  screen  for  poten- 
tial matched  unrelated  donors  is  still  being  developed.  It 
is  conceivable  that  bone  marrow  transplantation  from  a 
matched  unrelated  donor  will  become  a significant  addition  to 
matched  sibling  transplantation.  The  difficulty  in  finding  a 
matched  donor  for  allogeneic  bone  marrow  transplantation  is 
a major  limitation,  but  patient  age  and  complications  related 
to  unrecognized  immune  differences  between  donor  and  re- 
cipient are  also  limiting  factors.  Foremost  among  these  un- 
recognized differences  are  acute  and  chronic  graft-versus- 
host  disease,  interstitial  pneumonia,  and  rejection  of  the  graft 
(7-9). 

The  matching  of  donor  and  patient 

The  success  of  a bone  marrow  transplant  highly  correlates 
with  the  degree  of  compatibility  between  donor  and  patient. 
Histocompatibility  antigens,  expressed  on  all  tissues,  are 
most  easily  accessible  on  peripheral  blood  lymphocytes  and 
therefore  are  called  human  leukocyte  antigens,  or  HLA.  The 
HLA  typing  is  conducted  by  using  a panel  of  sera  with  de- 
fined specificity.  Lymphocytes  are  incubated  with  sera  and 
complement  to  complete  the  destruction  of  specifically  react- 

Axel  R.  Zander,  MD;  Karel  A.  Dicke,  MD,  Department  of  Hematology,  Division 
of  Medicine,  M.D.  Anderson  Hospital  and  Tumor  Institute,  Texas  Medical  Cen- 
ter, Houston,  TX  77030. 
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ing  cells.  The  HLA  typing  can  be  completed  within  24  hours. 

An  additional  test  to  establish  donor  and  patient  com- 
patibility is  the  mixed  leukocyte  culture  (MLC)  in  which  cells 
of  the  patient  and  the  donor  are  co-incubated.  Lymphocytes 
reacting  to  antigens  that  are  not  shared  will  respond  by  un- 
dergoing lymphoblastic  transformation,  which  then  can  be 
measured  by  incorporation  of  tritiated  thymidine.  This  test 
takes  between  five  and  seven  days.  In  general,  for  a suc- 
cessful bone  marrow  transplant,  identification  by  HLA  typing 
and  MLC  is  required. 

Preparation  of  the  patient  for  transplantation 

The  treatment  given  prior  to  the  bone  marrow  transplant  de- 
pends on  the  clinical  indication  for  this  procedure.  To  make 
an  allogeneic  bone  marrow  transplant  take,  immunosuppres- 
sion is  required.  Patients  with  aplastic  anemia  will  receive 
immunosuppressive  treatment  consisting  of  cyclophospha- 
mide alone  or  in  combination  with  total  lymphoid  irradiation. 
The  purpose  of  bone  marrow  transplantation  in  leukemia  is  to 
eradicate  all  leukemic  cells.  Traditionally  a combination  of 
chemotherapy  and  total  body  irradiation  (TBI)  has  been  ad- 
ministered. Combined  cyclophosphamide-TBI  therapy  has 
been  widely  used  (1  -3).  At  M.D.  Anderson  Hospital,  we  have 
developed  an  alternate  program  consisting  of  piperazine- 
dione  and  fractionated  total  body  irradiation  (10-12). 

Concern  about  potential  late  damages  of  total  body  irradia- 
tion has  stimulated  us  to  investigate  high-dose  combination 
chemotherapy  without  TBI  regimens,  such  as  the  combina- 
tion of  cyclophosphamide,  BCNU,  and  VP-1 6 in  second  re- 
mission (13).  Depending  on  the  outcome  of  this  study,  this 
program  might  be  used  to  treat  patients  in  first  remission. 

Transplant  procedure 

Bone  marrow  is  aspirated  from  the  donor  under  general 
anesthesia  through  multiple  punctures  of  the  iliac  crest  and 
the  body  of  the  iliac  bones.  Between  1 0 and  20  billion  nucle- 
ated bone  marrow  cells  are  collected  from  the  average  adult 
donor.  Since  the  bone  marrow  is  mixed  with  blood  cells, 
blood  transfusions  are  usually  given  during  the  procedure  to 
compensate  for  the  loss  of  red  cells.  The  bone  marrow  is 
subsequently  processed  in  the  laboratory  to  remove  bone 
spicules  and  red  cells.  The  bone  marrow  cells  containing 
stem  cells  are  then  infused  intravenously  into  the  patient 
after  he  has  completed  his  conditioning  regimen.  The  bone 
marrow  stem  cells  will  seed  in  the  marrow  spaces  and  initiate 
blood  cell  production  within  two  to  three  weeks  after  trans- 
plantation. Five  weeks  after  transplantation  the  white  blood 
cell  and  platelet  counts  are  high  enough  to  protect  the  patient 
from  infections  and  from  bleeding. 

At  M.D.  Anderson  Hospital,  we  are  using  a protective  en- 
vironment with  laminar  airflow  rooms,  prophylactic  anti- 
biotics, and  sterile  food  to  protect  the  patient  as  much  as 
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possible,  thereby  decreasing  his  or  her  chance  of  suffering 
severe  infection  (12,14). 

Complications  of  allogeneic  bone  marrow 
transplantation 

Acute  graft-versus-host  disease  (GVHD)  is  an  immune  reac- 
tion of  donor  T-lymphocytes  against  the  patient’s  tissue, 
particularly  against  skin,  liver,  and  gut.  This  reaction  results 
in  skin  rash,  jaundice,  and  severe  diarrhea  (7).  Acute  GVHD 
is  frequently  complicated  by  severe  immunosuppression  and 
infections,  particularly  interstitial  pneumonias.  The  occur- 
rence of  acute  graft-versus-host  disease  is  high  (50%  to 
70%)  despite  the  selection  of  HLA-matched  sibling  donors. 
Chronic  graft-versus-host  disease  occurs  three  months  to 
two  years  after  transplantation  and  has  manifestations  simi- 
lar to  autoimmune  diseases  (8).  It  presents  with  lichen  planus 
or  scleroderma-like  skin  lesions,  destruction  of  the  salivary 
and  lacrimal  glands,  chronic  hepatitis,  and  mucosal  involve- 
ment of  the  whole  gastrointestinal  tract.  It  is  associated  with 
severe  depression  of  the  immune  system  and  frequently  fol- 
lowed by  infections.  The  incidence  of  chronic  graft-versus- 
host  disease  is  about  25%. 

Treatment  and  prevention  of  graft-versus-host  disease 

The  treatment  of  acute  graft-versus-host  disease  involves 
administration  of  corticosteroids,  antithymocyte  globulin, 
and  recently  monoclonal  antibiotics  directed  against  T- 
lymphocytes.  This  treatment  is  still  far  from  satisfactory,  and 
attempts  to  prevent  acute  graft-versus-host  disease  with  pro- 
phylactic administration  of  steroids,  methotrexate,  antithy- 
mocyte globulin,  and  recently  cyclosporin-A  have  not  been 
effective  enough  to  lead  to  significant  improvement  of  sur- 
vival rates. 

Methods  have  been  developed  recently  to  eliminate  con- 
taminating T-lymphocytes  from  marrow  grafts  before  trans- 
plant. We  are  investigating  in  vitro  treatment  of  bone  marrow 
grafts  before  transplant  with  lympholytic  drugs  and  mono- 
clonal antibodies  directed  against  T-lymphocytes.  These 
approaches  hopefully  will  improve  the  outcome  of  allogeneic 
bone  marrow  transplantation  (15,16). 

Clinical  studies 

ACUTE  LEUKEMIA 

The  combination  of  chemotherapy  and  total  body  irradiation 
followed  by  allogeneic  bone  marrow  transplantation  has  led 
to  10%  to  20%  long-term  disease-free  survival  and  potential 
cures  in  patients  where  alternative  chemotherapy  treatment 
would  have  been  predicted  to  fail  (1 ).  This  highly  active  treat- 
ment has  subsequently  been  advanced  as  intensification 
treatment  for  patients  in  remission.  Comparative  trials  be- 
tween transplantation  (12,17,18)  and  chemotherapy  favor 


bone  marrow  transplantation.  However  one  of  the  major 
problems  of  evaluating  this  new  treatment  is  the  necessity 
that  the  patient  has  to  meet  certain  standards  to  be  a candi- 
date for  transplantation  thereby  selecting  favorable  patients 
for  the  transplant  group.  We  therefore  have  initiated  a strictly 
controlled  study  in  which  all  patients  are  undergoing  an  iden- 
tical induction  and  consolidation  treatment.  Patients  who 
have  an  HLA  identical  match  and  are  less  than  40  years  of 
age  will  be  considered  for  allogeneic  bone  marrow  transplant 
in  remission.  Patients  who  do  not  have  a matched  donor  but 
would  fulfill  the  criteria  necessary  for  bone  marrow  trans- 
plantation serve  as  controls.  The  difference  in  disease-free 
survival  in  this  ongoing  study  is  highly  significant.  None  of  the 
ten  transplanted  patients  have  so  far  relapsed  whereas  the 
chemotherapy  group  experiences  continuous  relapses.  The 
impact  on  survival  is  less  dramatic,  since  transplant  com- 
plication, like  acute  and  chronic  GVHD,  still  leads  to  death  in 
one  third  of  patients  (12). 

The  same  transplantation  conditioning  regimen  has  been 
evaluated  in  patients  with  primary  refractory  acute  myelo- 
blastic  and  lymphoblastic  leukemia.  These  patients  never 
achieved  a complete  remission  with  standard  chemotherapy. 
Four  of  ten  patients  are  alive  and  well  from  six  months  to  four 
years  after  transplant. 

CHRONIC  MYELOGENOUS  LEUKEMIA  (CML) 

The  natural  history  of  CML  has  not  changed  significantly  over 
the  past  30  years  with  various  chemotherapeutic  regimens. 
Fefer  et  al  have  shown  that  the  malignant  clone  of  CML  can 
be  ablated  with  high-dose  chemotherapy  and  total  body  irra- 
diation followed  by  bone  marrow  transplantation  from  an 
identical  twin  (19).  This  study  has  led  to  70%  long-term  dis- 
ease-free survival  in  patients  with  CML  in  chronic  phase.  It  is 
conceivable  that  allogeneic  bone  marrow  transplantation 
might  significantly  change  the  natural  history  of  this  disease. 
Studies  are  ongoing  at  our  institution  in  patients  with  CML  in 
chronic  and  accelerated  phase. 

APLASTIC  ANEMIA 

Aplastic  anemia  is  a syndrome  of  bone  marrow  failure  which 
presents  with  low  platelet  and  white  cell  count,  anemia,  and  a 
hypocellular  bone  marrow.  For  this  condition,  allogeneic 
bone  marrow  transplantation  is  a treatment  of  proven  efficacy 
(20,21). 

A cure  rate  of  better  than  70%  can  be  achieved  in  patients 
who  have  not  been  significantly  sensitized  by  blood  transfu- 
sions. The  cure  rate  in  transfused  patients  is  significantly 
lower  (21 ).  The  most  frequent  cause  of  failure  is  bone  mar- 
row rejection,  particularly  when  the  patient  has  been  trans- 
fused with  blood  products  from  the  bone  marrow  donor.  We 
are  therefore  investigating  a more  immunosuppressive  regi- 
men consisting  of  cyclophosphamide  and  total  lymphoid 
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irradiation  which  is  given  in  nine  fractions  of  200  rad.  This 
regimen  has  led  to  rapid  engraftments  in  five  out  of  six 
patients. 

Allogeneic  bone  marrow  transplantation  has  shown  supe- 
rior effectiveness  over  chemotherapy  for  patients  with  acute 
leukemia  in  remission,  relapse,  and  primary  refractory  acute 
leukemia  and  is  the  treatment  of  choice  for  severe  aplastic 
anemia  (Fig  1).  Results  obtained  in  chronic  myelogenous 
leukemia  are  encouraging  enough  to  warrant  comparative 
trials  with  alternative  treatments. 

Allogeneic  bone  marrow  transplantation  following  high- 
dose  cytoreductive  treatment  is  a potentially  curative  option 
for  patients  with  malignancies  other  than  leukemia,  if  auto- 
logous transplant  is  not  an  option.  Candidates  for  this  pro- 
cedure should  be  young  and  of  good  performance  status. 
The  tumor  should  be  sensitive  to  chemotherapy,  but  unlikely 
to  be  cured  with  conventional  treatment.  The  donor  should 
be  HLA  identical.  Allogeneic  transplants  have  been  carried 
out  with  success  in  patients  with  neuroblastoma,  glio- 
blastoma, malignant  lymphoma,  and  multiple  myeloma. 

Autologous  bone  marrow  transplantation 

Encouraged  by  the  improved  cure  rate  following  allogeneic 
bone  marrow  transplant,  we  have  developed  autologous 
bone  marrow  transplantation  for  patients  who  do  not  have 
matched  sibling  donors  (Fig  2).  The  principle  of  this  ap- 
proach is  to  store  the  patient’s  own  bone  marrow  prior  to 
treatment.  Frozen  bone  marrow  can  be  kept  for  several 
years  in  liquid  nitrogen  without  losing  activity. 

Bone  marrow  rescue  is  given  after  intensive,  otherwise  le- 
thal, antitumor  treatment  and  leads  to  full  hemopoietic  re- 
covery within  30  to  60  days. 

Autologous  bone  marrow  transplantation  has  yielded  en- 
couraging results  in  acute  leukemia,  lymphomas,  and  drug- 

1.  Allogeneic  bone  marrow  transplantation  studies  at  the  M.D.  Anderson 
Hospital  Transplant  Center. 

Acute  leukemia 

First  remission  and  second  remission 

Relapse 

Primary  refractory 
Chronic  myelogenous  leukemia 

Chronic  and  accelerated  phase 
Aplastic  anemia 

Selected  lymphomas  and  solid  tumors 


2.  Autologous  bone  marrow  transplantation  studies  at  the  M.D.  Anderson 
Transplant  Center. 

Acute  leukemia 
First  and  second  remissions 
CML — blast  crisis 
Small  cell  carcinoma  of  the  lung 
Malignant  lymphoma 
Hodgkin's  disease 

Selected  other  drug-sensitive  solid  tumors 


sensitive  solid  tumors  (22).  Major  areas  to  be  addressed  to 
make  this  new  treatment  more  successful  are:  improvement 
of  bone  marrow  storage  techniques,  development  of  meth- 
ods for  removal  of  contaminating  tumor  cells  from  the 
collected  bone  marrow,  and  methods  of  enhancing  hemo- 
poietic and  immune  recovery  after  transplantation. 
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Post-mastectomy 
angiosarcoma:  case 
report  and  review  of 
the  literature 

Angiosarcoma  is  an  aggressive  neoplasm  that  develops 
as  a rare  complication  of  severe,  chronic  lymphedema  in 
patients  following  mastectomy.  A case  history  of  a pa- 
tient with  a typical  history  and  clinical  pattern  of  the 
disease  is  presented.  Unfortunately,  delay  in  diagnosis 
resulted  in  recurrent  disease  and  death.  Early  detection 
of  this  disease  may  favorably  affect  survival.  A review  of 
the  literature  is  included. 


Angiosarcoma  is  an  aggressive  neoplasm  that  develops  as  a 
rare  complication  of  severe,  chronic  lymphedema  in  patients 
following  mastectomy.  Because  it  is  a rare  tumor,  the  differ- 
ential diagnosis  of  a second  malignancy  is  frequently  not 
considered.  The  following  case  report  illustrates  this  point. 
The  patient,  with  extensive  disease,  was  seen  by  a number 
of  physicians  prior  to  referral  to  The  University  of  Texas  M.D. 
Anderson  Hospital.  The  diagnosis  of  angiosarcoma  was  not 
considered  by  any  physician  before  referral  to  this  institution. 

Case  report 

A 62-year-old  white  woman  underwent  left  radical  mastec- 
tomy for  adenocarcinoma  in  February  1976.  She  received 
routine  postoperative  radiation  therapy  to  the  chest  wall  and 
peripheral  lymphatics.  Following  surgery,  edema  of  the  left 
arm  began  to  develop.  Physical  examinations  at  regular  in- 
tervals revealed  no  evidence  of  recurrent  breast  cancer. 

In  December  1982,  the  patient  noticed  raised,  bluish  nod- 
ules on  her  arm.  In  January  1 983,  her  physician  consulted 
another  physician  who  recommended  symptomatic  treat- 
ment. One  month  later  she  visited  a third  physician  who 
started  pneumomassage  without  results.  Because  of  in- 
creasing pain  and  swelling  in  the  arm,  she  was  referred  to 
M.D.  Anderson  Hospital  for  further  evaluation  and  treatment. 

On  physical  examination,  she  had  severe  edema  of  the  left 
arm  with  raised,  bluish  nodules  and  areas  of  ulceration  (Fig 
1 ).  The  lesions  also  involved  the  entire  anterior  chest  wall 


across  the  area  of  previous  mastectomy  and  irradiation. 

Multiple  biopsies  from  the  chest  wall  and  left  arm  showed 
angiosarcoma.  Chest  x-ray,  CT  scan  of  chest,  bone  scan, 
and  liver  scan  did  not  reveal  metastases.  A left  forequarter 
amputation  and  resection  of  the  entire  left  anterior  chest  wall 
with  wedge  resections  of  the  left  upper  and  left  lower 
lobes  was  performed  on  April  7,  1983.  Reconstruction  was 
achieved  using  a contralateral  myocutaneous  rectus  abdomi- 
nis flap  superiorly  and  an  omental  flap  supported  by  Marlex 
mesh  and  covered  by  split-thickness  skin  graft  over  the  in- 
ferior half  of  the  defect.  Multiple  specimens  were  sent  for 
frozen  section  at  the  time  of  surgery  to  ensure  that  all  mar- 
gins were  free  of  tumor.  Subsequently,  the  wedge  resections 
of  irradiated,  nonfunctional  lung,  which  had  not  shown  any 
tumor  on  frozen  section,  were  found  to  contain  microscopic 
foci  of  tumor  on  permanent  section.  There  was  no  other  evi- 
dence of  pulmonary  metastases  at  surgery. 

The  patient’s  postoperative  course  was  complicated  by 
respiratory  insufficiency  related  to  severe  chronic  obstructive 
pulmonary  disease  (preoperative  FEV-1  of  0.8L  with  P02  of 
54  mm  Hg  and  PC02  of  52  mm  Hg  on  room  air).  Eventually, 
she  was  successfully  weaned  from  the  ventilator.  Exactly  one 
month  after  surgery,  she  developed  new  areas  of  tumor 
along  her  abdominal  and  left  lateral  chest  walls.  The  lesions 
progressed  rapidly  in  size  and  extent.  The  patient  was  not  felt 
to  be  a candidate  for  radiotherapy,  chemotherapy,  or  further 
surgery  because  of  the  rate  of  disease  progression  and  be- 
cause of  her  underlying  medical  problems. 

Two  months  after  surgery,  the  patient  developed  hemop- 
tysis from  her  left  lower  lobe,  presumably  secondary  to  me- 
tastases in  that  area.  She  died  of  terminal  disease  10  days 
later. 

Discussion 

Post-mastectomy  angiosarcoma  is  a rare  entity  first  recog- 
nized by  Stewart  and  Treves  in  1 948  (1 ).  The  neoplasm 
arises  from  the  endothelium  of  lymphatic  spaces,  and  it  is 
almost  invariably  associated  with  clinically  apparent  edema. 

Our  patient  illustrates  the  typical  history  and  clinical  pat- 
tern of  this  disease.  She  developed  increasing  lymphedema 
in  the  arm  following  mastectomy.  After  the  lymphedema  was 
present  for  six  years,  the  patient  noticed  ecchymotic  areas  in 
the  skin.  These  changes  were  associated  with  complaints  of 
pain  and  increased  swelling  of  the  arm,  a classic  presenta- 
tion of  this  disease.  Nodular,  purple  tumors  subsequently 
developed  and  eventually  became  confluent.  Ulcerated 
areas  developed  within  the  tumors. 
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1.  Characteristic  lesions  of  angiosarcoma  in  left  arm  and  a close  up  view 
illustrating  extension  to  the  left  chest  wall. 


The  arm  is  the  site  of  origin  of  the  tumor  in  most  cases.  The 
lesions  spread  both  proximally  and  distally  and  eventually  ex- 
tend to  the  chest  wall. 

Radiation  may  induce  many  types  of  sarcoma,  but  its  role 
in  the  etiology  of  postmastectomy  angiosarcoma  is  unclear. 
The  tumor  occurs  in  patients  with  lymphedematous  extremi- 
ties without  history  of  radiation  therapy.  Since  radiation  ther- 
apy increases  the  chance  of  lymphedema  developing  after 
mastectomy,  it  may  indirectly  predispose  the  patient  to  the 
tumor. 

Since  the  initial  description  25  years  ago,  more  than  200 
patients  with  postmastectomy  angiosarcoma  have  been  re- 
ported (2).  The  highest  incidence  of  the  tumors  is  in  the 
seventh  decade.  The  prognosis  of  these  patients  is  poor; 

50%  of  patients  die  within  20  months  of  diagnosis. 

Forequarter  amputation  is  the  treatment  of  choice.  In  a se- 
ries of  14  patients  treated  at  M.D.  Anderson  Hospital,  all 
survivors  underwent  this  procedure.  Local  excision  or  irradia- 
tion alone  invariably  failed  to  control  the  neoplasm  (3). 

After  amputation,  patients  are  at  risk  for  both  iocal  recur- 
rence and  distant  metastases,  usually  to  lung  and  bone. 
Long-term  survivors  after  resection  of  recurrent  disease  have 
been  reported  (4). 

Most  recurrences  develop  within  20  months  of  amputation. 
The  value  of  adjuvant  chemotherapy  has  not  been  well  eval- 
uated in  this  tumor. 

Accessibility  of  the  tumor  to  surgical  resection  is  of  critical 
importance  in  determining  curability.  Because  the  tumor 
arises  most  frequently  in  the  arm  and  then  spreads  to  con- 
tiguous areas,  early  diagnosis  may  greatly  affect  survival.  In 
another  series,  long-term  survivors  had  an  average  delay  of 
5.6  weeks  (range  4 to  8 weeks)  between  onset  of  symptoms 
and  amputation.  Nine  patients  who  died  of  their  disease  after 
amputation  had  an  average  delay  in  diagnosis  or  treatment  of 
24  weeks  (range  5 to  48  weeks)  (5).  In  the  case  of  our  pa- 
tient, diagnosis  was  delayed  for  three  months,  and  she  died 
of  progressive  disease  in  spite  of  an  apparently  complete  and 
extremely  radical  surgical  procedure. 

For  this  reason,  the  possibility  of  angiosarcoma  should  be 
considered  in  all  patients  with  post-mastectomy  edema  who 
present  with  complaints  of  increased  pain  or  signs  of  ecchy- 
moses.  These  changes  are  often  attributed  to  trauma,  but 
may  herald  the  onset  of  this  very  aggressive  tumor.  Prompt 
biopsy  and  early  diagnosis  should  increase  survival  among 
these  patients. 
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Clinical  implication 
and  nutritional 
management  of  cardiac 
cachexia 

Two  types  of  cardiac  cachexia  have  been  described, 
classic  and  nosocomial.  Nosocomial  cardiac  cachexia  is 
common  and  may  have  a significantly  adverse  effect  on 
morbidity  and  mortality  rates.  The  association  of  cardiac 
cachexia  and  congestive  heart  failure  (CHF)  has  been 
recognized  for  centuries.  Health  care  personnel  must  be 
aware  of  the  high  incidence  of  cardiac  cachexia  and  sub- 
sequent protein-calorie  malnutrition  in  patients  with 
acute  or  chronic  congestive  heart  failure.  Malnutrition 
can  result  in  reduced  radiographic  total  heart  volume, 
left  ventricular  mass,  and  cardiac  output,  thus  further 
compromising  the  patient  who  has  congestive  heart 
failure. 


In  recent  years,  malnutrition  has  been  recognized  as  a preva- 
lent disorder  among  hospitalized  patients.  A survey  at  Bos- 
ton City  Hospital  showed  that  50%  of  the  general  surgical 
and  44%  of  the  general  medical  patients  had  protein-calorie 
malnutrition  (1,2).  Protein-calorie  malnutrition  results  in  pro- 
gressive loss  of  lean  body  mass  and  fat  stores  and  has  been 
frequently  overlooked  in  patients  with  heart  disease.  Often, 
nutritional  depletion  is  overshadowed  by  more  serious  medi- 
cal problems.  Preexisting  obesity  may  be  mistaken  for  ade- 
quate nutrition.  Heymsfield  et  al  describe  two  types  of  car- 
diac cachexia,  classic  and  nosocomial  (3). 

The  classic  type  has  been  recognized  for  centuries  and 
develops  in  the  patient  with  long-standing  congestive  heart 
failure.  Factors  leading  to  classic  cardiac  cachexia  include 
dietary  factors,  abnormal  metabolism,  and  excessive  loss  of 
nutrients  via  urine  or  feces  or  by  removal  of  body  fluids  (4). 

The  second  type  of  patient  at  risk  for  cardiac  cachexia  is 
the  patient  who  has  undergone  cardiac  surgery,  develops 
complications,  and  is  unable  to  eat  for  an  extended  period. 
Usually  patients  with  nosocomial  cardiac  cachexia  are  well 
nourished  preoperatively  (3). 


Dietary  factors 

Anorexia  is  common  in  all  wasting  diseases.  The  patient  with 
significant  congestive  heart  failure  is  often  dyspneic,  weak, 
and  edematous.  If  these  symptoms  are  pronounced,  the  pa- 
tient may  not  have  the  strength  to  eat.  Voluntary  reduction  of 
food  intake  may  be  a compensatory  mechanism  preventing 
additional  strain  on  the  failing  myocardium  that  a large  meal, 
with  resulting  increase  in  splanchnic  blood  flow,  may  impose 
(4).  In  addition  to  a voluntary  reduction  in  caloric  intake,  fur- 
ther dietary  restrictions  are  frequently  imposed  by  the  physi- 
cian. Sodium-restricted  diets  are  poorly  accepted  by  many 
patients.  Vague  abdominal  pain  and  distention  are  common 
in  congestive  heart  failure  and  lead  to  poor  oral  intake.  The 
stomach  may  be  compressed  by  an  enlarged  congested  liver 
or  by  ascites  (4).  In  congestive  heart  failure,  diminished  hun- 
ger contractions  and  a premature  sensation  of  fullness  are 
common.  Gastrointestinal  hypomotility,  with  delayed  gastric 
emptying,  may  increase  this  sense  of  fullness  (4). 

The  anorexic  patient  is  further  compromised  by  the  intake 
of  prescribed  drugs  such  as  digitalis  and  the  use  of  opiates 
for  control  of  dyspnea  and  apprehension  (4).  Diuretic- 
induced  loss  of  electrolytes  and  of  water-soluble  vitamins 
may  cause  further  weakness. 

Abnormal  metabolism 

In  uncomplicated  starvation,  there  is  a compensatory  in- 
crease in  the  basal  energy  expenditure  and  consequently  in 
the  total  energy  requirement  (5).  Elevation  of  the  basal  meta- 
bolic rate  has  been  observed  and  documented  in  the  patient 
with  congestive  heart  failure.  Even  at  bed  rest,  the  patient 
rarely  achieves  a 'normal''  metabolic  rate  due  to  increased 
metabolic  demands  of  specific  tissues,  elevated  tempera- 
ture, and  a level  of  thyroid  activity  incompatible  with  the 
reduction  of  cardiac  reserve  and  caloric  intake  (4). 

There  is  an  increase  in  basal  oxygen  consumption  by  the 
respiratory  muscles  and  the  myocardium.  Dyspnea  may  be  a 
factor  largely  responsible  for  the  elevated  metabolic  rate.  In- 
creased oxygen  consumption  by  the  respiratory  muscles 
leads  to  an  increase  in  basal  energy  requirements.  The  hy- 
pertrophied myocardium  also  contributes  to  hypermetabo- 
lism by  increased  oxygen  consumption,  yet  overall  efficiency 
of  the  heart  is  diminished  (4).  Cellular  hypoxia  is  of  central 
importance  in  the  pathogenesis  of  cardiac  cachexia  because 
it  initiates  a less  efficient  pattern  of  metabolism.  Subse- 
quently, this  prevents  adaptation  to  the  additional  nutritional 
insults  imposed  by  prolonged  myocardial  insufficiency  (4). 
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Nutrient  losses 

Tissue  hypoxia  and  the  characteristic  “air  hunger”  of  con- 
gestive heart  failure  potentiate  two  important  factors  con- 
tributing to  cardiac  cachexia — anorexia  and  malabsorption. 
Proteinuria  is  a well-recognized  and  frequent  finding  in  pa- 
tients with  congestive  heart  failure.  Excessive  urinary  protein 
excretion  has  been  suggested  as  a factor  contributing  to  al- 
bumin depletion.  With  poor  cardiac  perfusion  and  the  subse- 
quent nephrotic-like  syndrome,  renal  protein  losses  repre- 
sent a major  drain  on  body  stores  and  lead  to  malnutrition. 

Splanchnic,  hepatic,  and  pancreatic  hypoxia  are  thought  in 
part  to  cause  nitrogen  and  fat  malabsorption  by  depressing 
the  active  transport  of  nutrients  across  the  intestinal  mem- 
brane and  by  reducing  synthesis  of  pancreatic  enzymes  and 
hepatic  bile  salts  (3). 

The  combined  malabsorption  of  protein  and  loss  of  protein 
in  the  urine  and  body  fluids  results  in  hypoalbuminemia.  Hy- 
poalbuminemia  has  been  associated  with  impaired  healing  of 
soft  and  bony  tissues,  decreased  resistance  to  infection,  de- 
pressed gastric  and  intestinal  motility,  and  impaired  intestinal 
absorption  of  water  and  electrolytes.  Albumin  also  plays  a 
major  role  in  body  water  distribution  through  osmosis  (6). 

Nutritional  therapy 

Inadequate  protein-calorie  intake,  leading  to  malnutrition,  re- 
sults in  reduced  radiographic  total  heart  volume,  left 
ventricular  mass,  and  cardiac  output.  These  reductions,  how- 
ever, are  only  one  half  to  one  eighth  as  great  as  the  losses  in 
body  weight  (7).  Successful  treatment  is  dependent  upon 
medical  management  of  congestive  heart  failure  and  provi- 
sion of  adequate  amounts  of  protein,  calories,  electrolytes, 
vitamins,  and  minerals.  Maximum  daily  protein  synthesis  is 
characterized  by  positive  nitrogen  balance  of  5 to  7 g.  In 
order  to  reach  this  optimal  balance,  two  to  three  weeks  of 
adequate  nutritional  support  is  required  to  produce  clinically 
significant  changes  in  body  composition  and  cardiac  function 
and  to  facilitate  an  appropriate  metabolic  response  to  injury 
(8). 

The  caloric  and  protein  requirements  should  be  calculated 
for  each  patient  and  his  or  her  specific  needs  by  the  following 
formulas  (9). 


7.  Categorizing  protein  calorie  requirements. 


Patient  Status 

Caloric  Requirement 

Protein  Requirement 

Maintenance 

1.2  x BEE/day 

0.8  g/kg/day 

Depleted 

1.5  x BEE/day 

1.5  g/kg/day 

Catabolic 

2.0  x BEE/day 

2.0  g/kg/day 

BEE  = basal  energy  expenditure. 
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Male:  basal  energy  expenditure  = 66  + (1 3.7  x wt  in  kg)  + (5  x height  in  cm) 
- (6.8  x age) 

Female:  basal  energy  expenditure  = 65  + (9.6  x wt  in  kg)  + (1 .7  x height  in 
cm)  - (4.7  x age) 

For  patients  who  are  malnourished  and  underweight,  the 
ideal  body  weight  is  used  to  calculate  the  basal  energy  ex- 
penditure. Once  the  basal  energy  expenditure  has  been 
calculated,  the  patient  is  categorized  as  to  metabolic  status 
(Fig  1). 

Patients  with  acute  or  chronic  congestive  heart  failure  are 
categorized  as  depleted  or  catabolic  in  order  to  give  them 
additional  calories  and  protein  to  meet  their  increased  meta- 
bolic demands. 

Enteral  alimentation 

When  oral  alimentation  is  feasible,  a low-sodium,  soft  diet  is 
provided  in  six  small  feedings.  These  feedings  can  be  sup- 
plemented with  liquid  supplements  to  ensure  adequate  pro- 
tein and  caloric  intake.  If  the  patient  cannot  tolerate  oral  feed- 
ings, however,  continuous-drip  nasogastric  or  nasoduodenal 
feedings  may  be  necessary.  Major  advances  have  been 
made  in  enteral  feeding,  including  development  of  small-bore 
feeding  tubes,  enteral  pumps,  and  elemental,  chemically  de- 
fined diets. 

Malabsorption  of  fat  is  a frequent  finding  among  patients 
with  congestive  heart  failure.  Defined  formula  diets  are  solu- 
tions of  predigested  nutrients  which  include  protein  in  the 
form  of  crystalline  amino  acids  and/or  peptides,  carbohy- 
drates in  the  form  of  oligosaccharides,  and  fat  in  the  form  of 
vegetable  oil  or  medium  chain  triglycerides.  Fat  constitutes 
only  1 % to  1 2%  of  the  total  calories.  When  provided  in  rec- 
ommended volumes  (1 .5  to  3.0  L daily)  at  1 cal  per  cc,  these 
formulas  satisfy  the  recommended  daily  allowances  of  vi- 
tamins, minerals,  and  trace  elements.  The  defined  formula 
diets  contain  minimal  residue  and  are  low  in  sodium  and  fat. 

A formula  containing  primarily  medium-chain  triglycerides  as 
the  major  fat  source  and  a minimal  amount  of  long-chain  tri- 
glycerides to  prevent  fatty  acid  deficiency  is  better  tolerated 
in  the  compromised  gut. 

If  fluid  intake  is  restricted,  defined  formula  diets  may  be 
inadequate  to  meet  the  nutritional  requirements  of  the  ca- 
chexic  patient.  High  caloric  density  formulas  providing  1 .5  to 
2 cal/cc  may  be  helpful  in  meeting  these  special  needs. 

Osmolality  of  defined  formula  diets  ranges  from  250  to  81 0 
mosm/kg  of  water.  Due  to  the  high  osmolality  of  the  enteral 
diets,  administration  is  started  at  dilute  strengths  and  a rela- 
tively slow  rate.  Generally,  feedings  are  begun  at  half 
strength.  The  rate  is  increased  first  until  the  desired  volume 
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is  achieved;  then  the  strength  is  increased  until  the  optimal 
caloric  and  protein  intake  is  provided. 

Once  the  infusion  has  started,  the  patient  is  monitored  for 
daily  weights,  strict  intake  and  output,  and  urine  sugar  and 
acetone  every  six  hours.  The  containers  and  tubing  used  for 
enteral  nutritional  support  are  changed  every  24  hours,  be- 
cause the  abundance  of  glucose  in  the  formula  provides  an 
excellent  medium  for  growth  of  organisms. 

Gastrointestinal  tolerance  should  be  observed  closely  to 
detect  distention,  vomiting,  cramping,  or  diarrhea.  Decreas- 
ing the  rate  or  diluting  the  strength  may  lead  to  better  patient 
tolerance. 

Total  parenteral  nutrition 

If  the  patient  cannot  tolerate  enteral  feedings  because  of 
poor  gastrointestinal  tolerance,  the  parenteral  route  is  used 
to  provide  nutritional  support.  Severe  fluid  restriction  may 
limit  peripheral  administration  of  sufficient  calories  and  pro- 
tein. If  the  infusion  of  enteral,  enteral  plus  peripheral,  or 
peripheral  solutions  alone  is  inadequate  to  support  the  pa- 
tient nutritionally,  or  is  poorly  tolerated,  a central  line  is  placed 
and  total  parenteral  nutrition  (TPN)  initiated. 

Total  fluid  allotment  in  patients  with  congestive  heart  fail- 
ure and  normal  renal  and  hepatic  function  ranges  from  1 .5  to 
2.5  L per  day  (10).  A slow  steady  infusion  of  500  cc  dextrose 
(50%  to  70%)  and  500  cc  of  5.5%  to  8.5%  amino  acid  solu- 
tion should  not  perpetuate  or  precipitate  congestive  heart 
failure.  Lipids  (10%  to  20%)  are  infused  twice  weekly  to 
prevent  fatty  acid  deficiency.  To  meet  the  nutritional  require- 
ments of  the  hypermetabolic  patient  with  congestive  heart 
failure,  lipids  20%  (500  cc)  may  be  infused  daily  over  a period 
of  8 to  1 2 hours  to  provide  1 , 1 00  kcal/day.  By  infusing  lipids  in 
conjunction  with  carbohydrates  and  protein,  a caloric  intake 
of  2,500  to  3,900  kcal/day  may  be  achieved. 

Individual  fluid  tolerance  for  parenteral  nutrition  can  be  as- 
sessed and  monitored  by  parameters  such  as  serum  sodium. 
A declining  serum  sodium  level  usually  indicates  that  exces- 
sive free  water  is  being  administered.  A decreasing  hemato- 
crit in  the  absence  of  hemolysis  or  bleeding  also  may  imply 
excess  free  water,  although  frequent  blood  sampling  may 
also  be  a common  cause  of  anemia.  Frequent  and  complete 
nursing  assessments  of  lung  and  heart  sounds  and  exami- 
nation of  dependent  areas  for  edema  are  important  in  deter- 
mining the  fluid  status  of  the  patient.  Strict  intake  and  output 
records  as  well  as  daily  weights  are  essential  in  determining 
fluid  status.  Slowing  the  infusion  rate  of  the  nutrient  solution 
and  increasing  the  diuretic  dosage  can  quickly  alleviate  hy- 
peralimentation “heart  failure.” 

In  order  to  prevent  an  accidental  bolus  infusion  of  TPN  so- 
lution, an  infusion  pump  is  used  to  regulate  the  rate.  Urine 
glucose  is  monitored  every  four  to  six  hours.  Glucosuria  and/ 
or  hyperglycemia  should  be  treated  aggressively.  If  the  pa- 
tient is  allowed  to  spill  2 g of  glucose  per  1 00  mL  urine  (4  + ) 
an  osmotic  diuresis  may  lead  to  hyperglycemic,  hyper- 
osmolar nonketotic  acidosis  with  an  overall  death  rate  of  40% 
to  50%  (6).  Treatment  is  directed  toward  fluid  replacement 
and  administration  of  regular  insulin  in  the  TPN  solution. 

Electrolytes,  blood  urea  nitrogen,  creatinine,  and  liver  func- 
tion studies  are  monitored  closely. 

Sepsis  is  a serious  complication  of  parenteral  nutrition. 


Signs  and  symptoms  of  sepsis  include  fever,  chills,  de- 
creased level  of  consciousness,  and  glucose  intolerance  not 
present  previously.  Often  the  source  of  infection  in  a patient 
receiving  total  parenteral  nutrition  is  not  catheter  related. 
Other  sources  therefore  must  be  ruled  out.  If  the  elevated 
temperature  persists,  blood  cultures  are  done  along  with  re- 
moval and  culture  of  the  TPN  catheter.  Strict  aseptic  tech- 
nique is  most  important  when  changing  intravenous  tubing 
and  dressings,  and  when  hanging  new  TPN  solutions.  TPN 
solutions  should  not  hang  longer  than  24  hours. 

Conclusion 

Malnutrition  is  a frequent  sequela  of  chronic  congestive  heart 
failure.  The  symptoms  of  cardiac  cachexia  result  from  atro- 
phy of  the  heart  during  protein-calorie  malnutrition.  Nutri- 
tional requirements  can  generally  be  met  with  oral  or  enteral 
feedings  that  are  restricted  in  sodium  and  fluid. 

When  the  patient  exhibits  signs  of  impaired  gastrointes- 
tinal function  or  is  severely  malnourished,  parenteral  support 
can  reverse  nutritional  deficits  and  promote  recovery.  Suc- 
cessful TPN  requires  close  monitoring  of  fluid  balance,  glu- 
cose tolerance,  and  potential  metabolic  aberrations.  Strict 
aseptic  technique  is  extremely  important  in  decreasing  the 
risk  of  catheter-related  sepsis. 
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Screening  for  Group  A 
beta  hemolytic 
streptococcal 
pharyngitis 

For  years  the  family  contacts  of  patients  with  Group 
A beta  hemolytic  streptococcal  infections  have  been 
screened  for  streptococcus.  Published  reports  show 
that  up  to  50%  of  these  contacts  are  positive.  We  have 
not  found  this  assumption  to  be  true  after  screening  the 
contacts  of  positive  index  cases  of  patients  with  strepto- 
coccal pharyngitis  in  far  West  Texas. 


During  the  early  1 960s,  the  “strep  screen”  for  diagnosing 
streptococcal  pharyngitis  and  tonsillitis  was  a fairly  routine 
procedure  which  was  slowly  incorporated  into  the  practices 
of  most  primary  care  physicians.  In  March  of  1 966,  Levine  et 
al  (1)  reported  that  Group  A beta  hemolytic  streptococcus 
had  been  identified  in  32%  of  symptomatic  contacts  of  pa- 
tients known  to  carry  the  organism.  The  authors  also  found 
that  54%  of  selected  contacts  harbored  Group  A beta  hemo- 
lytic streptococcus. 

During  the  1963-1964  winter  and  spring  seasons,  32%  of 
all  contacts  of  positive  (for  Group  A beta  hemolytic  strepto- 
coccus) index  cases  were  found  to  harbor  the  organism. 
Selective  segments  of  contacts  (eg,  students  in  an  elemen- 
tary school  group  exposed  to  the  organism)  had  a 54%  posi- 
tive rate  for  carrying  it  (1 ). 

Others  have  confirmed  these  observations.  The  risk  of 
streptococcal  infection  in  sibling  contacts  is  estimated  to  be 
50%  in  poor  families  with  four  or  more  children  (2). 

Considering  these  statistics,  we  thought  that  the  better  ap- 
proach to  medical  care  would  be  to  do  strep  screens  on  the 
close  contacts,  primarily  intrafamilial  contacts,  of  patients 
who  presented  with  symptoms  and  whose  strep  screens 
were  positive  for  beta  hemolytic  streptococcus.  After  doing 
this  for  several  years,  which  included  a few  thousand  strep 
screens,  we  suspected  that  the  estimates  made  by  Levine  et 
al  were  not  typical  and  were,  in  fact,  much  too  high. 

Any  differences  in  data  may  reflect  a change  in  the  disease 
pattern  over  the  years,  or  perhaps  the  published  statistics 
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reflect  what  happens  in  harsher  climate  zones  where  there  is 
probably  prolonged  and  more  intimate  contact.  The  role  of 
the  organism  in  a temperate  climate  appears  to  be  less  with 
regard  to  epidemic  spread,  virulence,  and  production  of  late 
sequelae  (3). 

Method 

To  resolve  these  conflicts,  we  decided  to  collect  data  locally. 
Identification  of  the  organism  was  made  by  using  the  stan- 
dard 5%  sheep  red  cell  agar  plates.  Positive  cultures  were 
recognized  by  the  typical  zone  of  hemolysis,  and  the  stan- 
dard bacitracin  0.04  unit  disc  was  used  to  identify  Group  A. 
All  positive  cultures  were  sent  to  another  laboratory  or  were 
confirmed  independently  in  our  laboratory  by  another  tech- 
nician. An  index  case  is  defined  as  any  patient  presenting 
with  a sore  throat  and  other  physical  findings  suggestive  of 
pharyngitis. 

Results 

Data  were  collected  from  Nov  29, 1982,  to  March  2, 1983;  a 
total  of  298  strep  screens  were  done.  There  were  202  index 
cases;  of  these,  24  were  positive  for  Group  A beta  hemolytic 
streptococcus.  This  represents  1 1 .88%  of  patients  pre- 
senting with  pharyngitis  (Fig  1 ).  We  attempted  to  get  strep 
screens  on  family  contacts  of  both  positive  and  negative  in- 


Negative  Positive 

index  cases  index  cases 
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dex  cases.  The  number  of  contacts  screened  was  96.  We 
screened  35  contacts  of  positive  index  cases  and  61  contacts 
of  negative  index  cases  (Fig  2).  Of  the  strep  screens  done  on 
the  35  contacts  of  positive  cases,  two  were  found  to  harbor 
Group  A beta  hemolytic  streptococcus,  and  of  the  61  con- 
tacts of  negative  index  cases,  two  carried  the  organism. 

The  identification  of  only  four  contacts  with  the  organism, 
out  of  a total  of  96  individuals,  supported  our  original  hy- 
pothesis (p  > .05). 

In  practice,  the  protocol  has  been  to  screen  all  contacts, 
but  this  is  rarely,  if  ever,  achieved.  Our  study  reflects  that 
which  is  typical  in  private  practice,  which  is  far  from  satisfac- 
tory from  a statistical  point  of  view. 

Discussion 

Streptococcal  screens  were  originally  used  to  identify  upper 
respiratory  infections  that  required  antibiotics  in  an  attempt  to 
prevent  nonsuppurative  sequelae  of  Group  A beta  hemolytic 
streptococcus.  This  was  only  partially  effective  since  approxi- 
mately one  third  of  new  cases  of  acute  rheumatic  fever  have 
no  clear  history  of  a significant  upper  respiratory  infection  (4). 
Since  some  patients  probably  would  be  symptomatic  and 
have  positive  cultures,  all  their  appropriate  contacts  could  be 
screened  and  treated  if  positive.  Treating  patients  who  have 
a positive  culture  and  who  could  be  destined  to  have  a sub- 


clinical  infection  would  possibly  prevent  this  serious  sequelae 
of  streptococcal  infections. 

On  the  whole  this  is  less  important  now  because  the  dis- 
ease seems  to  be  diminishing  in  numbers,  and  it  is  important 
only  in  certain  situations  (5). 

Conclusion 

Our  findings  suggest  that,  at  least  in  temperate  climates  in 
the  more  arid  part  of  the  United  States,  doing  strep  screens 
on  asymptomatic  family  contacts  is  no  longer  as  important  as 
it  once  was.  Not  only  are  we  seeing  less  acute  rheumatic 
fever,  but  the  contacts  do  not  appear  to  harbor  the  organism 
as  often. 
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DOCTOR,  MAY  I HAVE  A MOMENT? 

Since  July,  1980,  more  than  600  physicians,  nationwide,  have  chosen  to  serve  their 
country  part-time  as  physicians  and  commissioned  officers  in  the  Army  Reserve  Medical 
Corps.  Each  understands  that  time  investment  is  flexible  and  is  dependent  on  how 
active  he/she  wants  to  be.  Many  benefits,  including  a non-contributory  retirement  annu- 
ity, $35,000  life  insurance  policy  and  funded  continuing  medical  education  programs, 
like  professional  shortcourses,  conventions,  seminars,  symposia,  (whether  civilian  or 
military  sponsored)  are  available.  The  Army  will  pay  for  your  transportation,  quarters, 
subsistence,  registration  fee,  plus  salary.  If  you  have  prior  military  service,  you  have  a 
sizable  retirement  investment  already  started,  and  by  accepting  a commission  you  incur 
no  further  obligation.  It  doesn’t  cost  anything  to  inquire,  and  there  are  no  obligations. 

Call  now:  Captain  Allen  (512)  221-5829  San  Antonio,  TX 

Major  Franklin  (713)  229-2744  Houston,  TX 
Major  Whitwell  (214)  669-9285  Dallas,  TX 


Quality  And 
Dependability 
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3 Generations. 

New  and  used  equipment 
Supplies  and  accessories 
Service 


SPECIALS 
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ALL  PROTECTIVE 

AFP  14  XL  minute  auto- 
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matic  processor  with  7Vi 
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DAVENPORT 


RAY  CO.,  INC. 


2770  W.  Commerce 
Dallas,  Texas  75222 
214/631-8469 
Metro  263-0048 


7332  Rampart 
Houston,  Texas  77081 
713/772-8949 


Killgore  Children's 
Psychiatric  Center 

...  treating  children  from  birth 
to  age  seventeen  for  mental, 
and  emotional  problems  and 
developmental  delays. 

A multidisciplinary 
staff  provides  inpatient, 
day  patient,  outpatient  and 
emergency  services  in  the 
heart  of  Amarillo's  Medical 
Center . 

For  information  or  re- 
ferrals contact  Jeff 
Mitchell,  Ph.D.,  Director  of 
Clinical  Programs. 


P.O.  Box  1110 
Amarillo,  Texas  79175 
(806)  378-4600 
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ROBERT  C ADAMS.  MD 


PRACTICE  CLOSED 


DR.  BOB’S  PATIENTS  WILL  BE  SEEN  BY  DR.  REYNOLDS. 

(for  several  weeks) 


Dr.  Adams  bought  his  malpractice  insurance  based  on  who  had  the  lowest  price  instead  of  who  was 
dedicated  to  protecting  the  physician.  At  API.  professional  liability  is  our  specialty.  Protecting  the 
physician  is  our  expertise.  API  is  designed  by  physicians,  owned  and  directed  by  physicians,  to  protect 
you.  the  physician.  And  you  should  know  that. 


CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
2505  Turtle  Creek  Boulevard 
Dallas,  Texas  75219 


The  No  Hassle  Building 
In  60  Days  Or  Less! 


When  you  need  a new  medical  building,  you  don't  need  the  hassles  of  missed  deadlines,  cost 
overruns  and  shoddy  workmanship.  At  the  Son  Corporation,  we  only  have  one  standard.  The 
standard  of  excellence.  We  know  that  you  demand  quality  and 
that's  exactly  what  we  deliver,  in  60  days  or  less.  Distinctive 
buildings,  completely  equipped  (x-ray,  lab,  etc.)  ready  to  go  to 
work  for  you.  Financing  available  too.  For  complete 
information,  make  a Mo  Hassle  collect  phone  call  today. 

(316)  263-4557. 


CORPORATION 


RO.  Box  684 
Wichita,  KS  67201 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Nutrient  and  drug  interactions.  Daphne  A.  Roe,  MD.  The 
Nutrition  Foundation,  Inc,  Nutrition  Reviews,  vol  42,  no  4, 
April  1984,  pp  141-154. 

Rational  drug  therapy  requires  demonstration  of  therapeutic 
efficacy  under  the  circumstances  of  use,  predictability  of  ad- 
verse drug  reactions,  and  means  to  counteract  toxicity.  Diet 
and  nutrition  can  affect  therapeutic  response.  Adverse  side 
effects  of  drugs  can  be  induced  by  change  in  diet  and  impair- 
ment in  nutritional  status.  Drug  toxicity  can  be  reduced  by 
nutritional  intervention.  The  following  major  areas  of  inter- 
action between  nutrition  and  drugs  have  been  identified:  (1 ) 
diet  effects  on  drug  disposition;  (2)  drug  disposition  in  mal- 
nutrition; (3)  drug-induced  malnutrition;  and  (4)  drug-food 
and  drug-nutrient  incompatibilities.  Acquisition  of  knowledge 
of  these  subjects  is  necessitated  by  knowledge  that  drugs 
are  commonly  administered  to  individuals  on  special  diets  or 
receiving  enteral  or  parenteral  formulas,  that  drugs  are  very 
often  used  in  states  of  malnutrition,  and  that  prevention  of 
adverse  drug  reaction  is  a major  goal  of  modern  medicine. 

Choices  about  cardiopulmonary  resuscitation  in  the 
hospital:  when  do  physicians  talk  with  patients?  Sus- 
anna E.  Bedell,  MD,  and  Thomas  L.  Delbanco,  MD.  Massa- 
chusettes  Medical  Society,  New  England  Journal  of  Medi- 
cine, vol  310,  no  17,  1984,  pp  1089-1093. 

The  authors  studied  the  extent  to  which  82  private  physicians 
and  75  house  officers  talked  with  hospitalized  patients  or 
their  families  (or  both)  about  whether  they  would  desire  car- 
diopulmonary resuscitation  if  it  became  necessary.  During 
the  period  of  study  (1981),  there  were  154  patients  resusci- 
tated at  the  authors’  university  teaching  hospital.  In  68%  of 
the  cases,  physicians  had  formed  an  opinion  about  the  pa- 
tient’s attitude  toward  cardiopulmonary  resuscitation.  How- 
ever, only  30  ( 1 9%)  of  the  patients  had  discussed  resuscita- 
tion before  the  arrest  with  either  their  private  physician  or  a 
house  officer  (or  both);  51  (33%)  of  the  families  were  con- 
sulted. These  percentages  did  not  differ  significantly  accord- 
ing to  the  underlying  disease,  whether  the  patient  was  on  the 
general  wards  or  in  the  intensive  care  unit,  the  physician’s 
estimate  of  the  probability  of  arrest,  or  the  physician’s  level  of 
training.  Even  the  1 51  physicians  who  believe  that  patients 
should  participate  in  decisions  about  resuscitation  actually 
discussed  the  issue  with  their  patients  only  rarely. 

The  authors  interviewed  the  24  competent  patients  who 
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survived  cardiopulmonary  resuscitation  to  compare  their  ac- 
tual attitudes  about  resuscitation  with  their  physicians’ 
opinions  about  their  attitudes.  The  physician's  opinion  about 
a patient’s  desire  for  resuscitation  correlated  only  weakly  with 
the  preference  expressed  by  the  patient. 

The  authors  suggest  that  physicians  and  patients  consider 
the  benefit  of  open  discussion  about  cardiopulmonary 
resuscitation. 


Acquired  oculomotor  synkinesis.  Patrick  A.  Sibony,  MD; 
Simmons  Lessen,  MD;  and  John  W.  Gittinger,  Jr,  MD.  Survey 
of  Ophthalmology,  Inc,  Survey  of  Ophthalmology,  vol  28,  no 
5,  March-April  1984,  pp  382-390. 

Paradoxical  patterns  of  pupillary,  lid,  and  eye  movement  may 
follow  oculomotor  nerve  palsy  or  they  can  develop  spon- 
taneously in  patients  with  no  known  history  of  oculomotor 
palsy.  The  mechanism  of  this  condition,  known  variously  as 
aberrant  regeneration  of  the  third  nerve,  oculomotor  mis- 
direction or  acquired  oculomotor  synkinesis,  is  not  known, 
although  the  prevailing  opinion  has  held  that  it  occurs  when 
axons  regenerating  within  an  oculomotor  nerve  become  mis- 
directed and  innervate  muscles  for  which  they  were  not 
intended.  However,  there  is  evidence  against  this  hypothe- 
sis. The  authors  critically  review  the  various  hypotheses  and 
elucidate  the  controversy  concerning  the  pathogenesis  of  ac- 
quired oculomotor  synkinesis. 

Physical  fitness  prospects  in  the  elderly.  Carlos  Vallbona, 
MD,  and  Susan  Beggs  Baker,  PhD.  American  Medical  Asso- 
ciation, Archives  of  Physical  Medicine  and  Rehabilitation, 
vol  65,  April  1984,  pp  194-200. 

Approximately  44%  of  the  population  over  age  65  has  some 
degree  of  physical  disability;  the  prevalence  increases  with 
age,  particularly  for  women.  Methods  of  measuring  func- 
tional activity  in  the  elderly  have  been  reported  for  approxi- 
mately 25  years,  but  there  is  disagreement  and  ambiguity 
about  the  purposes  and  circumstances  of  measurement.  A 
summary  of  a panel  report  of  the  1 981  National  Confer- 
ence of  Fitness  and  Aging  includes  major  pathophysiologic 
changes  associated  with  aging  and  beneficial  physiologic 
effects  of  exercise  in  the  elderly.  Physical  fitness  programs 
impact  on  the  restoration  and  preservation  of  health,  particu- 
larly in  the  geriatric  population.  Physicians  should  take  the 
initiative  in  establishing  guidelines  for  these  programs  to  en- 
sure their  timeliness  and  appropriateness. 
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DR.  BOB  IS  AT  HOME  IN  BED.  % ^ 

(for  several  months) 

Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where’s  the  cash-flow?  Where’s  the 
income?  API  Life  could  have  helped.  Because  physicians’  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 


API  LIFE  INSURANCE  COMPANY 
2505  Turtle  Creek  Boulevard 
Dallas,  Texas  75219 


Alcoholism  could  be  fatal. 
We  can  help  you  help 
your  patients. 

The  complications  and  consequences  of 
alcohol  addiction  are  numerous  and  often 
tragic.  Schick  Shadel’s  proven  treatment  pro- 
gram can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike  other  pro- 
grams that  rely  almost  entirely  on  psychiatric 
counseling,  ours  is  based  on  the  scientific 
concept  of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in  just 
10  days  of  counter-conditioning  treatments. 

Also,  our  treatment  plans  are  covered  by  most 
insurance  plans,  including  Medicare. 

Since  1935  we’ve  helped  more  than  35,000 
people  quit  drinking  and  lead  happier  lives. 


We  can  help  you  help  your  patients,  too. 

For  more  information,  contact  Chief 
of  Medical  Staff,  Dr.  Eck  G.  Prud’homme, 

Jr.,  M.D. 

Where  craving  for  alcohol  ends  and  a new  life 
begins. 


Schick 

Shade! 

Hospital 


4101  Frawley  Drive 
Fort  Worth,  Texas  76118 
(800)  255-9312 
in  Texas  (800)  772-7516 
D/FW  Metro  589-0444 
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ROBERT  C.  ADAMS.  M.D. 


:[  UNAVAILABLE  iHRCtOH 


B IS  WITH  HIS  CPA. 

(and  for  no  good  reason) 

Bob  Adams’  financial  affairs  are  in  a mess . It’s  tax  time  sohe’s  cleaning  it  all  up.  A little  late . APS  Systems 
could  have  helped.  Because  APS  Systems  serves  more  Texas  and  Arkansas  medical  practices  with 
computerized  medical  office  management  and  billing  systems  than  any  other  company.  It’s  our  only 
business.  A system  designed  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  COLLECT:  (214)  458-1919 

APS  SYSTEMS  INC. 

3310  Keller  Springs  Road,  Suite  130 
Carrollton,  Texas  75006 


A Member  of  the  APS  Grou 


S 

"Upjohn  Healthcare  Services 
made  home  care  possible.” 


"My  mother  wanted  to  come  home!  So 
when  she  no  longer  needed  the  complex 
care  provided  in  the  hospital,  our  doctor 
recommended  home  health  care.  But 
would  her  insurance  cover  it?" 

The  answer  was  yes. 

Because  Upjohn  Healthcare  Services® 
is  a Medicare  certified  home  health 
agency,  the  care  Mrs.  Smith  required 
was  covered  by  Medicare  and  Medicaid. 
Other  payment  sources  for  home  care 
include  workers'  compensation,  the 
Veterans  Administration  and  many  pri- 
vate insurances.  Patients  may  use  one 
or  a combination  of  these  resources 


as  well  as  self-payment.  Ask  our  Service 
Coordinator  about  your  particular 
coverage. 

Now  Mrs.  Smith  is  home  with  her  family. 
She  receives  the  level  and  amount  of 
care  her  doctor  has  ordered  from  quali- 
fied, dependable  Upiohn  Healthcare 
Services  nurses  and  home  health  aides. 

If  you  or  someone  you  love  needs  home 
health  care,  look  to  the  agency  that 
provides  certified  home  health  agency 
services.  Upjohn  Healthcare  Services, 
the  name  you  know  you  can  trust.  Call 
the  office  nearest  you,  listed  below. 


UPJOHN  HEALTHCARE  SERVICE  TEXAS  OFFICES: 


Alpine  

Austin 

Beaumont 
Burnet  


Cleveland  

Corpus  Christi . 

Dallas 

El  Paso 

Falfurrias  

Fort  Worth  


(915)837-5451 
(512) 472-8266 
(409)838-3915 
(512)756-6229 
(713)592-9195 
(512)854-4896 
(214)340-8200 
(915)581-3351 
(512)325-5611 
(817)338-1555 


Groves  

Hebbronville 

Houston  

Huntsville  

Kerrville  

Laredo  

Liberty  

Longview  

Lubbock  


(409)  983-6641 
(512)527-4191 
(713)  784-5475 
(409)  295-0752 
(512)896-3232 
(512)724-8216 
(409)  336-6811 
(214)  236-7544 
(806)  797-4257 


Midland 

Odessa 

Orange 

Pasadena  

Rio  Grande  City  

San  Antonio 

Tyler 

Waco 

Zapata 


(915)563-0689 
(915)333-2926 
(409) 883-7788 
(713)473-8161 
(512)487-3954 
(512)  224-2341 
(214)581-4496 
(817)776-2875 
(512)  765-4195 


Texas  Department  of  Health  Licensed  Home  Health  Agency.  Medicare/Medicaid  Approved. 
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You  no  longer  have  to  leave 
one  of  your  most  important 
medical  instruments  at  the  office. 


Introducing  Cellular  Car 
Telephones  from  ProNet. 

Now  you  can  begin  pre- 
liminary consultation  or 
diagnosis,  as  well  as 
handle  practice,  business 
or  personal  matters  while 
in  transit,  with  a Cellular 
Car  Telephone  from 
ProNet. 

A product  of  advanced 
telecommunications  en- 


gineering, cellular  car 
telephones  provide  an 
extended  operating  range, 
instant  line  access,  and 
clear,  uninterrupted  con- 
versations. And  ProNet 
offers  immediate  avail- 
ability and  installation. 

Keep  in  close  contact 
wherever  you  go  with  a 
Cellular  Car  Telephone 
from  ProNet. 


TODAY: 

Dallas/Fort  Worth 

Metro  261-6878 

Houston 

713-987-0787 

An  Authorized  Agent  of 


Southwestern  Bell 
Mobile  Systems 


When  your  communication  lines  are  lifelines, 
you  need  a specialist  on  call. 


ProNsI 

Medical 
Communications 
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1954-1984  with  TMA: 

A look  at  30  years  of  growth  and  change 


On  April  1,  1954,  C.  Lincoln  Williston  joined  the  Texas  Medi- 
cal Association's  staff.  The  association  has  grown  and 
changed  in  the  past  30  years,  and  Mr  Williston  rises  to  meet 
each  new  challenge  with  professional  skill  and  personal 
equanimity.  What  never  changes  is  his  total  and  uncom- 
promising dedication  to  serving  the  Texas  Medical 
Association  to  the  very  best  of  his  ability.  In  May,  he  pre- 
sented the  Board  of  Trustees  with  a group  of  reports  re- 
flecting the  growth  of  the  association  and  its  services  to 
members  during  the  past  30  years.  The  following  materials 
have  been  adapted  from  those  reports. 


Group  insurance  expands,  improves  service  to  members 

The  Texas  Medical  Association’s  group  insurance  program 
has  attracted  the  greatest  participation  of  all  the  association's 
services.  As  the  association  completes  30  years  of  its  sec- 
ond century  of  services,  benefits,  and  representation  for 
Texas  physicians,  the  group  insurance  program’s  history  of- 
fers a solid  example  of  constant  development,  enhancement, 
and  attention  to  value  in  services  for  members. 

The  association's  involvement  in  insurance  dates  back  to 
1 940,  when  it  endorsed  a disability  income  plan  underwritten 
by  Metropolitan  Life  Insurance  Company  with  the  Sid  Murray 
Agency  of  Corpus  Christi  as  the  agent.  This  was  an  individual 
policy  for  those  who  could  qualify,  and  it  had  no  characteris- 
tics or  advantages  of  a group  program. 

Because  some  physicians  said  that  only  “good  risks”  were 
being  accepted,  and  only  about  750  physicians  enrolled,  the 
Council  on  Medical  Economics  took  bids  and  in  1 955  se- 
lected a bona  fide  group  plan  presented  by  Charles  O.  Finley 
and  Company,  administrator,  with  the  Lumbermen’s  Mutual 
Casualty  Company  as  underwriter.  TMA  added  an  accidental 
death  and  dismemberment  plan  in  1958,  followed  by  a major 


medical  insurance  program  in  1 961 . 

The  experience  of  all  of  those  programs  was  good.  Bene- 
fits under  disability  were  improved  several  times  with  no 
increase  in  cost;  bonuses  were  paid  on  claims;  several  divi- 
dends were  declared.  Major  medical  benefits  were  improved 
from  time  to  time. 

In  1968  the  Committee  on  Association  Insurance  Pro- 
grams decided  to  rebid  the  program,  but  only  after  it  was 
unable  to  secure  concessions  that  it  felt  were  indicated. 

At  a special  session  in  1969,  the  House  of  Delegates 
selected — from  1 3 bids — a proposal  submitted  by  the 
Prudential  Insurance  Company  of  America.  Costs  and  bene- 
fits of  the  proposed  plans  were  equal  to  or  better  than  those 
in  the  TMA  program.  It  was  estimated  that  the  administrative 
charge  of  28.5%  would  be  reduced  to  1 0%  the  first  year,  and 
would  decrease  to  a ten-year  average  of  5%.  That  was  made 
possible,  in  large  part,  by  TMA's  assuming  the  responsibil- 
ity for  administering  the  program.  Reserve  funds  would  be 
owned  by  insured  members  rather  than  by  the  insurance 
company,  and  the  proposed  plan  featured  a higher  interest 
yield  on  reserves. 

At  the  time  of  the  transfer,  there  were  approximately  4,500 
insured  under  the  disability  plan,  2,500  under  the  major 
medical  plan,  and  500  under  the  personal  accident  plan. 

The  selection  of  a group  plan  in  1 955  and  the  change  to 
Prudential  in  1 969  undoubtedly  rank  as  the  two  most  signi- 
ficant advances  in  the  program  over  the  years.  With  the 
awarding  of  the  business  to  Prudential,  life  insurance  and 
office  overhead  coverage  were  added  to  the  program.  In  ad- 
dition, many  who  were  insured  gained  additional  benefits  or 
reductions  in  premiums.  Underwriting  requirements  were  re- 
laxed to  permit  many  previously  uninsurable  persons  to 
obtain  coverage. 

The  program  has  continued  to  move  forward  during  the 
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past  1 5 years.  With  the  exception  of  major  medical  coverage, 
which  has  been  subject  to  inflation  and  technological  ad- 
vances, the  premiums  of  all  other  plans  are  less  now  than 
when  first  offered  in  1969.  Substantial  dividends  have  been 
paid  under  the  disability,  office  overhead,  and  life  plans.  The 
entire  program  has  been  further  strengthened  by  the  in- 
crease in  stabilization  reserves.  Interest  on  reserves  has 
been  increased  to  10%.  Approximately  97V2  cents  of  each 
premium  dollar  is  used  to  purchase  insurance  coverage  and 
for  the  direct  benefit  of  participants,  as  compared  with  65 
cents  of  the  dollar  under  the  original  agreement  with  Finley 
and  Lumbermen’s. 

There  now  are  13,000  physicians  and  6,000  employees 
participating,  with  34,904  certificates  in  force  in  all  programs. 
The  current  annual  premium  is  $25,644,000. 

Comparisons  reflect  that  the  TMA  program  excels  on  a 
dollar-for-dollar  and  a benefit-for-benefit  basis.  Some  who 
have  studied  the  program  have  stated  that  the  Texas  Medical 
Association  has  the  finest  group  insurance  program  among 
medical  societies  in  the  country. 

Despite  these  gains,  those  who  have  responsibility — the 
Board  of  Trustees,  the  Council  on  Member  Services,  and  the 
Committee  on  Association  Insurance  Programs — continue 
to  explore  new  vistas.  They  are  reviewing  recommendations 
of  A.S.  Hansen,  Inc,  a Chicago-based  company  of  consul- 
tants and  staff  specialists  that  has  evaluated  the  benefits  and 
services  of  TMA’s  programs.  This  undoubtedly  will  result  in 
further  advances  which  will  directly  benefit  physicians,  their 
spouses,  and  their  employees  who  are  participating  in  the 
program. 

TMA  was  first  to  serve  specialty  societies 

TMA  is  credited  with  having  been  the  first  state  medical  asso- 
ciation to  establish  an  administrative  office  to  serve  specialty 


societies,  but  the  dedication  to  developing  effective  liaison 
and  good  relationships  with  specialty  societies  began  even 
earlier. 

In  the  years  following  World  War  II,  many  physicians  be- 
came medical  specialists,  and  many  specialty  societies 
emerged  during  those  years.  This  brought  concern  to  the 
profession,  because  to  some  extent,  specialty  society  activity 
resulted  in  a splintering  of  the  profession  from  the  federation 
of  county  and  state  societies  and  the  AMA. 

TMA  welcomed  the  specialty  groups  as  contributors  to  its 
annual  session.  In  1954,  there  were  two  major  section  meet- 
ings, Medicine  and  Surgery;  now  there  are  23.  In  1 954  there 
were  12  specialty  and  related  medical  organizations  which 
met  with  TMA;  now  there  are  32.  All  the  involved  groups 
benefit  from  these  educational  endeavors. 

In  the  past,  specialty  societies  had  no  formal  voice  in  the 
House  of  Delegates,  but  20  specialty  societies  now  have  rep- 
resentatives seated  in  the  association’s  top  policy-making 
body,  and  the  Interspecialty  Society  Committee  is  an  integral 
part  of  the  association’s  organizational  structure. 

Even  with  these  activities,  the  association’s  Administrative 
Office  for  Specialty  Societies  is  the  foundation  for  these  con- 
tinuing relationships. 

The  Administrative  Office  was  started  officially  on  Sept  1 , 
1969,  with  Iris  Wenzel  as  the  initial  employee.  It  followed 
Donald  M.  Anderson’s  pilot  project  of  providing  administrative 
services  to  the  Texas  Pediatric  Society,  along  with  services 
to  a few  other  organizations  by  TMA  staff  members. 

Initially,  six  specialty  societies  with  a total  membership 
of  about  2,000  members  used  the  services.  Participating 
groups  were  the  Texas  Association  of  Obstetricians  and 
Gynecologists,  Texas  District  Branch  of  the  American  Psychi- 
atric Association,  Texas  Pediatric  Society,  Texas  Radiological 
Society,  Texas  Society  of  Internal  Medicine,  and  Texas  Medi- 
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cal  Assistants  Association.  Membership  processing,  billing 
for  dues,  maintenance  of  records,  society  correspondence, 
distributing  mailings  to  the  membership,  assisting  with  an- 
nual meetings,  and  secretarial  services  to  officers  and  gov- 
erning boards  were  provided. 

Participating  organizations,  staff,  and  services  have  in- 
creased during  the  years,  and  1 4 societies  having  a com- 
bined membership  of  8,000  are  served  today  by  five  full-time 
employees.  Services  have  been  expanded  to  assist  with 
most  all  phases  of  association  management  and  areas  of 
concern  to  participating  societies.  They  include  complete 
meeting  planning;  publication  of  handbooks,  directories,  con- 
stitutions, and  newsletters;  preparation  of  financial  reports 
and  those  required  by  the  Internal  Revenue  Service;  assis- 
tance to  achieve  legislative  objectives  and  to  provide  rep- 
resentation for  societies  at  hearings;  monitoring  socio- 
economic issues;  formation  of  auxiliaries;  working  with  na- 
tional specialty  societies;  and  assisting  with  special  projects. 

Specialty  societies  may  choose  those  services  they  need, 
and  TMA  provides  them  at  cost  because  most  members  of 
specialty  societies  also  are  members  of  the  association. 
Specialty  societies  reimbursed  TMA  $104,000  for  those  ser- 
vices in  1983. 

The  Administrative  Office  of  Specialty  Societies  is  fulfilling 
the  objectives  set  forth  by  the  Board  of  Trustees  when  it  au- 
thorized the  establishment  of  the  service.  The  primary  ac- 
complishments have  been  the  development  of  greater  liaison 
and  joint  endeavor  between  TMA  and  participating  societies, 
the  prevention  of  fragmentation  of  the  medical  profession, 
and  the  encouragement  to  all  medical  organizations  to  work 
together  to  fulfill  mutual  interests. 

Other  changes  increase  membership,  services 

During  the  past  30  years,  TMA  has  made  other  noteworthy 
changes,  with  better  representing  physician  interests  and  in- 
creasing membership  and  services. 

The  year  1973  marked  a milestone  in  TMA’s  commitment 
to  represent  Texas  physicians  on  socioeconomic  issues.  At 
that  time,  the  House  of  Delegates  established  the  Council  on 
Tax  Financed  Health  Care  Programs  and  the  Texas  Medical 
Foundation.  In  1978,  the  examination  of  government  health 
programs  and  socioeconomic  issues  came  under  the  domain 
of  the  new  Council  on  Socioeconomics. 

Involvement  in  government  activities  increased  with 
the  development  of  a medical  political  action  committee. 
Founded  in  1 962,  TEXPAC  is  the  largest  such  committee  in 
Texas.  It  continues  to  grow  in  membership  and  effectiveness, 
using  expert  political  analysis  and  encouraging  personal  in- 
volvement by  physician  and  Auxiliary  members. 

Efforts  aimed  at  membership  growth  got  a boost  in  1 972 
when  the  benefits  of  membership  were  extended  to  resident 
physicians  and  doctors  of  osteopathy.  In  1975,  TMA  estab- 


lished a department  of  membership,  marking  a commitment 
to  further  increase  membership. 

The  Committee  on  Membership,  created  in  1 980,  has 
helped  eliminate  barriers  to  membership  and  offered  sugges- 
tions for  further  membership  development.  Membership 
growth  has  spurred  growth  and  refinement  in  the  related  area 
of  service. 

The  installation  of  a Burroughs  17001  computer  in  1975 
has  augmented  the  services  available  from  several  depart- 
ments, including  membership,  specialty  societies,  the  Auxil- 
iary, library,  insurance  program,  business  office,  and 
TEXPAC. 

The  updating  of  equipment  in  all  departments  continually 
increases  the  efficiency  and  productivity  of  the  TMA  staff. 

TMA  has  added  other  member  services  during  the  last  30 
years,  including  a travel  program  in  1969  and  practice  man- 
agement workshops  in  1974. 

In  the  interest  of  economy  and  efficiency,  both  public  rela- 
tions and  legal  and  legislative  services  have  been  brought  in- 
house  since  1954.  Those  services  previously  were  provided 
by  outside  sources  on  a contract  basis. 

Together,  these  accomplishments  form  a proud  history  for 
TMA’s  officers,  trustees,  and  staff.  Growth  and  development 
have  been  the  watchwords  as  the  association  has  changed 
to  meet  the  changing  needs  of  its  members. 

But,  in  evaluating  the  association’s  resources,  its  physician 
leadership  and  participation  rank  at  the  top  as  the  most  vital 
of  all. 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
33  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The  system  is 
endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

16805  Preston  Bend 
Dallas,  Texas  75248 
Phone  (214)  248-7790 
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TEXAS  MEDICINE 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
North  Park  Lincoln  Mercury  • 9207  San  Pedro  • San  Antonio,  Texas  78216  • 512/341-8841 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/981-3591 
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FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 

Houston  Office 

L WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  155,  Houston  77024 
(713)  682-8024 
San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas  75214 
(214)  821-4640 
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TEXAS  MEDICINE 


DALLAS-FORT  WORTH  OPPORTUNITIES 


FAMILY 

PRACTITIONERS 

We  have  exceptional  opportunities  for  you  in  our 
dynamic  group  of  fee-for-service  primary  care  providers 
serving  Dallas,  the  Mid-Cities  and  Fort  Worth.  You  may 
elect  either  a salaried  position  with  extensive  fringe 
benefits  or  independent  contractor  status.  We  provide  a 
guaranteed  income  and  malpractice  insurance  at  a 
minimum  in  all  of  our  eight  attractive  office  settings. 

An  extensive  management  team  supports  your 
practice  allowing  you  to  enjoy  the  practice  of  medicine  in 
sunny,  growing  Dallas-Fort  Worth. 

For  more  information,  send  your  C.V. 
to  Director  of  Physician  Relations,  Primacare,  Inc., 
9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220, 
or  call  (214)352-1991. 

rimacare 


Primacare,  Inc.  Primacare  Physicians,  P.A. 


At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We  re  a non-profit 
organization  with  only  one  product . . . 
liability  insurance  for  Texas  physicians. 

Call  us;  we’re  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 
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RO.  BOX  14746,  AUSTIN,  TEXAS  78761 
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"Cody  was  sent  to  Hermann  because  of  its 
reputation,  but  we  also  found  love  . ♦ . 

and  friendship*" 

"Everyone  in  The  Children’s  Center  got  attached  to  Cody.  His  nurses. 

His  doctors.  Respiratory  therapists.  Other  parents  on  our  floor. 
I’ll  never  forget  when  one  of  Cody’s  nurses  stayed  with  him  on  her  day 

off  just  so  I could  get  some  rest,”  said 
Joyce  Timm,  who  set  aside  a full 
family  life  in  Hallettsville  to  be 
with  her  infant  in  the  pediatric 
intensive  care  unit  1 1 hours 
a day  for  the  first  eight 
months  of  his  life. 
"Cody  was  only  13  hours 
old  when  he  was  taken  to 
Hermann.  He  was  a 
normal-sized  newborn,  but 
he  turned  blue  and  had 
heart  failure.  After  several 
surgeries  and  five  cardiac 
catheterizations,  we  don’t 
know  how  far  he’ll  go  in 
physical  or  mental  develop- 
ment,” said  Joyce.  "But  I am 
confident  that  because  of 
compassionate — and  excellent 
— medical  care,  my  son  has 
been  given  the  best  chance 
for  a meaningful  life.” 


Hospital 

is  our  life’s  work.™ 

3 locate  a physician  or  to  learn 
more  about  the  services  pro- 
vided by  Hermann  Hospital,  call 
Physician  Finder  Hotline  at 
(713)  797-4300. 


Located  in  the  Texas  Medical  Center,  Hermann  Hospital  is  affiliated  with  The  University  of  Texas  Medical  School  at  Houston. 
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MEDICINE  AND  THE  LAW 


PHYSICIANS  AND  THE  HOSPITAL  EMERGENCY  ROOM 

The  November  1983  Medicine  and  the  Law  column  de- 
scribed new  responsibilities  imposed  upon  Texas  physi- 
cians and  hospitals  by  the  Legislature's  passage  of  amend- 
ments to  Tex  Rev  Civ  Stat  Ann  art  4438a  (Vernon  Supp 
1984).  Those  statutory  changes  broadened  the  circum- 
stances under  which  some  patients  may  not  be  refused 
emergency  services  in  a hospital.  The  following  discussion 
explores  some  of  the  questions  hospitals  and  physicians 
may  have  in  their  efforts  to  provide  emergency  services  to 
patients. 


Q.  Does  the  law  now  require  that  hospitals  and  their  staff 
physicians  treat  anyone  who  comes  to  the  emergency  room? 

A.  No.  Article  4438a  states  that  officers  or  employees  of  a 
general  hospital  or  members  of  the  hospital's  medical  staff 
may  not  deny  emergency  services  available  at  the  hospital  to 
a person  who  has  been  diagnosed  as  requiring  emergency 
services  by  any  licensed  physician  (not  necessarily  a mem- 
ber of  the  medical  staff)  because  the  patient  cannot  establish 
his  ability  to  pay  (1). 

The  hospital’s  employees  and  officers  may  not  deny  the 
person  who  requests  emergency  services  access  to  diag- 
nosis by  a licensed  physician  on  the  staff  because  the  person 
cannot  establish  his  ability  to  pay  for  services,  or  because  of 
race,  religion,  or  national  ancestry  (2).  The  person  seeking 
services  or  diagnosis  may  not  be  subjected  to  arbitrary,  ca- 
pricious, or  unreasonable  discrimination  based  on  age,  sex, 
physical  condition,  or  economic  status  (3). 

Article  4438a  does  not  alter  any  obligations  the  hospital 
may  have  to  provide  charity  care  under  state  law  or  federal 
law  or  regulations  (4). 

Q.  Not  all  patients  who  come  to  the  hospital  emergency  room 
present  real  emergencies.  May  we  treat  these  non- 
emergency cases  differently? 

A.  Article  4438a  defines  “emergency  services”  as  those  that 
are  . . usually  and  customarily  available  at  the  respective 
hospital  and  that  must  be  provided  immediately  to  sustain  a 
person’s  life,  to  prevent  serious  permanent  disfigurement  or 
loss  or  impairment  of  the  function  of  a bodily  member  or 
organ,  or  to  provide  for  the  care  of  a woman  in  active  labor  if 
the  hospital  is  so  equipped  and,  if  the  hospital  is  not  so  equip- 
ped, to  provide  necessary  treatment  to  allow  the  woman  to 
travel  to  a more  appropriate  facility  without  undue  risk  of  se- 
rious harm”  (5).  (Emphasis  added.) 

Thus,  hospitals’  medical  staff  physicians  can  evaluate  a 
patient's  condition  under  the  definition  presented  above  and 
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reach  a decision  that  an  emergency  does  not  in  fact  exist. 
However,  the  statute  provides  criminal  penalties  for  reckless, 
knowing,  or  intentional  violations  of  its  provisions  (6).  Civil 
damages  might  also  be  available  to  a patient  injured  as  a 
result  of  the  negligence  of  a physician  or  hospital  employee 
who  refuses  a patient  s request  for  emergency  services.  In 
short,  while  hospitals  and  physicians  may  exercise  discretion 
in  deciding  whether  to  provide  or  deny  services,  it  may  be 
very  difficult  to  defend  a decision  not  to  provide  the  services 
when  the  patient  later  suffers  a more  serious  injury  or  dies  as 
a result  of  a decision  to  refuse  treatment.  For  example,  it  may 
be  prudent  to  treat  the  expectant  mother  who  comes  to  the 
emergency  room  and  states  that  she  is  in  labor  rather  than  to 
rely  on  a medically  debatable  determination  that  hers  is  not  in 
fact  “active  labor.”  Additionally,  physicians  who  are  members 
of  TMA  have  an  ethical  responsibility  to  treat  patients  in 
emergencies  whether  or  not  a legal  duty  to  treat  exists  (7). 

Q.  Has  the  Legislature  appropriated  funds  to  reimburse 
counties,  private  hospitals,  and  physicians  that  are  now  re- 
quired to  provide  emergency  services  under  Article  4438a? 

A.  Article  4438a  does  not  relieve  a person  who  can  pay  for 
hospital  services  of  his  duty  to  pay  for  them  (8).  Although  a 
similar  assurance  for  physicians  who  treat  patients  in  the 
emergency  room  is  not  included  in  the  statute,  the  courts  will, 
no  doubt,  require  patients  to  pay  reasonable  fees  for  needed 
emergency  services  provided  by  physicians. 

The  federal  courts  have  recently  agreed  that  Texas  law 
does  not  make  clear  what  health  care  services  a county  is 
required  to  provide  to  indigents  or  whether  services  must 
be  provided  at  no  cost  or  reduced  cost  (9).  The  US  Court 
of  Appeals  for  the  Fifth  Circuit  in  Stephens  by  Stephens  v 
Bowie  County,  Texas,  upheld  a US  District  Court’s  dismissal 
of  the  plaintiffs’  case  based  upon  the  “abstention  doctrine" 
(10).  The  federal  courts  refused  to  decide,  until  the  Texas 
courts  have  had  an  opportunity  to  clarify  state  law,  whether 
Bowie  County  unconstitutionally  denied  due  process  to  the 
plaintiffs  by  its  failure  to  develop  written  standards  for  eligi- 
bility of  its  indigent  residents  for  county  medical  assistance 
under  Tex  Rev  Civ  Stat  Ann  art  2531 , Sec  1 1 (Vernon  1 971 ). 

The  Task  Force  on  Indigent  Health  Care  appointed  by  the 
governor,  the  lieutenant  governor,  and  the  speaker  of  the 
house  will  make  recommendations  to  the  Legislature  con- 
cerning financing  of  health  care  for  indigents.  The  situation 
remains  unresolved  pending  action  by  the  Legislature  or  liti- 
gation in  state  courts  (11). 

Q.  Doesn’t  Texas  have  a “Good  Samaritan”  statute  which 
might  offer  some  protection  for  physicians  who  treat  patients 
in  emergencies? 
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A.  Texas  law  provides  immunity  from  civil  liability  to  those 
who  administer  emergency  care  in  good  faith  (and  not  in  a 
willfully  or  wantonly  negligent  manner)  (12).  The  section  does 
not  apply,  however,  to  . . a person  who  regularly  admin- 
isters care  in  a hospital  emergency  room  or  to  an  admitting 
physician,  or  to  a treating  physician  associated  by  the  admit- 
ting physician,  of  the  patient  bringing  a health  care  liability 
claim; . . (13). 

Q.  Must  I as  a subspecialist  be  included  as  part  of  our  hospi- 
tal’s emergency  room  on-call  roster  in  the  same  way  as  the 
family  physicians,  orthopedists,  and  internists,  etc,  who 
would  regularly  see  and  treat  most  emergency  cases  in  the 
office? 

A.  The  1 984  JCAH  Accreditation  Manual  for  Hospitals  indi- 
cates that  a hospital  is  responsible  for  defining  the  method  of 
medical  staff  coverage  to  be  used  in  its  emergency  de- 
partment or  service  (14).  Among  the  options  which  may  be 
chosen  are  (1 ) house  staff  under  adequate  medical  staff  su- 
pervision, (2)  contract  groups  whose  members  must  be 
members  of  the  medical  staff,  unless  otherwise  provided  by 
law,  or  (3)  assumption  of  coverage  responsibilities  by  medi- 
cal staff  members  (15).  The  JCAH  manual  then  states 
When  the  medical  staff  has  assumed  the  responsibility, 
its  members  shall  have  an  obligation  for  emergency  cov- 
erage as  determined  by  the  medical  staff,  each  in  ac- 
cordance with  his  clinical  competence  and  privileges. 
Specialists  in  limited  practice  shall  be  available  on  an  es- 
tablished schedule  to  provide  consultation  on  the  needs  of 
emergency  patients  or  to  provide  special  services  to 
emergency  patients  (16). 

Maintenance  of  hospital  privileges  in  some  institutions  has 
been  conditioned  upon  participation  in  an  on-call  rotation  in 
the  emergency  room.  If  those  requirements  for  ER  coverage 
are  reasonably  and  practically  drawn,  they  are  likely  to  be 
upheld  if  challenged  in  court  by  physicians.  Such  factors  as 
the  reasonableness  of  the  number  of  hours  required,  the  age 
and  physical  condition  of  the  physician,  the  extent  of  inter- 
ference with  other  responsibilities,  and  the  equality  with 
which  the  service  requirement  is  applied  to  members  of  the 
medical  staff  may  be  considered  by  the  courts  (1 7). 

Again,  the  “Interpretation”  section  of  JCAH  Standard  II, 
Emergency  Services,  indicates  that  the  obligation  for  emer- 
gency room  coverage  shall  be  determined  by  the  medical 
staff  ".  . .each  in  accordance  with  (the  physician’s)  compe- 
tence and  privileges"  (18).  (Emphasis  added.)  Disputes 
about  the  fairness  of  coverage  schedules  should  be  settled 
within  the  medical  staff. 

Q.  What  professional  and  legal  obligations  are  created  when 
I treat  a patient  in  the  emergency  room? 


A.  In  general,  “the  relation  of  physician  and  patient  is  con- 
tractual and  wholly  voluntary,  created  by  agreement,  express 
or  implied"  (19).  Thus,  the  physician  may  agree  with  the 
patient  to  limit  his  or  her  obligation  to  the  providing  of  a par- 
ticular procedure  or  to  the  administering  of  a treatment  at  a 
particular  time  or  place  (20).  However,  even  care  rendered 
in  the  emergency  room  which  may  give  rise  to  a limited 
physician-patient  relationship  must  be  provided  with  due  skill 
and  care  (21 ).  The  obligation  to  treat  or  diagnose  patients  in 
emergencies  which  may  arise  under  Article  4438a  is  not 
dependent  upon  the  prior  existence  of  a physician-patient  re- 
lationship, but  is  created  by  the  statute. 

Q.  Should  patients  be  given  the  same  information  on  risks, 
hazards,  and  alternative  procedures  as  would  be  necessary 
to  support  an  informed  consent  in  the  office  or  in  an  elective 
procedure? 

A.  Texas  law  states  that  a physician’s  failure  to  disclose  risks, 
hazards,  and  alternatives  to  a patient  “may  be  found  not  to 
be  negligent  if  there  was  an  emergency  or  if  for  some  other 
reason  it  was  not  medically  feasible  to  make  a disclosure  of 
the  kind”  otherwise  required  (22).  Since  all  patients  who 
appear  at  the  emergency  room  do  not  present  true  emergen- 
cies, the  physician  may  not  wish  to  rely  upon  the  exception  to 
the  disclosure  requirement  discussed  above  as  a general 
rule.  The  statute  does  not  contain  a definition  of  “emer- 
gency,” and  thus  circumstances  in  each  case  should  be 
evaluated.  However,  the  statute  certainly  does  not  prevent 
physicians  from  making  whatever  written  or  oral  disclosures 
they  believe  are  appropriate  to  patients  as  a prerequisite  to 
obtaining  their  consent. 

Conclusion 

Physicians  and  hospitals  have  traditionally  responded  to  re- 
quests for  emergency  medical  and  hospital  care  by  those 
who  need  it,  whether  or  not  payment  for  the  services  pro- 
vided is  forthcoming.  However  many  hospitals  are  now  ex- 
periencing financial  pressure  because  of  reduced  reimburse- 
ment from  government  programs  or  because  of  local  budget 
cutbacks.  The  needs  of  all  patients  for  emergency  care  point 
up  the  necessity  for  public  as  well  as  private  hospitals  to  work 
together  with  their  medical  staffs  in  developing  equitable 
plans  to  assure  delivery  of  needed  care.  Elected  represen- 
tatives should  be  apprised  of  the  demand  for  uncompen- 
sated care  as  well  as  the  budgetary  restraints  compromising 
the  effective  delivery  of  such  care.  In  this  way,  appropriate 
legislative  remedies  are  feasible. 

Michael  G.  Young,  JD 

TMA  Attorney 
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In  rehabilitation, 
two  heads  are 
better  than  one. 


A good  comprehensive  rehabilitation  program  should 
be  a team  effort  — a group  of  highly  skilled  professionals 
working  together  to  help  your  patient  reach  his  highest 
level  of  independence  and  function. 

At  Dallas  Rehabilitation  Institute,  our  rehabilitation 
programs  for  spinal  cord  injuries,  head  injuries,  stroke, 
amputations,  arthritis  or  spinal  pain  are  planned  and 
supervised  by  a specialty  disease  category  team  approach. 
The  team,  led  by  a physician  works  together  to  design  a 
rehabilitation  program  that  will  complement  your  patients’ 
needs  and  assist  in  achieving  as  much  independence  as 
possible.  In  addition  to  regular  sessions  in  physical  therapy, 
occupational  therapy  and  behavioral  medicine,  the  patient  has 
a variety  of  specialty  services  available  within  the  facility 
including  respiratory  therapy,  speech  therapy,  recreational 
therapy,  vocational  evaluation,  driver’s  training,  learning 
systems,  hydrotherapy,  dietetic  services  and  a complete 
orthotics  and  prosthetics  department. 

Rehabilitation  should  not  depend  on  the  skill  of  one 
therapist.  Through  an  intensive  team  effort,  our  physicians 
and  therapists  can  help  each  patient  reach  established 
rehabilitation  goals.  At  Dallas  Rehabilitation  Institute,  we  are 
working  together  for  your  patient’s  independence. 


Dallas  Rehabilitation  Institute 

A National  Medical  Enterprises  Health  Care  Facility 
7850  Brookhollow  Road 
Dallas,  Texas  75235 
(214)  637-0740 
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BRIEF  SUMMARY 

PROCARDIA*  (nitedipmel  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  tor  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 
II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  lo  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  to! 
erated  hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment.  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ol  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and 
it  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with 
drawal  syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure,  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure , care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  led  ventricular  dysfunction 
Drug  interactions:  Beta  adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  ot  angina 
long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  anlianginal  effectiveness  of  this  combination 
Digitalis  Administration  of  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxm  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 
Carcinogenesis  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation.  |Oint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver sweating  chills  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 
In  addition  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat- 
ural history  ot  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 
Laboratory  Tests:  Rare  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK  LDH . SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600  66)  300  (NDC  0069- 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59:  to  77°F  (15  to  25  C)  in  the  man- 
ufacturer’s original  container 

More  detailed  professional  information  available  on  request  £ 1982  Pfizer  Inc 
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couldn  't  do  for  3 yrs.  including 
joining  the  human  race  again" 


Quotes  from  an  unsolicited  1 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patient  's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree  * 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCAR  DI A M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable" 

"I  shop,  cook  and  can  plant 
flowers  again" 

"l  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


© 1983,  Pfizer  Inc 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE) 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


600 mg  Tablets 
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DEATHS 


J.W.  Ackert 

Joseph  W.  Ackert,  MD,  a Denison  internist,  died  March  10, 
1984.  He  was  65. 

Born  in  Missouri,  Dr  Ackert  was  a 1 943  graduate  of  Baylor 
College  of  Medicine,  Dallas.  He  remained  in  Dallas  for  an 
internship  at  Parkland  Memorial  Hospital  and  a residency  at 
Children's  Medical  Center.  Dr  Ackert  moved  to  Denison  in 
1 946  and  retired  from  active  practice  in  1 979  after  32  years  of 
practice. 

Surviving  family  members  include  Dr  Ackert’s  sister-in-law, 
Thelma  Brady,  Denison. 

R.H.  Carter 

Ray  Helm  Carter,  MD,  an  honorary  member  of  Texas  Medical 
Association  and  past  president  of  Harrison  County  Medicine 
Society,  died  March  6,  1984.  He  was  77. 

Dr  Carter  was  a Marshall  ophthalmologist.  He  received  a 
bachelor  of  arts  degree  from  Baylor  University  and  a medical 
degree  from  Baylor  College  of  Medicine  in  Dallas.  He  com- 
pleted an  internship  at  Charity  Hospital  of  Louisiana  State 
University  Medical  Center  at  Shreveport,  and  did  graduate 
work  at  George  Washington  University  in  St  Louis,  Mo.  He 
moved  to  Marshall  in  1934  and  practiced  there  until  his  retire- 
ment in  1 977.  Dr  Carter  served  as  major  in  the  US  Air  Force 
during  World  War  II. 

Survivors  include  his  wife,  Mary  Nell  Young  Carter, 
Marshall;  daughters,  Carol  Hall,  Marshall;  Raenell  Craft, 
Longview;  and  Claire  Wood,  Dallas;  and  eleven 
grandchildren. 

J.E.  Clarke 

Jared  Ellison  Clarke,  MD,  a retired  Houston  physician  and 
surgeon,  died  Feb  22,  1984.  He  was  93. 

Dr  Clarke,  an  honorary  member  of  the  Texas  Medical 
Association,  was  a 1 91 3 graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  He  served  his  residency  at  St 
Joseph's  Hospital  in  Houston. 

Dr  Clarke  was  the  first  Harris  County  Medical  Examiner, 
serving  from  January  1957  until  August  1960.  He  was  past 
president  of  the  Harris  County  Medical  Society  and  the 
Houston  Academy  of  Medicine,  and  headed  the  fund-raising 
campaign  for  the  Texas  Medical  Center  Library. 

During  World  War  I,  Dr  Clarke  served  as  assistant  surgeon 
with  the  rank  of  lieutenant  in  the  US  Navy. 

Survivors  include  his  son,  J.E.  Clarke  III,  Middletown,  Va; 
daughter,  Catherine  Weatherford,  Richmond;  and  sister, 
Corinne  Vaughan,  Bay  City,  Tex. 

J.R.  Day 

Jackson  Rawlins  Day,  MD,  Austin,  died  March  17,  1984.  He 
was  54. 

Born  in  Dallas,  Dr  Day  received  his  MD  degree  from  The 


University  of  Texas  Medical  Branch  in  Galveston.  He  served 
his  internship  at  Brooke  Army  Hospital  in  San  Antonio,  and 
then  trained  at  the  Menninger  School  of  Psychiatry  in  Topeka, 
Kan,  completing  residencies  in  adult  and  child  psychiatry.  He 
worked  as  a staff  psychiatrist  at  the  Children’s  Division  of  the 
Menninger  Clinic  before  returning  to  Austin  in  1 968  as  medi- 
cal and  psychiatric  director  of  the  Brown  Schools.  Later  he 
entered  private  practice  full  time  and  served  as  a consultant 
to  organizations  serving  children,  including  the  Texas  De- 
partment of  Mental  Health  and  Mental  Retardation,  Texas 
Department  of  Human  Resources,  the  Settlement  Club 
Home,  and  the  Texas  School  for  the  Deaf.  Dr  Day  was  a past 
president  of  the  Austin  Psychiatric  Society  and  Texas  Society 
of  Child  Psychiatry. 

Dr  Day  is  survived  by  his  wife,  Catherine  Dearing  Day, 
Austin;  daughters,  Lisa  Jones,  San  Antonio;  and  Mary 
Barnes,  Austin;  and  sons,  Brian  F.  Day  and  John  R.  Day,  both 
of  Austin. 

A.E.  Eberstein 

Alan  E.  Eberstein,  MD,  a Dallas  general  surgeon  and  chief  of 
staff  of  Dedman  Medical  Center,  died  March  9, 1 984. 

A native  of  Dallas,  Dr  Eberstein,  48,  received  his  medical 
degree  from  Washington  University  School  of  Medicine  in  St 
Louis,  Mo,  in  1 960.  He  completed  his  internship  at  George 
Washington  Hospital  and  his  residency  at  Mount  Alto  Vet- 
erans Administration  Hospital,  both  in  Washington,  DC.  He 
moved  to  Dallas  in  1 965. 

Dr  Eberstein  is  survived  by  his  wife,  Terri  Daugherty 
Eberstein;  daughters,  Lesli  Michelle  Eberstein  and  Adrian 
Elizabeth  Eberstein;  parents,  Mr  and  Mrs  Milton  Eberstein; 
and  brother,  Brian  Eberstein,  all  of  Dallas. 

F.W.  Kolle 

Fred  Wayne  Kolle,  MD,  a longtime  Wharton  physician,  died 
Feb  2,  1984. 

Dr  Kolle  was  born  in  Houston  and  attended  Texas  A&M 
University.  He  received  his  MD  degree  from  The  University  of 
Texas  Medical  Branch  in  Galveston  in  1946  and  served  an 
internship  at  the  University  of  Kansas  Hospital  in  Kansas 
City.  After  serving  in  the  US  Air  Force  during  World  War  II,  Dr 
Kolle  returned  to  Galveston  for  a residency  at  John  Sealy 
Hospital.  He  moved  to  Wharton  in  1951  to  begin  his  longtime 
association  with  the  Rugeley  and  Blasingame  Clinic  and  the 
Gulf  Coast  Medical  Center. 

Surviving  family  members  include  his  wife,  Virginia  Bates 
Kolle,  Wharton;  son,  Stephen  E.  Kolle,  Wharton;  daughters, 
Susan  Von  Drehle,  San  Jose,  Calif;  Katherine  L.  Kolle, 
Houston;  and  Karol  Calloway,  Austin;  mother,  Mary  Kolle, 
Wharton;  brother,  David  R.  Kolle,  Melbourne,  Australia; 
sister,  Mary  Ann  Leveridge,  East  Bernard,  Tex;  and  five 
grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.  W.  ACKERT 
Denison,  1918-1984 

R.  H.  CARTER 
Marshall,  1906-1984 

J.  E.  CLARKE 
Houston,  1890-1984 


J.  R.  DAY 

Austin,  1929-1984 

A.  E.  EBERSTEIN 
Dallas,  1935-1984 

F.  W.  KOLLE 
Wharton,  1922-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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Everyone  Has  Problems . . . 

YOU  Deserve  Solutions! 


A golf  pro  will  show  you  how  to  get  out  of  this 
trap.  The  best  way  to  deal  with  this  problem  is  to 
have  one  familiar  with  golf  and  with  your  game 
show  you  how. 

At  Professional  Solutions,  we  have  people  who 
know  computers  inside  and  out.  They  can  show 
you  how  to  get  out  of  the  trap  of  choosing  just  the 
right  computer  system  for  your  needs.  What 
makes  us  different  is  that  we  have  people  who 
know  the  requirements  of  your  medical  practice. 


If  you’re  considering  a computer  solution  for  your 
medical  practice  fill  out  the  coupon  below  to 
receive  your  free  copy  of  “How  To  Choose  A 
Computer  System,”  or  give  us  a call  at  (214) 
931-8610. 

We’re  Professional  Solutions.  Professionals 
helping  professionals. 

Professional  Solutions 

A Division  of  Pyke  International,  Incorporated 

16990  Dallas  Parkway  • Suite  110 
Dallas,  Texas  75248  • (214)  931-8610 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Abrams  RS,  Wexler  P (eds):  Medical  Care  of  the  Pregnant 
Patient.  Boston,  Little  Brown  and  Company,  1983. 

Appenzeller  O:  The  Autonomic  Nervous  System:  An  Intro- 
duction to  Basic  and  Clinical  Concepts,  ed  3.  New  York, 
Elsevier  Biomedical  Press,  1982. 

Barber  HRK:  Manual  of  Gynecologic  Oncology.  Phila- 
delphia, J.B.  Lippincott  Company,  1980. 

Berkowitz  RL  (ed):  Critical  Care  of  the  Obstetric  Patient, 
New  York,  Churchill  Livingstone,  1983. 

Blacklow  RS:  MacBryde’s  Signs  and  Symptoms,  ed  6.  Phil- 
adelphia, J.B.  Lippincott  Company,  1983. 

Blumenthal  HT  (ed):  Handbook  of  Diseases  of  Aging.  New 
York,  Van  Nostrand  Reinhold  Company,  1983. 

Cantu  RC,  Gillespie  WJ  (eds):  Sports  Medicine,  Sports  Sci- 
ence: Bridging  the  Gap.  Lexington,  Mass,  The  Collamore 
Press,  1982. 

Cohen  ME,  Duffner  PK:  Brain  Tumors  in  Children.  Principles 
of  Diagnosis  and  Treatment.  New  York,  Raven  Press,  1984. 

Fess  EE,  Gettle  KS,  Strickland  JW:  Hand  Splinting:  Princi- 
ples and  Methods.  St  Louis,  The  C.  V.  Mosby  Company, 
1981. 

Greenfield  LJ  (ed):  Complications  in  Surgery  and  Trauma. 
Philadelphia,  J.B.  Lippincott,  1984. 

Grossman  JA:  Minor  Injuries  and  Disorders:  Surgical  and 
Medical  Care.  Philadelphia,  J.B.  Lippincott  Company,  1984. 

Illingworth  R^:  The  Development  of  the  Infant  and  Young 
Child:  Normal  and  Abnormal,  ed  8.  New  York,  Churchill 
Livingstone,  1983. 


Joklik  WK,  Willett  HP,  Amos  DB  (eds):  Zinsser  Microbiology, 
ed  18.  Norwalk,  Conn,  Appleton-Century-Crofts,  1984. 

Klawans  HL:  The  Medicine  of  History  From  Paracelsus  to 
Freud.  New  York,  Raven  Press,  1982. 

Krause  MV,  Mahan  LK:  Food,  Nutrition,  and  Diet  Therapy.  A 
Textbook  of  Nutritional  Care,  ed  7.  Philadelphia,  W.B.  Saun- 
ders Company,  1984. 

Lass  NJ,  McReynolds  LV,  Northern  JL,  et  al:  Speech,  Lan- 
guage, and  Hearing,  vol  1-3.  Philadelphia,  W.B.  Saunders 
Company,  1982. 

Layman  DP:  The  Terminology  of  Anatomy  and  Physiology. 
New  York,  John  Wiley  & Sons,  1 983. 

Lurie  HJ:  Practical  Management  of  Emotional  Problems  in 
Medicine.  New  York,  Raven  Press,  1982. 

McDivitt  RW,  Oberman  HA,  Ozzello  L,  et  al  (eds):  The 
Breast.  Baltimore,  Williams  & Wilkins,  1984. 

Pellock  JM,  Myer  EC  (eds):  Neurologic  Emergencies  in  In- 
fancy and  Childhood.  Philadelphia,  Harper  & Row,  1984. 

Rifkin  A (ed):  Schizophrenia  and  Affective  Disorders:  Biol- 
ogy and  Drug  Treatment.  Boston,  PSG  Inc,  1983. 

Rippon  JW:  Medical  Mycology:  The  Pathogenic  Fungi  and 
the  Pathogenic  Actinomycetes,  ed  2.  Philadelphia,  W.B. 
Saunders  Company,  1982. 

Shahriaree  H (ed):  O'Connor’s  Textbook  of  Arthroscopic 
Surgery.  Philadelphia,  J.B.  Lippincott  Company,  1984. 

Strickland  GT:  Hunter’s  Tropical  Medicine,  ed  6.  Phila- 
delphia, W.B.  Saunders  Company,  1984. 

Williams  C:  All  About  Cancer— A Practical  Guide  to  Cancer 
Care.  New  York,  John  Wiley  & Sons,  1983. 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


WILLIAM  R.  McKENNA,  MD 

Diplomats.  American  Board  of  Allergy  and  Immunology 
2121  Pease  St.,  Suite  2-E,  Harlingen.  TX  78550;  512  425-9240 
Branch  Offices: 

222  E.  Ridge.  Suite  117.  McAllen,  TX  78503;  512  686-3705 

844  Central  Blvd..  Suite  200.  Brownsville.  TX  78520;  512  541-1561 


Anesthesiology 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Clinics 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  & Psychological 
Testing 

Behavioral  Analysis 


McGovern  allergy  clinic 


DALLAS  DIAGNOSTIC  ASSOCIATION 


Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick.  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATIQ^ 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 


7777  Forest  Lane,  Suite  303,  Dallas.  Texas  75230 
214  661-7770 


CARDIOLOGY 

J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade.  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes.  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  Wnite  HI,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton.  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck,  Clinic  Coordinator 


1107  Doctors  Drive,  Tyler,  Texas  75701 
214  592-6635 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St..  Suite  436.  Fort  Worth  76109 
817  731-7222 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 


SLEEP  DISORDERS  CENTER 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350,  Houston,  Texas  77055 

713  973-NITE 


Todd  J.  Swick.  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

lack  D.  Van  Campen.  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan,  MD 

Cardiology 

Irvin  J.  Saron,  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  240,  Houston,  Texas  77055 

713  973-3400 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/ families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Jeffrey  Brown.  MD,  Director-Endocrinologist 

Ilene  Kreuser,  RN,  CPNP,  Program  Coordinator/Educator 


Endocrinology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


Dermatology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomats,  American  Board  of  Internal  Medicine 
and  Endocrinology /Metabolism 

3500  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


DAVID  R.  WEAKLEY.  MD.  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD.  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas.  Texas  75246;  214  827-5960 


FRED  F.  CIAROCHI,  MD.  FACP 

Diplomats  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <&  Diabetes 

122  W.  Colorado  Blvd.  #208.  Dallas,  Texas  75208; 

214  948-8664 
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JAIME  H.  CASTRO.  MD 

Diplomats,  American  Board  oi  Internal  Medicine 

Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue.  Fort  Worth.  Texas  76106;  817  625-6253 

7505  Glenview  Drive.  Fort  Worth,  Texas  76118;  817  625-6254 

ADRIAN  E.  FLATT,  MD.  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 

Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 

Gastroenterology 

Immunology 

CECIL  O.  PATTERSON,  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

8000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 

214  358-2545 

IMMU-TEST  LABORATORIES.  INC. 

Immunology  Reference  Laboratory 

Director:  Maria  A.  Scouros.  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  MeWaters 

8831  Longpoint.  Suite  404,  Houston,  Texas  77055;  713  790-9258 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 

F.  Clark  Douglas.  MD 

George  T.  DeVaney,  MD 

Nephrology 

SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts.  MD,  Adult  Nephrology  & Hypertension 

General  Surgery 

Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 

Clevert  H.  Tseng,  MD.  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio.  Texas  78205;  512  223-9549 

DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool.  MD,  FACS 

B.  Ward  Lane.  MD.  FACS 

John  W.  Winter,  MD,  FACS 

Diplomates  American  Board  oi  Surgery 

General  <S  Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas.  Texas  75204;  214  823-2650 

7777  Forest  Lane.  Suite  204.  Dallas,  Texas  75230;  214  661-7860 

Neurological  Surgery 

JACK  STERN.  MD,  FACS 

GARY  C.  HUTCHISON,  MD.  FACS 

THOMAS  R.  BOULTER,  MD.  FACS 

Hand  Surgery 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805.  Dallas.  Texas  75231;  363-8524 

L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  oi  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas.  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD 
}oe  Ellis  Wheeler.  MD 

Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 

Telephone  817  336-0551 

ROBERT  E.  BUNATA.  MD,  PA 

B.  J.  WROTEN.  MD 

WILLIAM  J.  VAN  WYK.  MD 

Surgery  of  the  Hand 

801-803  West  Terrell.  Ft.  Worth,  Texas  76104 

Telephone  817  335-5411 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins.  MD 

5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 

Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 

Dallas.  Texas  75231;  214  369-7596 

W.  DENNIS  STRIPLING,  MD.  PA 

MICHAEL  V.  DOYLE.  MD,  PA 

Diplomates  American  Board  oi  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 

KENNETH  D.  GLASS.  MD.  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd..  Suite  812.  Dallas  75235 

Telephone  214  631-7488 

DRS.  CHERRY.  LONG  & SCOTT 

NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 

R.  Gordon  Long.  MD,  DABNS.  FACS 

Bennie  B.  Scott.  MD.  DABNS.  FACS 

John  V.  Coon.  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas.  Texas  75246;  Telephone  214  826-7060 

TMA  Physician  Placement  Service 

. . . Another  service  oi  your  association 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 

Volume  80  July  1984 


77 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology.  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology.  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <S  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211,  Houston,  TX  77074;  713  270-1188 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder,  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  <S  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway.  St.  916.  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401.  730  N.  Main, 
San  Antonio,  Texai  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  Ell  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston.  Texas  77074; 
Telephone  713  988-2020 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg..  Houston, 
Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo.  MD.  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD.  FACS 
Jeffrey  D.  Lanier.  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia,  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon.  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman,  MD 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge.  Bellaire.  Texas  77401 
Telephone  713  666-4224 
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HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre.  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200. 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo.  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


SOUTHWEST  RETINA  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso,  Texas  79902;  915  532-3912 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  R.  Dan  Loyd,  MD 

Dan  R.  Sutherland,  MD  Huntley  G.  Chapman,  MD 

John  B.  Gunn,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


DAVID  I.  TASKER,  MD,  FACS 
Subspecialty:  Contact  Lenses 

Branch  Offices: 

4499  Medical  Dr.  #123,  San  Antonio  512  690-8181 
I 1012  C Street,  Floresville  512  393-2551. 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


BRIAN  B.  BERGER,  MD  ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  Surgery  & Diseases  of  the  Foot  and  Ankle 


Park  St.  David  Professional  Building,  Suite  106, 
800  East  30th  Street.  Austin  78705;  512  479-8101 


Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


3103  Scott  Blvd..  Temple  76501;  1-800-252-3437 


Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene.  Texas  79601 

Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


3702  20th  Street,  Suite  B,  Lubbock,  Texas  79410 
Telephone  806  797-9666 

ARMSTRONG  <£  RICHARDS  ORTHOPEDICS 

George  N.  Armstrong,  Jr.,  MD,  PA 
John  A.  Richards,  MD,  PA 

1400  South  Main  Street,  Suite  207,  Fort  Worth,  Texas  76104;  817  336-6222 
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Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar.  MD 
Dorothy  Patras.  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES  AND  ASSOCIATES 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne.  Texas  76031;  817  641-2245 


J.  S.  WILKENFELD.  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomats  oi  the  American  Board  oi  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houiton 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer,  MD  Davia  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll.  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  4865.  Austin.  Texas  78765 
Telephone:  512  452-2529 

Oiiice  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <5  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Sheet 
San  Antonio,  Texas  78205;  Telephone  226-2424 


PRESBYTERIAN  HOSPITAL  OF  DALLAS 
Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy, 
Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison,  MD,  Director,  Physical  Medicine 
8200  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-7454 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 


Plastic  Surgery 


Thomas  D.  Cronin.  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 
Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen.  MD,  FACS 
Thomas  M.  Biggs,  MD.  FACS  Ernest  D.  Cronin,  MD.  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400.  Houiton,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD.  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  IV.  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD.  FACS 

Diplomats  American  Boards  oi  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  79104; 
817  335-4752 


VALENTIN  GRACIA.  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <&  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608.  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD.  PA 

Diplomats  American  Board  of  Surgery 
Diplomate  American  Board  oi  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Oiiice  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

CHILI  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth.  Suite  401,  Corpus  Christi.  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE.  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive.  Tyler.  Texas  75705;  214  593-8296 


TMA  Forum  on  Medical  Issues 

. . . Another  service  oi  your  association 
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JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomat*  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suit*  420, 

Houston,  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson.  MD — Child.  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin.  MD — General  Psychiatry.  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program.  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup.  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton.  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard.  Suite  620,  Galveston.  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES. 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry.  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse.  Individual  & Group  Psychotherapy. 
(Adults  & Adolescents — Inpatient  & Outpatient) 

Department  of  Psychology 

Donald  E.  Jabury.  PhD  George  H.  Withers.  PhD 

Medical  Science  Psychiatric  Center 

711  W.  38th.  Suite  C-4.  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  R.  Baker,  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
Joel  A.  Holiner.  MD 


William  R.  Lynch.  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson.  MD 
S.  Richard  Roskos,  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood.  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane.  Suite  2411.  Dallas.  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 

Dallas.  Texas  75211;  214  296-6241  PlllmOnary  DiSGQSGS 


Jerry  M.  Lewis,  MD  John  G.  Looney.  MD 

Doyle  I.  Carson,  MD  Kathleen  B.  Erdman.  MD 

Keith  H.  Johansen.  MD  Don  C.  Payne,  MD 

James  K.  Peden.  MD  Mark  J.  Blotcky.  MD 

Charles  G.  Markward,  MD  L.  Dwight  Holden.  MD 

Byron  L.  Howard,  MD  Paul  M.  Hamilton,  MD 

Roy  H.  Fanoni,  MD  William  W.  Estabrook,  III.  MD 

Mark  P.  Unterberg.  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


RICHARD  G.  JAECKLE.  MD 
Psychiatry 

Diplomate.  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomats.  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404. 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW.  MD.  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722.  1550  W.  Rosedale.  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk.  MD.  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger.  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS.  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation. 

Sleep  Apnea 

1413  Eighth  Avenue.  Suite  A.  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West.  Suite  137,  Arlington.  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomats  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Medical  Films,  Video  Tapes  and  Slides 


TMA  Memorial  Library 

. . . Another  service  oi  your  association 


. . . Another  service  oi  your  association 
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Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <5  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
’Certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plata.  Barnett  Tower,  3600  Caston  Avenue, 

Suite  404,  Dallai.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas,  Texas  75234- 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408,  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY.  MD,  FACS 

Diplomate.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST.  MD 
Urology 

3600  Gaston  Avenue,  Dallas.  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley.  MD 
Hugh  Lamensdori,  MD 
Ira  N.  Hollander,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD.  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower.  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan,  MD.  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD.  PA 

Diplomates  of  American  Board  of  Urology 


Medical  City  Dallas.  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Representing  the  Profession 

. . . Another  service  of  your  association 


Get  involved 
with  drugs 
before  your 
children  do. 


Sooner  or 
later,  someone’s 
going  to  offer  to  turn 
your  children  on. 

And 

chances  are,  you 
won’t  be  anywhere 
in  sight. 

So  what  can 

you  do? 

Obviously,  the 
time  to  talk  to  your  children  about  drugs 
is  before  they  have  to  make  a decision 
on  their  own. 

Which  means  you  have  to  learn 
something  about  drugs. 

Learn  the  dangers. 

Learn  about  peer  pressure  on  a 
twelve-year-old. 

But  it’s  through  love  and 
understanding  that  you  can  be  the 
most  effective. 

You  can  get  a lot  more  ideas  from 
the  booklet,  “Parents:  What  You  Can  Do 
About  Drug  Abuse.”  Write:  Get  Involved, 
P.O.  Box  1706,  Rockville,  Maryland  20850. 


A public  service  of  this  publication 

and  the  National  Institute  on  Drug  Abuse. 
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For  Sale  or  For  Rent 


LUFKIN  -MEDICAL  OFFICE  CONDOS  for  sale  or  lease  with  option 

to  buy.  Located  between  this  growing  city's  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901.  ' 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas- 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton 
Will  remodel  to  suit.  Contact  512-454-4849. 

WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  fast  growth  south 
iuf, in  x?rea-  Must  have  excell€mt  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
latest  in  equipment.  Contact  Katherine  D.  Perkins  MD 

512-441-5678. 


FOR  SALE— Well  established  general  surgery  practice  in  east  Texas 
community  of  70,000.  Board  certified  or  eligible  surgeon  required 
Gross  $400,000.  Terms  negotiable.  Available  immediately  Please  reply 

to  Ad-458,  TEXAS  MEDICINE,  lom  ^ T ’ " ••  - p y 

78701. 


1801  North  Lamar  Blvd.,  Austin,  Texas 


WELL-ESTABLISHED  GENERAL/FAMILY  PRACTICE  CLINIC  in  Pre- 
mont,  Texas.  Fully  eauipped.  1500  square  feet.  Lab,  x-ray  Town  in 
need  of  doctor.  60  miles  southwest  of  Corpus  Christi.  Excellent  gross 
net.  Quality  experienced  employees  available.  Close  to  hospital 
Contact  Robert  Rodriguez,  MD,  806  379-7888. 

FOR  SALE— MEDICAL  BUILDING.  Two  tenants  on  lease  in  San  Antonio. 
Rest  of  building  has  internal  medicine  practice.  Fully  equipped  labora- 
tory and  x-ray.  Grossing  over  $500,000.  a year.  Desirable  loan  obtain- 
able with  ten  percent  (10%)  down.  Will  sell  building  and  equipment 
for  appraised  value.  Practice  goes  with  the  sale.  Will  stay  and  intro- 
duce. Excellent  location  for  mini  emergency  clinic.  Twenty  years  of 
busy  medical  traffic.  Please  reply  to  Ad-460,  TEXAS  MEDICINE  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE — CLINIC  IN  RIO  GRANDE  VALLEY  near  Mexico  and  South 
Padre  Island.  Over  1600  sq.  ft.  building  with  equipment.  Take  over 
deceased  physician's  general  practice  established  over  35  years  Con- 
tact Mrs.  Gloria  Panzer,  909  West  8th  Street,  Weslaco,  Texas  78596  or 
phone  days  512  968-4526,  nights  968-7414. 

MIDLAND,  TEXAS — Long  established  medical  clinic  building  for  sale. 
Approximately  5,434  square  feet  of  building,  plus  basement.  Designed 
: for  a group  of  physicians,  or  can  be  subleased  to  other  professionals. 
Located  across  street  from  hospital,  and  adjacent  to  parking  garage. 

: Contact  Charlie  Linebarger,  Broker,  915  699-1234. 

OPHTHALMOLOGIST  <&  ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 

THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


PEDIATRIC  PRACTICE:  Private  practice  in  Houston/Gulf  Coast  area. 
Fully  equipped  facilities  shared  with  three  pediatricians.  16  years  in 
same  location.  Hospital  nearby.  Doctor  enjoys  good  net  income. 
Financing  very  favorable  to  buyer.  Contact  Business  <5  Professional 
Associates  at  713  771-5011.  (TMH400) 

FAMILY  PRACTICE:  Located  in  community  northeast  of  Houston.  Busy 
practice  enjoys  large  new  patient  flow.  Established  over  9 years.  Five 
minutes  from  hospital.  No  OB,  no  surgery.  Fine  facilities  and  equip- 
ment including  x-ray  and  lab.  Contact  Business  <S  Professional  Asso- 
ciates at  713  771-5011.  (TMH386) 


MERCEDES  380  SL  1981  for  sale  or  lease/purchase.  No  down  payment 
with  easy  terms.  Lapis  Blue  in  mint  condition.  713  392-2227,  Darice. 

ESTABLISHED  DALLAS  suburb  family  practice  for  sale.  Fully  equipped 
x-ray  included.  Call  214  271-5643  or  214  226-8047. 

GENERAL  PRACTICE  FOR  SALE — Doctor  retiring.  Rapidly  growing  area 
in  Northwest  Austin.  Price  negotiable.  Please  reply  to  Ad-472,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FOR  SALE — 4,396  acre  productive  ranch,  63  miles  north  of  Abilene. 

1 $225.00  per  acre.  20%  depreciable  assets.  Owner  financing,  25%  down, 
10%  interest  on  balance  for  7 years.  Prestigious  "Strollin  S"  ranch, 
, 11  miles  north  of  Abilene,  lot  of  water  and  depreciable  assets.  Cattle, 
machinery,  equipment,  3 houses  and  barns  all  go.  1,700  acre  ranch 
j with  liveoak,  deer,  4 bedroom  home,  43  miles  southeast  of  Abilene.  100 
1 acre  Colorado  River  ranch.  Superb  farilitip*;  for  breeding  and  training 
horses.  Depreciable  assets  valued  at  $283,000  or  77%  of  the  total  pur- 
chase price  of  $368,000.  Owner  financing.  Allison  Realty,  453  Pine 
Street,  Abilene,  Texas  79601;  915  673-4578  office,  676-1493  residence. 


Business  and  Financial  Services 


WHY  DOCTORS  LOSE  MONEY  TRADING  IN  COMMODITIES— Most  lose 
because  they  follow  an  undiversified  portfolio,  get  emotionally  in- 
yolved  and  pay  high  commissions  and  fees.  FUTURES  MANAGE- 
MENT  S program  addresses  these  and  other  causes  for  losses  by 
investors.  Send  for  information  on  Futures  Management's  investor- 
oriented  managed  account  program.  Minimum  account  for  prudent 
diversification  $35,000.  This  ' reduced  risk"  approach  to  commodities 
may  also  provide  an  alternative  for  self  directed  retirement  plans. 
CFTC  and  NFA  registered.  Over  $7  million  under  management.  Reply 
to  Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIAN  S SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 

pay No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


WRIIING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
Protessionals;  medical  editors.  Marilyn  Baker  <S  Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
FAXNCY7?705'  Phone  512'<'72-9251-  (Formerly  HOME  OF  THE  HOLY  IN- 


DOCTOR,  YOU  CAN’T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


NUTRITIONIST:  Responsible  for  the  nutritional  care  of  patients  Will 
plan,  organize  and  conduct  programs  for  patients  that  will  provide 
nutritionally  adequate  diets.  Will  consult  with  doctors  and  health  care 
members  in  evaluating,  developing  and  implementing  various  nu- 
tritional programs  for  patients.  Will  deal  extensively  with  Farsi  speaking 
patients.  BS  degree  in  nutrition  required.  Must  speak  Farsi  fluently 
40  hours  per  week;  $1,650  per  month  salary.  Apply  at  the  Texas  Em- 
ployment Commission,  Houston,  Texas,  or  send  resume  to  the  Texas 
j ComJmjssion'  TEC  Buildin9.  Austin,  Texas  78778,  J.O. 
#3451564.  Ad  paid  by  an  equal  employment  opportunity  employer. 
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Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


ER  PHYSICIAN 

If  you  are  an  experienced  ER  physician,  family  practi- 
tioner, general  surgeon  or  internist,  we  may  have  a 
place  for  you  in  our  ER  group. 

Our  doctors  make  more  than  any  ER  physicians  in  the 
Houston  area  and  we  operate  out  of  comfortable, 
friendly  community  hospitals.  Call  Greater  Houston 
Emergency  Physicians  Associates  at  1-713-861-7942. 


W SUPPORT  m 
THE  HOME  TEAM. 


Coins  can  be  purchased  through 
your  local  post  office  and  at  partici- 
pating banks  and  coin  dealers  across 
the  country.  Or,  write  to:  U S.  Mint, 
Olympic  Coin  Program,  PO  Box 
6766,  San  Francisco,  CA  94101 

★ d tm  i_  a Olympic  Organizing  Committee  M-i 
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TEXAS  MEDICINE 


BALANCED 
CALCIUM  CHANNEL 
BLOCKADE! 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated,  in  the  treatment  of  angina  pectoris  due  to 
coronaiy  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM"  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  Is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  Inhibit  the  Influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovlne-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovlne-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  Inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  ot  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem, 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  ot  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  tbe  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  tbe  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2  4%). 


headache  (2.1%),  nausea  (1,9%),  dizziness  (1.5%),  rash  (1.3' 
asthenia  (1.2%),  AV  block  (11%).  In  addition,  the  following  ever! 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presen 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 
Gastrointestinal: 


Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  bradyc 
dia,  palpitations,  congestive  heart  tailu 
syncope 

Paresthesia,  nervousness,  somnolent 
tremor,  insomnia,  hallucinations,  and  amnes 
Constipation,  dyspepsia,  diarrhea,  vomitir 
mild  elevations  of  alkaline  phosphatase,  SG( 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitiv 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes 
vasospastic  angina  developed  periods  of  transient  asymptoma 
asystole  approximately  five  hours  after  receiving  a single  60-r 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infi 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme;  It 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase,  SGf 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  betwe 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limits 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toleraf 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerati 
response,  appropriate  supportive  measures  should  be  employed 
addition  to  gastric  lavage  The  following  measures  may  be  considere 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  the 
is  no  response  to  vagal  blockade,  administ 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  hig 
degree  AV  block  should  be  treated  with  c; 
diac  pacing 

Administer  inotropic  agents  (isoproterem 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarteren 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  tl 
clinical  situation  and  the  judgment  and  experience  of  the  treatii 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/I 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDJs 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  w: 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  know 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associate 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Cori 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Cori 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient 
needs.  Starting  with  30  mg  lour  times  daily,  before  meals  and  . 
bedtime,  dosage  should  be  increased  gradually  (given  in  divide 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  uni 
optimum  response  is  obtained  Although  individual  patients  m; 
respond  to  any  dosage  level,  the  average  optimum  dosage  rant 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concef 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hepat 
function  It  the  drug  must  be  used  in  such  patients,  titration  should  t 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acul 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safe 
coadministered  with  short-  and  long-acting  nitrates,  but  thei 
have  been  no  controlled  studies  to  evaluate  the  antiangin. 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (ND 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (ND 
0088-1 771  -49)  Each  green  tablet  Is  engraved  with  MARION  on  on 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  score 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Un 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yello 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  othe 
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Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 
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HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
Eileen  C.  Stade,  MD 
William  A.  Lent,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Allan  I.  Goldberg,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
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ABOUT  LEASING: 
TRANS-TEXAS  LEASING 


A LOGICAL 
ALT€ANATIV€  FOA 
PAOFCSSIONALS 
UIHV? 

□ TRX  ADVANTAGES 

□ 1 00%  FINANCING 

□ LOUU€R  MONTHLV 
PAVMENTS 

□ FREES  UP  ULIORKING 
CAPITAL  FOR  LUCRATIVE 
INVESTMENTS 

□ ANOTHER  SOURCE  OF 
FINANCING 

□ GUARANTEED  RCSIDUAL 
VALUE 

□ OPTION  TO  8UV  AT  END 
OF  L6AS€ 

□ SAVE  TIME  AND  MONEV: 
UUE  SHOP  FOR  THE 
EXACT  VEHICLE 

VOU  ULIANT 


€NDOAS€D  AV: 


ANV  MAK€ 
ANVUIH€A€ 

IN  TCXAS 

Vou  don't  hove  to  worry 
obout  the  right  deal.  Tell 
us  what  you  want  uue'll  find 
it.  ond  deliver  it  to  you! 

IF  LEASING  ISN'T 
FOR  VOU? 

If  you've  decided  leasing 
isn't  for  you  . . . Trans-Texas 
Leasing  con  also  save  you 
o substantial  amount  in  the 
purchase  of  the  automobile 
you  uuont 


WE  ALSO  LEASE 
MEDICAL  AND 
OFFICE 
EQUIPMENT 


INTEGRITY  AND  PROFESSIONAL  SERVICE: 

TRANS-TEXAS  LEASING 

9330  LBJ  FRWY.,  SUITE  635  DALLAS,  TEXAS  75243 
(21 4)  699-9494  1 -800-442-61 58 
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TEXAS  MEDICINE 


The  last  concern  you  need 
in  a malpractice  suit  is  a 
watered  down  defense.  At  In- 
surance Corporation  of  Amer- 
ica, we  believe  your  reputation 
as  a doctor  is  your  most  valuable 
asset.  And  we’ve  backed  that 
up  with  the  most  aggressive 


claims  defense  posture  in  the 
business. 

Additionally,  our  “Consent 
to  Settle”  clause  assures  that 
only  you  can  make  the  decision 
to  settle  a claim.  With  commit- 
ments like  these,  your  defense 
concerns  can  be  put  on  ice. 


For  more  information,  call 
1-800-231-2615;  in  Texas  call 
1-800-392-9702. 


K/V 

The  Preferred  Underwriter 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


AUGUST 
General  Medicine 

Aug  1-4,  1984 

4th  CONGRESS  OF  COLOMBIAN  DOCTORS  IN  THE  USA.  Miami. 
Fee  $225.  Credit  TBA.  Contact  Jackie  McCord,  Office  of  Continuing 
Education,  UTHSC  at  Houston,  Box  20367,  Houston,  TX  77002 
(713)792-4671 

Internal  Medicine 

Aug  6-10,  1984 

4th  ANNUAL  REVIEW  OF  INTERNAL  MEDICINE  FOR  THE  PRIMARY 
CARE  PHYSICIAN.  Lakeway  Resort,  Austin.  Fee  $325.  Category  1 , 
AMA  Physician's  Recognition  Award;  AAFP,  Prescribed;  31  hours. 
Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott 
and  White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX  76508 
(817)774-2350 

Radiology 

Aug  27-31,  1984 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center  at 
San  Antonio.  Fee  $500.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

SEPTEMBER 

Emergency  Care 

Sept  22,  1984 

LEARN  TO  USE  THE  COMPUTER  FOR  THE  PRIMARY  CARE  PHYSI- 
CIAN. Amfac  Hotel-DFW,  Dallas.  Fee  $1 75,  Texas  ACEP  member; 
$255,  ACEP  member;  $245,  nonmember.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  5 hours.  Contact  Ruth  Hargrove,  Dean, 
Texas  ACEP,  PO  Box  610717,  Dallas,  TX  75261  -071 7 (21 4)255-21 56 

General  Medicine 

Sept  20-21,  1984 

ADVANCED  TRAUMA  LIFE  SUPPORT  COURSE.  Lubbock  General 
Hospital,  Lubbock.  Fee  $325.  Category  1 , AMA  Physician's  Recog- 
nition Award;  American  College  of  Surgeons;  1 6 hours.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Sept  20-22,  1984 

CARDIAC  REHABILITATION— SCIENCE  AND  APPLICATION.  Mar- 
riott Hotel-Medical  Center,  Houston.  Fee  $275.  Category  1 , AMA 
Physician's  Recognition  Award;  AAFP,  21  hours.  Contact  Carol  J. 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Sept  21-22,  1984 

PULMONARY  DISEASE  UPDATE.  Wyndham  Hotel,  Dallas.  Fee  TBA. 
Category  1 , AMA  Physician’s  Recognition  Award;  9 hours.  Contact 
Diane  Averna,  Coordinator,  Continuing  Physician  Education,  St  Paul 
Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)689-4588 


Neurology 

Sept  15,  1984  CANCELLED 

NEUROLOGY  CONFERENCE.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)743-2929 

Obstetrics  & Gynecology 

Sept  28-29,  1984 

SIXTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY. 
Texas  Tech  University  Health  Sciences  Center,  Lubbock.  Fee  TBA. 
Credit  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)743-2929 

Ophthalmology 

Sept  21-24,  1984 

WELSH  CATARACT  CONGRESS  - 1984.  Westin  Galleria  Hotel, 
Houston.  Fee  $485.  Category  1 , AMA  Physician's  Recognition 
Award;  1 8 hours.  Contact  Lynne  Tiras,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Orthopedics 

Sept  4,  1984 

21  st  ANNUAL  G.  VALTER  BRINDLEY  SURGICAL  LECTURE.  Sid 
Richardson  Auditorium,  Scott  and  White  Clinic,  Temple.  Fee  none. 
Credit  none.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st  St,  Tem- 
ple, TX  76508  (81  7)774-2350 

Psychiatry 

Sept  7,  1984 

ADVANCES  IN  PSYCHIATRY.  Baylor  University  Medical  Center, 
Dallas.  Fee  $120.  Category  1 , AMA  Physician's  Recognition  Award; 

6 hours.  Contact  LaNelle  Chancellor,  Assistant  to  the  Dean,  A.  Webb 
Roberts  Center,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)820-231 7 

Radiology 

Sept  10-14,  1984 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING  FOUR- 
IER ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Science 
Center  at  San  Antonio  Fee  $600.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  36  hours  Contact  Marjorie  Foutz,  EdD,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Toxicology 

Sept  10-14,  1984 

CURRENT  CONCEPTS  IN  TOXICOLOGY:  ANALYTICAL  METH- 
ODOLOGY Minneapolis.  Fee  $625.  Category  1 , AMA  Physician’s 
Recognition  Award;  35  hours.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 
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TEXAS  MEDICINE 


OCTOBER 

Anesthesiology 

Oct  19-20,  1984 

3rd  INTERNATIONAL  SYMPOSIUM  ON  ENDOCRINOLOGY  IN 
ANESTHESIOLOGY  AND  SURGERY.  Registry  Hotel,  Dallas.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
June  Bovill,  Coordinator,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Emergency  Medicine 

Oct  27,  1984 

THE  5th  ANNUAL  SOUTH  PLAINS  EMS  UPDATE  ON  EMERGENCY 
MEDICAL  SERVICES.  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)743-2929 

Family  Medicine 

Oct  13,  1984 

ADVANCES  IN  CLINICAL  NUTRITION.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock.  Fee  $40.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oct  18-19,  1984 

BIOETHICS  CONFERENCE:  THE  NATURE  OF  THE  HEALING  RELA- 
TIONSHIP IN  THE  FACE  OF  DEATH.  Frank  Mayborn  Civic  Center, 
Temple.  Fee  TBA.  Credit  TBA.  Contact  Lynn  Calvert,  Office  of  Con- 
tinuing Medical  Education,  Scott  and  White  Memorial  Hospital,  2401 
S 31  st  St,  Temple,  TX  76508  (81 7)774-2350 

Oct  20,  1984 

MENOPAUSE.  UT  Health  Science  Center  at  San  Antonio.  Fee  TBA. 
Category  1 , AMA  Physician's  Recognition  Award;  AAFP  Prescribed; 
7 hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

General  Medicine 

Oct  13,  1984 

CLINICAL  PSYCHIATRY  FOR  THE  AGED:  AN  UPDATE  FOR  PRI- 
MARY CARE  PHYSICIANS.  Learning  Center,  UT  Medical  Branch, 
Galveston.  Fee  $75.  Category  1 , AMA  Physician’s  Recognition 
Award;  6 hours.  Contact  Shirley  Arledge,  Coordinator,  Office  of 
Continuing  Education,  UT  Medical  Branch,  Galveston,  TX  77550 
(409)761-2934 

Oct  26-27,  1984 

OFFICE  GYNECOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Marriott  Hotel,  Austin.  Fee  TBA.  Credit  TBA.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-2350 

Internal  Medicine 

Oct  8,  1984 

CLINICAL  AND  RESEARCH  UPDATE  OF  NEUROFIBROMATOSIS. 
Kleberg  Auditorium,  Baylor  College  of  Medicine,  Houston.  Fee  $90. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours.  Contact 
Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


Oct  12-13,  1984 

RECENT  ADVANCES  IN  ENDOSCOPIC  DIAGNOSIS.  South  Padre 
Hilton  Resort,  South  Padre  Island.  Fee  TBA.  Credit  TBA.  Contact 
Lila  K.  Lerner,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Oct  18-20,  1984 

5th  TARBOX  PARKINSON’S  DISEASE  SYMPOSIUM-THE  NORMAN 
ROCKWELL  CONFERENCE  ON  ALZHEIMER’S  DISEASE.  Holiday 
Inn  Civic  Center,  Lubbock.  Fee  $80.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)743-2929 

Obstetrics  & Gynecology 

Oct  20,  1984 

MENOPAUSE.  UT  Health  Science  Center  at  San  Antonio.  Fee  TBA. 
Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Psychiatry 

Oct  4,  1984 

CLINICAL  AND  LEGAL  ISSUES  IN  THE  PHARMACOLOGICAL 
TREATMENT  OF  ANXIETY,  DEPRESSION  AND  INSOMNIA.  Sham- 
rock Hilton,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Oct  4,  1984 

TREATING  THE  TEENAGER,  IV.  UT  Health  Science  Center  at  Dallas. 
Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact 
Gale  Quilter,  Coordinator,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Oct  19-20,  1984 

3rd  ANNUAL  PAN  AMERICAN  PSYCHIATRIC  SYMPOSIUM.  Texas 
Tech  University  Regional  Academic  Center,  El  Paso.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award.  Contact  Shauna 
Holden,  Department  of  Psychiatry,  Texas  Tech  University  Regional 
Academic  Center,  4800  Alberta,  El  Paso,  TX  79905  (91 5)533-3020 

Oct  20,  1984 

PSYCHIATRY  UPDATE  UT  Health  Science  Center  at  San  Antonio. 
Fee  $100.  Category  1 , AMA  Physician’s  Recognition  Award;  7 hours. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Radiology 

Oct  16-17,  1984 

Gl  RADIOLOGY-THE  M.  KENNETH  GILBERT  SEMINAR  IN  RADI- 
OLOGY. Baylor  University  Medical  Center,  Dallas.  Fee  none.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  2 hours.  Contact  La- 
Nelle  Chancellor,  Assistant  to  the  Dean,  Baylor  University  Medical 
Center,  3500  Gaston,  Dallas,  TX  75246  (214)820-2317 

Oct  22-23,  1984 

JCAH,  STATE  AND  FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  QUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS. 

UT  Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , 
AMA  Physician's  Recognition  Award;  1 6 hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (51 2)691-6295 
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Oct  26-28,  1984 

RADIOLOGY  DIAGNOSTIC  IMAGING  UPDATE,  UT  Health  Science 
Center  at  Dallas  Fee  $300,  Category  1 , AMA  Physician's  Recogni- 
tion Award;  18  hours.  Contact  Dolly  Christensen,  Department  of 
Radiology,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2502 

NOVEMBER 

Anesthesiology 

Nov  9-10,  1984 

BAY-CAP  IX:  THE  PHYSIOLOGY  AND  PHARMACOLOGY  OF  THE 
PERIOPERATIVE  PERIOD,  Houston.  Contact  Lynne  K,  Tiras,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

General  Medicine 

Nov  2-3,  1984 

INFECTIOUS  DISEASES  FOR  PRIMARY  CARE  PHYSICIANS:  AN 
EVOLVING  SPECTRUM.  Galveston.  Contact  Gayle  McKay,  Coordi- 
nator, Office  of  Continuing  Education,  UTMB,  Galveston,  TX  77550 
(409)761-2934 

Internal  Medicine 

Nov  9-10,  1984 

SEXUALLY  TRANSMITTED  DISEASES  Dallas.  Contact  Gale  Quilter, 
Division  of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Obstetrics  & Gynecology 

Nov  6-10,  1984 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN.  Dallas. 
Contact  June  Bovill,  Coordinator,  Division  of  Continuing  Educa- 
tion, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Orthopedics 

Nov  8-10,  1984 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Dallas.  Contact  Ann  Carlton,  Course  Coordinator,  Orthopedic  Sur- 
gery Division,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-3524 

Plastic  Surgery 

Nov  1-3,  1984 

MAXILLOFACIAL  TRAUMA  WORKSHOP.  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Psychiatry 

Nov  1-2,  1984 

CRISIS  IN  THE  DIFFICULT-TO-SERVE  PATIENT.  Houston.  Contact 
Linda  J.  Webb,  DrPH,  Director,  TDMHMR/TRIMS,  1 300  Moursund, 
Houston,  TX  77030  (713)791-6603 

Radiology 

Nov  5-9,  1984 

ADVANCED  RADIOLOGICAL  HEALTH.  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 


tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)691-6295 

Nov  14-17,  1984 

FUNDAMENTALS  OF  NMR  IMAGING.  San  Antonio.  Contact  Mar- 
jorie Foutz,  EdD,  Conference  Coordinator,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

Nov  2-3,  1984 

GENERAL  SURGERY  UPDATE-1984.  Houston  Contact  Carol  J. 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

DECEMBER 

General  Medicine 

Dec  1-2,  1984 

MANAGEMENT  OF  THE  DIABETIC  FOOT.  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Pathology 

Dec  8,  1984 

41  st  ANNUAL  PATHOLOGY  SEMINAR.  San  Antonio.  Contact  Mar- 
jorie Foutz,  EdD,  Conference  Coordinator,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

JANUARY 

General  Medicine 

Jan  16-18,  1985 

COMPUTERS  IN  HEALTH  CARE  & CLINICAL  INFORMATION  MAN- 
AGEMENT Galveston.  Contact  Gayle  McKay,  Coordinator,  Office  of 
Continuing  Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Geriatrics 

Jan  12,  1985 

GERIATRIC  MEDICINE.  San  Antonio.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Obstetrics  & Gynecology 

Jan  24-26,  1985 

7TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA.  Houston.  Contact  Lynne  K.  Tiras,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Radiology 

Jan  7-11,  1985 

RADIATION  SAFETY  OFFICERS  COURSE.  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)691-6295 
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TEXAS  MEDICINE 


Sports  Medicine 

Jan  24-26,  1985 

12TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  San  Antonio. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr.  San  Antonio,  TX  78284  (512)691-6295 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesday,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Educa- 
tion, Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Avenue,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350,  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 


Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician’s  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician’s  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1,  AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


AUGUST 

AMERICAN  COLLEGE  OF  INTERNATIONAL  PHYSICIANS,  Chi- 
cago, Aug  15-1 7,  1984.  Antonio  B.  Donesa,  MD,  3030  Lake  Ave, 

Fort  Wayne,  IN  46805 

AMERICAN  HOSPITAL  ASSOCIATION,  Denver,  Aug  13-15,  1984. 
Edmond  W.  Weimer,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

SEPTEMBER 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE,  Salt  Lake 
City,  Sept  25-28,  1 984.  Richard  S Myers,  2340  S Arlington  Hts  Rd, 
Arlington  Heights,  IL  60005 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Las  Vegas, 
Sept  14-16,  1984.  Barbara  L.  Buchman,  1101  Vermont  Ave,  NW, 
Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  Las  Vegas,  Sept  1 6-20, 1 984.  Mary  Ann  Winter,  1 1 01 
Vermont  Ave,  NW,  Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago,  Sept  15-20, 

1984.  William  G.  Janzen,  1801  Hinman  Ave,  Evanston,  IL  60204 
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■AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  San  Antonio,  Tex, 
Sept  19-20,  1984,  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chi- 
cago, IL  60610 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Los  Angeles,  Sept  1 7-20, 

1 984,  Sheila  A.  Aubin,  20  N Wacker  Dr,  Suite  1 660,  Chicago  IL 
60606 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIETY,  Salt  Lake 
City,  Sept  10-15,  1984,  Fay  S.  Tyner,  2579  Melinda  Dr,  NE,  Atlanta, 
GA  30345 

■AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  San  Antonio,  Tex, 
Sept  20-23,  1984.  William  R.  Ramsey,  2550  M St,  NW,  Suite  620, 
Washington,  DC  20037 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Houston,  Sept  5-9, 
1984,  Isabel  V.  Stringfield,  8301  MoPac  Expressway,  Suite  309A, 
Austin,  TX  78759 

■TEXAS  CHAPTER,  AMERICAN  ACADEMY  OF  PEDIATRICS,  Dallas, 
Sept  21  -23,  1984,  Mary  Greene,  1801  N Lamar  Blvd,  Austin  TX 
78701 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept  13-16,  1984.  C. 
Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept  21  -23,  1 984  Mary 
Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PEDIATRIC  SURGEONS,  Dallas,  Sept  21-23, 
1984.  Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Kansas  City,  Mo, 
Oct  8-11,  1984.  Annette  Hoel,  1 740  W 92nd  St,  Kansas  City  MO 
64114 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILI- 
TATION, Boston,  Oct  21 -26,  1984.  Ike  A Mayeda,  30  N Michigan 
Ave,  Suite  922,  Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  Tarrytown, 
NY,  Oct  30-Nov  2,  1 984.  Stephen  M,  Stowe,  MD,  Children's  Hospital 
of  Los  Angeles,  4650  Sunset  Blvd,  Los  Angeles,  CA  90027 

■AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  San  Antonio,  Tex, 
Oct  1 9-24,  1 984.  William  W.  Samuels,  1 828  L Street,  NW,  Suite  608, 
Washington,  DC  20036 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Houston,  Oct 

16- 18,  1984.  Jack  M.  Hardison,  Box  9863,  Austin,  TX  78766 

■AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Dallas,  Oct  7-1 1 , 
1984.  Dale  Braddy,  91 1 Busse  Hwy,  Park  Ridge,  IL  60068 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Phila- 
delphia, Oct  25-26,  1 984.  W.  F.  Chaveas,  1 9 S 22nd  St,  Philadelphia, 
PA  19103 

■AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  Dallas,  Oct 

17- 20,  1984  Stan  Butler,  Box  6191 1,  Dallas,  TX  75261 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Toronto,  Oct 
27-31 , 1984.  Gardner  W.  McCormick,  13  Elm  St,  Manchester,  MA 
09144 


AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco,  Oct  21  -26, 
1984.  Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  60611 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE,  Boston, 
Oct  21-26,  1984.  Ike  A.  Mayeda,  30  N Michigan  Ave,  Suite  922 
Chicago,  IL  60602 

AMERICAN  DENTAL  ASSOCIATION,  Atlanta,  Oct  20-23,  1984. 
James  H.  Sweeney,  21 1 E Chicago  Ave,  Suite  2114,  Chicago,  IL 
6061 1 

AMERICAN  DIETETIC  ASSOCIATION,  Washington,  DC,  Oct  15-18, 

1 984.  Karen  S.  DelVescovo,  RD,  430  N Michigan  Ave,  Chicago  IL 
6061 1 

■AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Dallas,  Oct  24-27, 
1984.  Russell  E.  Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Pittsburgh,  Oct 
11-13,  1984.  Dana  A.  Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  New  Orleans,  Ocl 
13-17,  1984.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Las  Ve- 
gas, Oct  9-1 4,  1984.  Charles  A.  Janda,  MD,  120  Oak  Brook  Center 
Mall,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984,  Carol  Lazier,  233  N Michigan 
Ave,  Chicago,  IL  60601 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Chicago,  Oct 
27-Nov  1 , 1984.  Kathleen  S Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

■TEXAS  DERMATOLOGICAL  SOCIETY,  Galveston,  Tex,  Oct  12-14, 
1984.  Philip  W.  Giles,  MD,  1410  Pruett,  Fort  Worth,  TX  76104 

TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984.  Frank  J.  Gerow,  MD.6560 
Fannin  #1034,  Houston,  TX  77030 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Scotts- 
dale, Ariz,  Oct  25-27,  1984.  Joyce  M.  Gullixson,  1 700  SW  Columbia, 
Portland,  OR  97201 
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322  COLEMAN  STREET 
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Home  health  care:  Where  does  the  physician  fit  in? 

Home  health  care  is  big  business.  In  1983  Medicare  paid 
more  than  $1  billion  for  home  health  services,  $59  million 
going  to  home  health  agencies  in  Texas.  Medicare  paid  an 
average  of  $42.40  every  time  a nurse,  therapist,  or  aide  from 
a home  health  agency  visited  a patient  in  Texas.  During  the 
same  time,  the  prevailing  charge  for  a routine  home  visit  by 
an  internist  in  Dallas  County  was  $32.  From  1 980  to  1 983  the 
number  of  home  health  visits  in  Texas  just  about  tripled,  and 
every  one  of  these  visits  was  authorized  by  a physician  who 
signed  the  certification  form  or  the  plan  of  treatment. 

Physicians  do  not  always  prescribe  or  order  home  health 
care  in  the  same  sense  that  they  prescribe  drugs  or  order 
services  in  a hospital.  Frequently,  a home  health  agency 
makes  the  initial  contact  with  the  patient,  evaluates  the  pa- 
tient, decides  that  home  health  care  is  needed,  and  prepares 
a plan  of  treatment.  Because  a physician  s certification  is  re- 
quired in  order  to  obtain  Medicare  payment,  the  home  health 
agency  presents  the  doctor  with  its  plan  of  treatment  and 
asks  him  to  sign  it.  Of  course,  many  doctors  sign  the  plan  of 
treatment  based  on  their  direct  knowledge  of  the  patient  s 
need  for  medical  services  in  the  home.  However,  sometimes 
doctors  sign  the  plans  and  certify  the  medical  necessity  of 
the  services  even  when  they  are  not  aware  of  a specific 
medical  need.  Apparently  this  is  done  on  the  theory  that  the 
home  health  services  will  not  hurt  the  patient  and  probably 
will  contribute  to  his  general  health  and  well-being. 

A fairly  typical  example  of  the  kind  of  home  health  service 
that  Medicare  will  not  pay  for  because  it  is  not  medically  nec- 
essary is  having  a nurse  check  a healthy  beneficiary’s  vital 
signs.  This  is  a skilled  service  which  may  be  beneficial  to  an 
aged  individual  in  many  ways,  but  in  the  absence  of  insta- 
bility resulting  from  illness  or  injury,  it  is  not  medically 
necessary.  On  the  other  hand,  checking  vital  signs  could  be 
medically  necessary  if,  for  example,  the  patient  had  just  been 
released  from  the  hospital  where  he  or  she  had  been  treated 
for  hypertension.  A limited  period  of  monitoring  at  home 
could  be  necessary  to  assure  that  he  remains  stable  while 
taking  the  medication  prescribed. 

The  Medicare  program  presumes  that  a physician  is  mak- 
ing the  decisions  about  the  medical  needs  of  a patient,  and 
Medicare  pays  for  services  based  on  a physician’s  certifica- 
tion that  they  are  medically  necessary.  When  a physician 
allows  a home  health  agency  to  take  the  entire  initiative  in 
planning  the  care  of  a patient,  the  agency’s  interest  in  meet- 
ing the  patient’s  socioeconomic  and  general  health  needs,  as 
well  as  his  need  for  medical  care,  may  determine  the  plan  of 
treatment.  When  a physician  signs  a home  health  certifi- 
cation or  a plan  of  treatment  for  a patient  he  has  not  seen 
recently  or  for  whom  he  is  uncertain  of  the  need  for  home 
health  care,  he  is  authorizing  the  payment  of  tax  dollars  for 
services  that  may  not  be  medically  necessary.  And  neces- 


sary or  not,  once  a physician  certifies  that  the  services  are 
medically  necessary,  it  may  cost  the  taxpayer  as  much  as 
$1 ,000,  or  even  more,  to  provide  one  month’s  home  health 
care  for  one  patient. 

Because  some  of  the  home  health  services  Medicare  has 
paid  for  were  not  medically  necessary,  in  spite  of  the  fact  that 
physicians  had  certified  them,  one  of  the  basic  safeguards  of 
the  Medicare  program  is  not  working  as  it  should.  The  Medi- 
care law  is  based  on  a view  of  the  health  care  delivery 
system  in  which  the  physician  is  gate-keeper  for  a patient's 
entry  into  the  system.  Normally  Medicare  does  not  question 
a physician’s  certification  of  medical  necessity  unless  there 
are  specific  reasons  to  believe  that  the  services  may  not  be 
necessary.  Thus,  when  a physician  certifies  home  health  ser- 
vices without  having  enough  current  information  about  the 
patient  to  assure  himself  that  the  services  are  medically  nec- 
essary, he  may  be  triggering  improper  Medicare  payments 
that  contribute  to  the  more  than  $1  billion  paid  for  Medicare 
home  health  services  each  year. 

Since  the  physician  has  such  an  important  role  in  the  deliv- 
ery of  home  health  care,  what  exactly  does  Medicare  expect 
him  to  do? 

First  of  all,  Medicare  requires  that  a patient  who  is  receiv- 
ing home  health  services  be  under  the  care  of  a physician. 
Clearly,  this  care  involves  more  than  signing  a certification  or 
a plan  of  treatment  prepared  by  a home  health  agency.  The 
plan  of  treatment  should  be  developed  by  the  physician  in 
consultation  with  the  home  health  agency,  with  the  physician 
determining  the  patient's  medical  needs  and  the  agency  de- 
ciding how  those  needs  can  best  be  met  in  the  patient's 
particular  home  setting. 

Secondly,  the  physician  should  participate  with  the  home 
health  agency  in  a review  of  the  plan  of  treatment  as  fre- 
quently as  the  severity  of  the  patient’s  condition  requires,  but 
at  least  once  every  60  days.  The  physician  must  recertify  the 
continuing  need  for  home  health  services  at  least  once  every 
two  months,  and  this  recertification  should  usually  be  done  at 
the  time  he  reviews  the  plan  of  treatment.  In  order  to  have 
enough  knowledge  of  the  patient's  progress  and  condition  to 
evaluate  the  plan  of  treatment  and  recertify  the  need  for  ser- 
vices, the  physician  would  normally  have  to  see  the  patient 
during  the  60-day  period.  If  the  doctor  has  not  seen  the  pa- 
tient during  that  period,  Medicare  may  question  whether  the 
patient’s  medical  condition  really  justifies  home  health  care. 

In  order  for  home  health  services  to  be  covered  for  Medi- 
care payment,  the  patient  must  be  homebound.  That  is,  he 
must  have  a condition  caused  by  illness  or  injury  which  re- 
stricts his  ability  to  leave  his  home.  Usually  this  means  that 
when  he  does  leave  home,  he  requires  the  assistance  of  sup- 
portive devices  or  of  other  persons  and  that  the  difficulty 
involved  makes  it  impractical  for  him  to  meet  all  of  his  health 
care  needs  outside  of  his  home.  For  Medicare  purposes,  the 
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important  point  is  that  the  patient's  limited  mobility  must 
be  related  to  an  illness  or  an  injury,  not  simply  the  result  of 
the  feebleness  and  insecurity  that  may  accompany  ad- 
vanced age. 

In  addition,  for  home  health  services  to  be  medically  nec- 
essary, the  patient  must  have  a medical  condition  that  re- 
quires skilled  nursing  care  on  an  intermittent  basis,  physical 
therapy,  or  speech  therapy.  Other  services  such  as  provision 
of  medical  supplies  or  visits  by  a home  health  aide  may  be 
included  in  the  plan  of  treatment,  but  they  are  only  covered 
by  Medicare  if  the  patient  needs  intermittent  skilled  nursing 
care  provided  by  or  supervised  by  a registered  nurse,  or  if  he 
or  she  needs  physical  therapy  or  speech  therapy. 

A source  of  confusion  over  the  past  several  months  has 
been  the  use  of  the  term  “intermittent"  in  defining  the  fre- 
quency of  services  needed  by  a patient.  Although  the  word 
“intermittent”  as  used  by  Medicare  is  inherently  difficult  to 
define,  it  does  not  mean  daily  care,  even  when  skilled,  for 
indefinite  or  extended  periods  of  time.  Medicare  defines  the 
minimum  frequency  of  “intermittent”  care  as  once  every  60 
days  and  the  maximum  frequency  as  daily  skilled  visits  for 
three  weeks.’  The  norm,  of  course,  lies  somewhere  in  be- 
tween. If  daily  skilled  care  will  be  required  for  longer  than 
three  weeks,  the  home  health  agency  and  the  physician 
must  anticipate  that  need  before  the  end  of  the  three-week 
period  and  provide  Medicare  with  documentation  justifying 
the  need  for  continued  services.  A patient  requiring  such  fre- 
quent skilled  services  may  actually  be  better  served  by  a 
skilled  nursing  facility  where  round-the-clock  care,  seven 
days  a week,  would  be  available  rather  than  by  a home 
health  agency  which  usually  provides  care  a few  hours  a day 
for  up  to  five  days  a week. 

The  Medicare  program  is  expected  to  pay  for  all  of  the  cov- 
ered home  health  services  that  are  medically  necessary 
for  Medicare  patients.  For  any  patient,  the  Medicare  law 
requires  that  the  decision  on  what  is  medically  necessary 
should  be  made  by  a physician,  not  by  a home  health  agency. 
Only  if  physicians  are  actively  involved  in  making  medical  ne- 
cessity decisions  and  planning  the  home  health  care  needed 
by  their  patients  will  there  be  an  assurance  that  the  large 
amount  of  money  paid  for  home  health  care  is  being  properly 
spent. 

Jeanette  Emmons 

Austin  Brightman 

Health  Care  Financing  Administration,  Regional  Office  VI,  1 200  Main  Tower 

Building,  Dallas,  TX  75202. 


‘At  press  time,  Congress  is  considering  extending  the  intermittent  care  provi- 
sion to  include  daily  skilled  visits  for  45  days. 
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Mater  artium  necessitas 

Mater  artium  necessitas — “Necessity  is  the  mother  of  inven- 
tion.” This  is  a saying  which  is  well  known  to  all  of  us,  but 
more  recently,  may  be  rephrased,  “Invention  is  the  mother  of 
necessity,”  or  at  least  may  result  in  developments  which 
seem  necessary.  This  is  especially  applicable  to  the  un- 
bridled enthusiasm  of  the  many  companies  that  are  involved 
in  the  newer  current  methods  of  imaging.  The  enthusiasm 
which  accompanied  the  introduction  of  clinical  ultrasound  in 
the  1960s  has  leveled  off,  and  the  “CAT  fever"  which  accom- 
panied the  introduction  of  computerized  axial  tomography  in 
the  1970s  also  appears  to  have  reached  a plateau  of  stability. 
However,  the  excitement  which  now  prevails  regarding  nu- 
clear magnetic  resonance  (NMR),  and  to  a lesser  extent 
digital  radiography,  exceeds  the  near  hysteria  which  pre- 
vailed during  the  development  of  previous  sophisticated 
forms  of  imaging.  The  marketing  of  these  new  modalities 
has,  as  expected,  preceded  their  practical  application,  and 
undoubtedly  it  will  be  several  years  before  their  true  value  in 
the  field  of  medical  imaging  is  established.  Meanwhile,  the 
makers  of  these  instruments  are  trying  to  outdo  each  other 
and  the  bewildered  prospective  buyers.  These  purchasers, 
many  of  them  unimpeded  by  their  lack  of  technical  knowl- 
edge, covet  and  in  some  cases  purchase  an  NMR  or  digital 
unit.  In  part,  this  is  an  attempt  to  establish  prestige  of  own- 
ership in  one’s  hospital  or  community  and  in  part  to  establish 
the  turf  where  this  type  of  imaging  will  be  located.  Frequently, 
the  least  important  consideration  is  the  equipment's  benefit 
to  patients.  Obviously,  there  will  be  no  cost  benefit  to  the  pa- 
tient because  the  health  insurance  provider  will  be  called 
upon  to  pay  for  the  examinations  which  are  necessary  to 
justify  the  cost  of  the  equipment.  Consequently,  further  re- 
strictions— DRGs,  TEFRA,  or  some  yet-to-be-determined 
restraints — will  be  imposed. 

Even  though  these  early  reactions  to  new  technology  may 
be  unrestrained,  the  ultimate  improvement  in  diagnostic 
imaging  which  these  modalities  may  provide  and  the  avoid- 
ance or  lowering  of  radiation  exposure  are  benefits  that 
cannot  be  disregarded.  Fortunately,  as  in  all  exciting  discov- 
eries, experience  eventually  leads  to  the  determination  of 
what  is  important. 

Edward  B.  Singleton,  MD 

Director  of  Radiology,  St  Luke's  Episcopal  Hospital,  Texas  Children's 

Hospital,  Texas  Heart  Institute,  and  Professor  of  Radiology,  Baylor  College 

of  Medicine,  Houston,  TX  77030 


Marketing,  competition,  and  service 

As  far  as  medicine  goes,  the  comedians  are  right:  the  future 
ain’t  what  it  used  to  be.  Traditional  medical  practice  patterns 
are  changing,  and  the  reasons  are  many;  some  are  justi- 
fiable. Medicine  is  burgeoning  with  new  knowledge  and 
technical  advances  and  at  the  same  time  is  feeling  the  pinch 
of  expanding  expectations  and  shrinking  finances.  For  the 
first  time  in  our  history,  leading  members  of  our  own  profes- 
sion and  many  of  our  organizations  are  joining  journalists, 
economists,  and  medical  plan  administrators  as  they  say, 
“You  have  to  reshape,  reorganize,  and  restructure  your  prod- 
uct to  sell  it  in  today’s  market.” 

As  one  might  expect,  proposed  remedies  include  some  un- 
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tested  “bright  ideas"  and  often  a preference  for  collectivism 
of  some  sort  over  one-on-one,  fee-for-service  medical  prac- 
tice. Neither  authors  nor  planners  appear  obligated  to  iden- 
tify the  causes  of  the  troubles  before  offering  solutions. 
Instead,  they  condemn  current  medical  practices,  blaming 
hospitals  and  physicians  for  escalating  costs  when,  for  the 
most  part,  we  have  merely  reacted  to  the  actual  causes. 
Whatever  the  background,  the  fact  remains  that  it  is  now 
fashionable  to  preach  "marketing"  of  medical  practice  and 
health  care.  While  we  are  at  it,  we  might  consider  including 
better  service  in  the  package. 

A few  years  ago  we  became  accustomed  to  hearing,  “Your 
practice  is  excellent,  but  your  public  relations  are  poor."  The 
thrust  was  that  we  were  doing  a good  job  professionally  but 
were  not  telling  our  story  to  the  public.  It  is  different  now:  we 
are  now  hearing  that  we  are  educating  too  many  doctors,  that 
limited-license  practitioners  are  getting  larger  and  larger  seg- 
ments of  practice,  and  that  group  practice  arrangements  with 
negotiated,  lower  payment  schedules  are  the  only  way  to 
compete. 

Even  though  most  of  us  in  medical  leadership  positions 
lack  credentials  in  economics  or  planning,  we  do  have  expe- 
rience in  serving  the  public,  and  our  ideas  about  health  care 
delivery  marketing  might  merit  some  consideration.  For 
example,  we  have  been  successful  as  a profession  for  gen- 
erations, sometimes  with  little  to  offer  except  availability, 
responsiveness,  and  concern.  When  these  were  coupled 
with  a pleasant  manner,  kindness,  and  patience,  success 
was  (and  probably  still  is)  assured.  As  educational  and  tech- 
nological advances  have  been  sharpened,  the  softer  and 
kinder  demeanors  have  been  used  less  and  maybe  even 
deprecated  as  partnerships,  group  practices,  and  multiple  re- 
ferrals have  increased.  Personal  communication,  looking  to 
“my  doctor,”  and  even  de  facto  availability  of  the  profession 
to  the  public  has  suffered,  sometimes  to  the  point  of 
absurdity. 

By  all  means,  we  should  scrutinize  all  of  our  activities.  We 
should  exercise  responsible  stewardship  over  the  public's 
health  care  dollars  as  well  as  oversee  the  patient’s  personal 
safety.  Inefficiencies  are  always  costly,  and  they  should  be 
eliminated.  Conversion  to  different  patterns  of  medical  prac- 
tice or  to  other  methods  of  health  care  delivery  may  be  the 
“way  to  go.”  Even  so,  why  not  at  the  same  time  market  ser- 
vice as  a salable  commodity?  If  walk-in  clinics  are  thriving, 
maybe  it  is  because  the  local  doctors’  office  hours  are  not 
convenient  to  the  public.  If  patients  seem  to  prefer  shorter 
visits,  fewer  laboratory  tests,  fewer  x-rays,  and  the  type  of 
treatment  usually  associated  with  an  emergency  room  visit, 
then  maybe  they  all  do  not  need  a “compleat”  workup.  The 
public  knows  more  about  health  and  medical  care  than  they 
used  to  know.  They  can  be  wrong  just  as  we  can,  but  they 
can  be  right,  too.  Survey  after  survey  tells  us  that  the  public 
feels  something  must  be  done  about  the  cost  of  medical 
care.  While  I am  all  for  this,  I cannot  help  but  wonder  whether 
better  service  would  allay  some  of  their  concerns. 

Milton  V.  Davis,  MD 

Past  President,  Texas  Medical  Association;  1 151  N Buckner  #403,  Dallas, 

TX  75218. 
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Cheers  for  TMLT 

To  be  or  not  to  be?  That  is  not  the  question.  TMLT ; okay  or 
not  okay?  That  is  the  question.  Interested?  Read  on  for  one 
physician’s  opinion. 

Recently  I had  a most  pleasant,  professional,  and  helpful 
encounter  with  TMLT.  This  was  regarding  the  possibility  of 
litigation  against  a resident  in  our  program  and,  of  course, 
that  would  involve  me  as  the  director.  TMLT's  supportive,  pro- 
fessional response  literally  overwhelmed  me. 

Since  my  positive,  friendly,  open  efforts  did  not  seem  to  be 
changing  the  attitudes  of  the  potential  litigants,  I made  a full 
report  to  TMLT,  as  is  recommended  by  liability  carriers  when 
litigation  is  even  vaguely  anticipated.  We  reviewed  our  insur- 
ance coverage  and  found,  to  our  dismay,  that  the  resident 
had  no  coverage  on  the  dates  when  the  incident  in  question 
occurred.  It  was  also  clear  that  I was  adequately  covered  by 
TMLT,  so  that  at  least  there  was  some  protection  for  the 
program. 

TMLT  reviewed  the  problem  and  made  us  an  offer  we 
couldn't  refuse.  Even  though  the  involved  resident  was  not 
covered,  TMLT  offered  to  defend  him  as  a courtesy  should 
litigation  ensue  and  they  thus  entered  the  case  on  my  account, 
anyway.  They  would  not,  of  course,  pay  any  funds  to  the 
plaintiff  on  behalf  of  the  resident  if  we  lost  the  suit,  but  no- 
body would  expect  that.  However,  TMLT’s  offer  to  defend  the 
resident  as  a courtesy,  if  they  had  to  defend  me  as  the  direc- 
tor of  the  program,  overwhelmed  me,  and  I want  to  share  this 
story  with  my  physician  colleagues  in  Texas. 

In  its  most  recent  letter,  TMLT  outlines  its  function  in  rela- 
tionship to  Texas  physicians  who  avail  themselves  of  its 
protective  services:  “TMLT's  original  mandates  were  to  offer 
Texas  physicians  an  enduring  source  of  liability  insurance 
and  competitive  premiums,  impact  on  the  overall  malpractice 
insurance  market  by  our  presence,  provide  loss  prevention 
and  risk  management  education  to  minimize  malpractice 
problems,  resist  non-meritorious  claims  and  to  render  quality 
service.  . . We  believe  that  we  are  meeting  these  purposes 
and  objectives.”  To  that  I say,  based  on  our  personal  experi- 
ence, “Amen." 

I tip  my  hat  to  the  TMLT  staff  and  its  board  of  directors.  If  I 
have  been  long-winded,  please  accept  my  apologies,  but  I 
have  been  tremendously  impressed  and  pleased  by  the  pro- 
fessional and  dignified  way  that  our  problem  was  handled. 

The  offer  of  courtesy  service  was  totally  unnecessary,  yet 
they  took  on  that  obligation.  In  response,  I feel  that  the  physi- 
cians of  Texas  should  know  the  story — and  be  reminded  who 
wears  the  white  hat. 

Irwin  Kurtz,  MD 

Director,  Family  Practice  Residency  Program,  Victoria  Medical  Education 

and  Research  Foundation,  2603  Hospital  Dr,  Victoria,  TX  77901 . 
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TMA  IN  ACTION 

Fall  conference  to  offer 
update  on  medical  issues 

Update  on  Issues  in  Medicine”  is  the 
:heme  for  Texas  Medical  Association's 
fall  conference,  Friday-Sunday,  Sept 
14-16,  at  the  Hyatt  Regency  Austin. 

During  the  Saturday  session,  James 
S.  Todd,  MD,  Ridgewood,  NJ,  president 
of  the  Board  of  Trustees  of  the  Physi- 
cian Insurers  Association  of  America, 
will  speak  on  professional  liability,  and 
Karen  A.  Zupko,  Chicago,  director  of 
the  AMA’s  Department  of  Practice  Man- 
agement, will  speak  on  marketing 
strategies  in  medical  practice. 

Other  speakers  scheduled  for  Satur- 
day are  Joseph  F.  Boyle,  MD,  Los 
Angeles,  president  of  the  AMA,  and 
Alan  R.  Nelson,  MD,  Salt  Lake  City,  a 
member  of  the  AMA  Board  of  Trustees. 

Another  Saturday  session  will  focus 
on  the  alphabet  in  health  care  deliv- 
ery— HMOs,  PPOs,  PROs,  and  DRGs. 

TMA  will  host  a luncheon  for  partici- 
pants in  the  Saturday  programs,  and 
the  TMA  Insurance  Trust  and  Pruden- 
tial Insurance  Company  of  America  will 
host  evening  hospitality  before  the  Uni- 
versity of  Texas-Auburn  University 
football  game. 

A postgraduate  course  on  basic  car- 
diac life  support  also  is  scheduled  for 
Saturday.  The  fee  for  members  is  $40 
and  $45  for  nonmembers. 

Postgraduate  courses  scheduled  for 
Sunday  relate  to  fluids  and  electrolytes, 
new  drugs  and  interactions,  and  office 
dermatology.  The  fee  for  each  Sunday 
course  is  $75  for  TMA  members  and 
$80  for  nonmembers. 

Each  of  the  postgraduate  courses  is 
approved  for  credit  in  Category  I of  the 
Physician’s  Recognition  Award  of  the 
American  Medical  Association.  The 
courses  will  be  conducted  at  the  Hyatt 
Regency. 

A general  membership  mailing  will 
I include  housing  reservation  forms,  foot- 
ball ticket  information,  and  registration 
forms  for  postgraduate  courses. 


TMA  committees,  councils,  and 
boards  also  will  meet  during  the 
conference. 

Dr  Painter  wins  seat 
on  AMA  Board  of  Trustees 

Joseph  T.  Painter,  MD,  Houston,  was 
elected  to  the  American  Medical  Asso- 
ciation Board  of  Trustees  during  the 
AMA’s  meeting  in  Chicago,  June  17-21. 

Dr  Painter  led  a field  of  eight  candi- 
dates for  four  places  on  the  board. 

He  is  vice-president  for  planning  and 
extramural  programs  at  The  University 
of  Texas  M D.  Anderson  Hospital  and 
Tumor  Institute  and  a member  of  the 
TMA  Board  of  Trustees. 

Dr  Painter's  term  will  effect  a decade 
of  Texas  representation  on  the  board. 
Charles  Max  Cole,  MD,  Dallas,  com- 
pleted seven  years  as  a trustee  at  the 
Chicago  meeting,  and  Dr  Painter's  elec- 
tion secures  three  more  years. 

In  recognition  of  his  service  as  a 
board  member  and  as  a delegate  for 
ten  years,  the  House  of  Delegates  gave 
Dr  Cole  a standing  ovation  on  the  final 
day  of  the  session. 

Other  Texas  physicians  gaining  posi- 
tions in  AMA  leadership  were  Nancy  W. 


Joseph  F.  Boyle,  MD,  (left)  Los  Angeles,  AMA 
president,  and  Alan  R.  Nelson,  MD,  (right)  Salt 
Lake  City,  AMA  Board  of  Trustees,  are  scheduled 


Dickey,  MD,  Richmond,  elected  chair- 
man of  the  Judicial  Council;  Keith  A. 
Denkler,  MD,  Houston,  elected  a mem- 
ber of  the  Governing  Council  of  the 
Resident  Physician  Section;  and 
James  K.  Peden,  MD,  Dallas,  and 
Henry  A.  Punzi,  MD,  Dallas,  appointed 
members  of  the  new  Committee  on  For- 
eign Medical  Graduates. 

Mario  E.  Ramirez,  MD,  Rio  Grande 
City,  was  defeated  in  his  bid  for  a posi- 
tion on  the  AMA  Council  on  Medical 
Service.  The  field  of  nine  candidates 
included  four  incumbents. 

In  addition  to  campaigning,  the  Texas 
delegation  successfully  presented  five 
resolutions  to  the  House  of  Delegates. 

Adopted,  adopted  in  substitute  form, 
or  combined  with  similar  resolutions 
and  adopted  were  Texas  resolutions 
calling  for  more  equitable  reimburse- 
ment for  cognitive  services,  communi- 
cation, and  cooperation  between  hospi- 
tal management  and  medical  staff,  im- 
provement in  the  system  design  for 
health  and  medical  care  plans,  control 
of  sexually  transmitted  diseases,  and 
repeal  of  the  Medicare  DRG  validation- 
physician  attestation  requirement. 

The  AMA  Council  on  Scientific  Affairs 

to  speak  during  the  Texas  Medical  Association 
fall  conference,  Sept  14-16. 
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As  you  read  or  talk  about  insurance,  allow  your  salaried  staff  at  Association 
Headquarters  in  Austin  to  be  a part  of  answering  any  questions  regarding 
benefits,  costs  or  anything  concerning  the  Insurance  Program  of  the  Texas 
Medical  Association. 

ON  THE  SPOT,  CALL: 

FROM  HOUSTON:  FROM  AUSTIN:  ALL  OTHERS: 

DIAL  ONLY  224-5309  DIAL  ONLY  476-6551  1-800-252-9318 

Your  staff  will  discuss  pertinent  matters  with  you,  your  insurance  agent,  your 
attorney  or  financial  advisor  in  an  effort  to  serve  your  best  interests. 

TEXAS  MEDICAL  ASSOCIATION 

INSURANCE  PROGRAM  j 

LONG  TERM  DISABILITY  INCOME  • LIFE  • OFFICE  OVERHEAD  • MAJOR  MEDICAL  • PERSONAL  ACCIDENT 

Prudential 
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brought  the  House  of  Delegates  up  to 
date  on  a Texas  resolution  presented  in 
December  1983,  which  asked  the  AMA 
to  encourage  Congress  to  require  the 
Food  and  Drug  Administration  to  expe- 
dite its  evaluation  and  approval  process 
for  technology  and  drugs. 

The  council  noted  that  with  greater 
attention  and  resources — people,  facili- 
ties, automated  systems,  and  expert 
consultants — the  FDA’s  drug  and  de- 
vice lag  should  ease. 

In  other  business,  the  delegates 
^approved  the  Board  of  Trustees'  recom- 
"mendation  that  there  be  no  dues 
increase  for  1985,  holding  regular 
member  dues  at  $330.  Dues  will  be 
raised  in  1986  and  1987,  however. 

The  board  further  proposed,  and  the 
house  concurred,  that  dues-exempt 
status  should  be  limited  to  physicians 
with  financial  hardship  or  disability,  and 
those  who  are  both  70  years  of  age  or 
older  and  fully  retired. 

Joseph  F.  Boyle,  MD,  Los  Angeles, 
assumed  the  presidency  of  the  associ- 
ation during  the  Chicago  meeting,  and 
Harrison  L.  Rogers,  Jr,  MD,  Atlanta,  be- 
came president-elect. 

Former  vice-speaker  James  E. 

Davis,  MD,  Durham,  NC,  was  elected 
speaker  of  the  House  of  Delegates. 
Moving  into  the  vice-speaker’s  slot  is 
John  L.  Clowe,  MD,  Schenectady,  NY. 

Health  insurance  plans 
subject  of  TMA  brochure 

There  are  a number  of  health  insurance 
and  prepayment  plans  available  to  the 
public  today.  What  procedures  are  cov- 
ered and  why  the  plans  reimburse 
certain  amounts  for  specific  procedures 
are  matters  of  confusion  to  many. 

Misunderstanding,  lack  of  careful 
analysis  of  plans  before  purchasing,  in- 
ference that  the  reimbursement  is  a 
reflection  on  the  physician  and  hospital 
charges,  and  lack  of  public  awareness 
U that  the  physician  is  not  a part  of  these 
contracts  contribute  to  general  frustra- 
tion with  the  entire  reimbursement 
system. 


To  help  clarify  these  matters,  the 
TMA  Committee  on  Health  Insurance 
has  developed  a brochure  entitled 
‘Your  Health  Insurance  and  You."  Cop- 
ies of  the  brochure  are  being  mailed  to 
TMA  members.  Additional  copies  for 
distribution  to  patients  are  available, 
free  of  charge,  from  the  Department  of 
Medical  Staff  and  Practice  Manage- 
ment, Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701 ; tele- 
phone (512)477-6704. 

Governor  White  requests  guidelines 
for  identifying  organ  donors 

Gov  Mark  White  has  asked  Texas  Medi- 
cal Association  and  three  other  pro- 
fessional associations  to  develop 
guidelines  for  the  identification  of  organ 
donors  in  Texas  hospitals. 

The  request  to  TMA,  along  with  the 
Texas  Hospital  Association,  Texas  Os- 
teopathic Medical  Association,  and 
Texas  Nursing  Association,  was 
prompted  by  a report  from  the  Gover- 
nor’s Coordinating  Committee  to 
Facilitate  Organ  Transplants. 

The  committee  suggested  that  such 
guidelines  should  be  used  as  either  a 
voluntary  standard  or  a new  standard 
for  hospital  accreditation. 

TMA’s  Council  on  Scientific  Affairs 
will  consider  the  coordinating  commit- 
tee’s report  during  its  meeting  in 
September. 

The  proposed  guidelines  would  help 
facilitate  the  coordinating  committee’s 
recommendation  that  every  Texas 
hospital  become  involved  in  an  organ 
transplantation/procurement  program. 

This  and  several  other  recommenda- 
tions were  made  in  light  of  problems 
related  to  organ  transplantation. 

First  among  the  problems  is  that  only 
1 0%  to  1 5%  of  eligible  donors  actually 
donate  their  organs. 

The  committee  attributes  the  low  pro- 
curement rate  to  a second  problem, 
inadequate  public  education. 

Transplants  also  are  impeded  by  the 
inability  to  use  available  organs.  The 
committee  noted  that  hundreds  of 


organs  are  discarded  for  three  reasons: 
unavailability  of  transplantation  centers 
capable  of  utilizing  them,  inability  to 
identify  an  appropriate  recipient,  and 
technical  problems  associated  with  the 
organ  procurement  itself. 

Another  barrier  to  transplantation  is 
cost,  which  can  range  from  $2,500  to 
$238,000,  depending  on  the  procedure. 

The  committee  also  noted  a lack  of 
transplantation  surgeons,  technicians, 
and  facilities. 

Finally,  the  committee  said,  "Hospital 
administrators  and  physicians  are  often 
reluctant  to  accept  the  deceased's 
intent  as  a sufficient  basis  for  the  col- 
lection of  organs.  . .even  though  the 
legal  requirements  are  met.” 

In  its  list  of  possible  solutions,  the 
committee  recommended  that  the 
Texas  Department  of  Health  coordinate 
professional  education  on  organ  dona- 
tion and  establish  a donor  identification/ 
recipient  need  registry. 

They  also  encouraged  private  and 
public  insurance  programs,  including 
Medicare/Medicaid,  to  pay  for  trans- 
plantation procedures  “that  can  be 
demonstrated  to  have  efficacy  in  the 
management  of  a disease.” 

Additionally,  justices  of  the  peace 
and/or  medical  examiners  should  be 

Joseph  T.  Painter,  MD,  Houston,  represents  Texas 
in  the  AMA  House  of  Delegates.  Dr  Painter  ivas 
elected  to  the  AMA  Board  of  Trustees  during  the 
annual  meeting  in  Chicago. 
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There  is  a Name  i 
Quality  Psychiatric  Ca 

And  Here's  Where  7 
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itstanding  Leadership  in 
tarter  Medical  Corporation. 

:dership  Stands  Out  in  Texas. 


For  many  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modem  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Texas. 

Charter  Rio  Grande  Hospital 

6020  Springfield  Avenue 
Laredo,  Texas  78041 
(512)722-0900 

Beds:  64 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  Child,  and  Geriatric 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Pain  Control 
and  Stress  Reduction  Clinic; 
Smoker’s  Clinic;  DWI  Education; 
Eating  Disorders 

For  further  information  about 
Charter  Rio  Grande  or  admission 
procedures,  contact: 

Medical  Director: 

Claudio  Cepeda,  M.D. 

Hospital  Administrator: 

Manuel  Ramos,  Jr. 


Charter  Plains  Hospital 
801  North  Quaker  Avenue 
Lubbock,  Texas  79499 
(806)  744-5505 

Beds:  80 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  and  Child  Psychiatric; 
Adult  and  Adolescent  Addictive 
Disease 

Other  Programs:  Eating  Disorders 

For  further  information  about 
Charter  Plains  or  admission 
procedures,  contact: 

Medical  Director: 

Joseph  L.  Black,  M.D. 

Hospital  Administrator: 

Don  C.  Morris 

Charter  Palms  Hospital 

1421  East  Jackson  Avenue 
McAllen,  Texas  78501 
(512)631-5421 

Beds:  80 

Psychiatric  Staff:  7 
Programs:  Adult,  Adolescent,  and 
Geriatric  Psychiatric;  Adult  and 
Adolescent  Addictive  Disease 

Other  Programs:  Day  Care 
Psychiatric  and  Addictive  Disease; 
and  Outpatient  Addictive  Disease 

For  further  information  about 
Charter  Palms  or  admission 
procedures,  contact: 

Medical  Director: 

Emilio  Dominquez,  M.D. 

Hospital  Administrator:  Drew  Leven 


CHARTER 

MEDICAL 

CORPORATION 


authorized  to  permit  removal  of  trans- 
plantable organs  “under  well  controlled 
circumstances,”  the'report  stated. 

Finally,  the  committee  recommended 
that  the  statement,  “Do  you  wish  to  be 
an  organ  donor?”  be  included  on  driv- 
ers license  applications  and  renewals, 
that  names  and  addresses  of  individu- 
als responding  affirmatively  be  sent  to 
a central  registry,  and  that  an  organ 
donor  alert  symbol  be  affixed  to  the 
drivers  license. 

Governor  White  called  the  report  of 
the  Coordinating  Committee  to  Facili- 
tate Organ  Transplants  “a  first  step 
toward  the  development  of  an  in- 
frastructure to  better  facilitate  organ 
transplantation  and  procurement.” 

“I  am  sure  that  Texas  Medical  Asso- 
ciation will  want  to  lend  its  assistance 
as  we  move  forward  in  this  vital  area  of 
medical  care,”  he  added. 

TMA  members  Gerald  A.  Beathard, 
MD,  and  Jack  W.  Moncrief,  MD,  both  of 
Austin,  co-chaired  the  Governor's  Coor- 
dinating Committee  to  Facilitate  Organ 

Ted  H.  Forsythe,  MD,  Lubbock,  is  the  subject  of 
an  AM  A radio  interview  during  the  Chicago  annual 


Transplants.  Also  serving  on  the  com- 
mittee were  TMA  members  Charles  R. 
Baxter,  MD,  Dallas,  and  Robert  Bern- 
stein, MD;  Charles  B.  Mullins,  MD;  and 
Robert  K.  Pendergrass,  MD,  all  of 
Austin. 

Student  loan  committee  starts 
Truman  Blocker  memorial  fund 

The  Texas  Medical  Association  Com- 
mittee on  Student  Loans  has  estab- 
lished the  Truman  G.  Blocker,  Jr,  MD, 
Memorial  Student  Loan  Fund  in  honor 
of  the  late  medical  educator  and  presi- 
dent emeritus  of  The  University  of 
Texas  Medical  Branch  at  Galveston. 

Dr  Blocker  died  May  1 7,  1 984,  at  the 
age  of  75. 

The  memorial  fund  will  be  part  of  the 
comprehensive  Medical  Student  Loan 
Fund  administered  through  the  Texas 
Medical  Education  and  Research  Foun- 
dation. Tax  deductible  contributions 
to  the  fund  will  honor  the  memory  of 
Dr  Blocker  and  help  ensure  that  quali- 
fied medical  students  can  continue  their 

meeting  in  June.  Copies  of  the  interview  were  dis- 
tributed to  radio  stations  in  the  Lubbock  area. 


medical  education. 

A 1 933  graduate  of  UT  Medical 
Branch,  Dr  Blocker  was  the  first  to  carr 
the  title  UTMB  president  and  played  a 
leading  role  in  the  history  of  the  institu- 
tion for  almost  50  years.  He  was  an 
internationally  recognized  authority  in 
the  field  of  plastic  surgery  and  burn 
therapy. 

Dr  Blocker  was  hospitalized  from  Jai 
1 , when  he  suffered  a stroke  at  his 
home  in  Galveston,  until  his  death. 

He  was  a recipient  of  Texas  Medical 
Association’s  Distinguished  Service 
Award. 

Checks  for  the  memorial  fund  shouk 
be  made  payable  to  the  Texas  Medical 
Education  and  Research  Foundation 
and  mailed  to  the  foundation  at  1 801  N 
Lamar  Blvd,  Austin,  TX  78701 . 

Medical  groups  follow  TMA, 
endorse  physician  fee  freeze 

Following  Texas  Medical  Association's 
lead,  almost  100  other  medical  organi- 
zations have  endorsed  the  physicians' 
voluntary  fee  freeze. 

Supporting  the  voluntary  freeze,  init 
ated  by  TMA  in  November  1 983,  are  31 
state  medical  associations,  1 1 nations 
medical  specialty  societies,  53  county 
medical  societies,  and  several  medica 
organizations  outside  the  AMA  federa- 
tion. As  annual  meetings  conclude,  the 
list  is  expected  to  grow. 

TMA’s  House  of  Delegates  voted  to' 
voluntarily  freeze  their  current  fees  for 
one-year  period  beginning  Nov  1 8, 
1983. 

Milton  V.  Davis,  MD,  Dallas,  1983- 
1984  TMA  president,  suggested  the  ac 
tion  as  a way  to  show  Congress  that 
Texas  physicians  are  serious  about 
cost  containment. 

Cost  containment  expert  pushes 
longer  hours,  house  calls 

If  physicians  kept  extended  office  hour: 
and  made  house  calls,  people  might  b( 
kept  out  of  the  more  expensive  health 
care  delivery  systems  with  no  effect  on 
quality,  Richard  J.  Hanley  told  partici- 
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ints  in  a symposium  on  physician  cost 
vareness. 

Hanley,  vice-president  and  director  of 
aalth  care  policy  and  programs  for 
wens-lllinois,  Inc,  Toledo,  made  his 
iggestion  during  the  Symposium  on 
lysician  Cost  Awareness,  held  in 
injunction  with  the  Texas  Medical 
ssociation  Annual  Session,  May  9-12, 
Fort  Worth.  It  is  part  of  his  nine-point 
aalth  care  cost  containment  program 
>r  physicians. 

The  program  also  recommends  that 
lysicians: 

— participate  in  community-wide  ac- 
✓ities  to  control  health  care  costs, 

— take  part  in  and  cooperate  with  uti- 
'ation  review  committees,  both  in 
ospitals  and  communities, 

— consider  participation  in  preferred 
rovider  organizations  and  prepaid 
ealth  care  systems,  such  as  HMOs 
nd  IPAs, 

— support  fixed-rate  reimbursement 
Ians  for  Medicare,  and  give  DRGs  a 
hance  to  succeed  or  fail  on  their  own 
ierit, 

-take  an  active  role  in  patient 
ducation, 

— support  cost  containment 
litiatives, 

— promote  health  awareness  among 
atients  and  set  an  example  through 
leir  personal  lifestyles,  and 
— insist  on  efficiency  in  hospitals. 
“The  important  thing  is  to  recognize 
pat  we  all  have  a part  to  play  in  dealing 
'ith  the  problem  of  health  care  costs,” 
ianley  said. 

“To  succeed  will  require  a cooper- 
tive  effort  by  all  of  us.” 


exas  Air-Medics  vote 
: o disband  after  30  years 

)eclining  membership  has  prompted 
ne  30-year-old  Texas  Air-Medics  Asso- 
ciation (TAMA)  to  disband. 

The  association  was  comprised  of 
nviation  medical  examiners,  physicians 
iuthorized  by  the  Federal  Aviation 
Administration  to  perform  physical  ex- 
iminations  on  pilots. 


The  TAMA  s primary  function  was  its 
annual  scientific  program  presented  in 
conjunction  with  the  Flying  Physicians 
Association,  Texas-Southwest  Region, 
during  the  Texas  Medical  Association's 
annual  session. 

Dennis  W.  Coffman,  MD,  Nacog- 
doches, the  last  president  of  the  Air- 
Medics  Association,  noted  that  the 
group  has  transferred  its  remaining 
funds  to  the  Flying  Physicians  Associa- 
tion (FPA). 

FPA  has  indicated  that  it  will  continue 
to  sponsor  an  educational  program  dur- 
ing annual  session. 


HEALTH  LINE 


Meningitis  vaccine  tests 
include  Houston  children 

Physicians  at  Baylor  College  of  Medi- 
cine are  testing  a new  vaccine  to 
protect  children  against  hemophilus  in- 
fluenza infections,  the  most  common 
cause  of  meningitis.  According  to  John 
Zahradnik,  MD,  director  of  the  Baylor 
tests,  the  new  vaccine,  called  H Flue- 
VAX,  produces  a better  response  in 
infants  than  an  older  experimental  vac- 
cine, PRP,  and  causes  few  side  effects. 

Dr  Zahradnik  tested  the  vaccine  in  30 
Houston  infants  who  were  vaccinated 
at  3,  5,  and  7 months  of  age.  A study  at 
the  University  of  California,  Los  An- 
geles, involved  30  children  who  were 
vaccinated  at  2,  4,  and  6 months  of  age. 
The  vaccine  caused  50  of  the  60  chil- 
dren to  develop  what  is  considered  to  be 
a protective  level  of  antibodies  against 
hemophilus  influenza  infections. 

"Hemophilus  influenza  is  becoming 
more  and  more  of  a health  problem  in 
this  country,”  says  Dr  Zahradnik,  as- 
sistant professor  of  pediatrics,  micro- 
biology, and  immunology  at  Baylor. 
“While  it  is  treatable  with  antibiotics,  the 
hemophilus  influenza  organism  has  a 
high  resistance  to  some  of  these  drugs. 
And,  according  to  the  Centers  for  Dis- 
ease Control,  the  number  of  hemophilus 
influenza  infections  are  increasing.” 


The  H Flue-VAX  vaccine  is  undergo- 
ing safety  tests  at  Baylor  and  several 
other  US  institutions — one  of  the  last 
steps  needed  for  approval  by  the  US 
Food  and  Drug  Administration.  The 
study  involves  200  Houston  children 
over  a six-month  period,  and  1,300  ad- 
ditional children  will  be  involved  in 
other  studies  across  the  country  to 
demonstrate  the  complete  safety  of  the 
vaccine. 

NIH  issues  report  on 
analgesics  and  kidney  disease 

“Considerable  evidence  indicates  that 
combinations  of  antipyretic  analgesics, 
taken  in  large  doses  over  a long  period 
of  time,  cause  a specific  form  of  kidney 
disease  and  chronic  renal  failure.”  This 
is  one  of  the  conclusions  of  the  Con- 
sensus Development  Conference  on 
Analgesic-Associated  Kidney  Disease, 
held  earlier  this  year  by  the  National 
Institutes  of  Health  (NIH). 

After  hearing  presentations  on  the 
subject  by  scientific  experts,  the  con- 
sensus panel  issued  a report  of  its 
conclusions  and  recommendations. 

Free,  single  copies  of  the  Consen- 
sus Statement  on  Analgesic- 
Associated  Kidney  Disease  are  avail- 
able from  Michael  J.  Bernstein,  Office 
of  Medical  Applications  of  Research, 
Building  1,  Room  216,  National  Insti- 
tutes of  Health,  Bethesda,  MD  20205. 

Texas  institutions  awarded 
cancer  research  grants 

Two  Texas  institutions  have  received 
research  grants  from  the  American  'In- 
stitute for  Cancer  Research  (AICR). 

At  the  Southwest  Foundation  for 
Biomedical  Reseach  in  San  Antonio, 
Milton  V.  Marshall,  PhD,  received  a 
grant  to  conduct  research  to  find  how 
selenium  works  to  inhibit  the  growth  of 
cancerous  breast  and  liver  tumors  in  a 
project  called,  “Anticarcinogenic  Ac- 
tivity of  Selenium.” 

Another  study  of  selenium  will  be  un- 
dertaken at  The  University  of  Texas 
System  Cancer  Center.  In  this  two-year 
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authorized  to  permit  removal  of  trans- 
plantable organs  “under  well  controlled 
circumstances,”  the’report  stated. 

Finally,  the  committee  recommended 
that  the  statement,  “Do  you  wish  to  be 
an  organ  donor?”  be  included  on  driv- 
ers license  applications  and  renewals, 
that  names  and  addresses  of  individu- 
als responding  affirmatively  be  sent  to 
a central  registry,  and  that  an  organ 
donor  alert  symbol  be  affixed  to  the 
drivers  license. 

Governor  White  called  the  report  of 
the  Coordinating  Committee  to  Facili- 
tate Organ  Transplants  “a  first  step 
toward  the  development  of  an  in- 
frastructure to  better  facilitate  organ 
transplantation  and  procurement.” 

“I  am  sure  that  Texas  Medical  Asso- 
ciation will  want  to  lend  its  assistance 
as  we  move  forward  in  this  vital  area  of 
medical  care,”  he  added. 

TMA  members  Gerald  A.  Beathard, 
MD,  and  Jack  W.  Moncrief,  MD,  both  of 
Austin,  co-chaired  the  Governor’s  Coor- 
dinating Committee  to  Facilitate  Organ 


Transplants.  Also  serving  on  the  com- 
mittee were  TMA  members  Charles  R. 
Baxter,  MD,  Dallas,  and  Robert  Bern- 
stein, MD;  Charles  B.  Mullins,  MD;  and 
Robert  K.  Pendergrass,  MD,  all  of 
Austin. 

Student  loan  committee  starts 
Truman  Blocker  memorial  fund 

The  Texas  Medical  Association  Com- 
mittee on  Student  Loans  has  estab- 
lished the  Truman  G.  Blocker,  Jr,  MD, 
Memorial  Student  Loan  Fund  in  honor 
of  the  late  medical  educator  and  presi- 
dent emeritus  of  The  University  of 
Texas  Medical  Branch  at  Galveston. 

Dr  Blocker  died  May  1 7, 1 984,  at  the 
age  of  75. 

The  memorial  fund  will  be  part  of  the 
comprehensive  Medical  Student  Loan 
Fund  administered  through  the  Texas 
Medical  Education  and  Research  Foun- 
dation. Tax  deductible  contributions 
to  the  fund  will  honor  the  memory  of 
Dr  Blocker  and  help  ensure  that  quali- 
fied medical  students  can  continue  their 


medical  education. 

A 1 933  graduate  of  UT  Medical 
Branch,  Dr  Blocker  was  the  first  to  a p 
the  title  UTMB  president  and  played 
leading  role  in  the  history  of  the  instil  • 
tion  for  almost  50  years.  He  was  an 
internationally  recognized  authority  i 
the  field  of  plastic  surgery  and  burn 
therapy. 

Dr  Blocker  was  hospitalized  from  a 
1 , when  he  suffered  a stroke  at  his 
home  in  Galveston,  until  his  death. 

He  was  a recipient  of  Texas  Medic 
Association’s  Distinguished  Service 
Award. 

Checks  for  the  memorial  fund  shoi : 
be  made  payable  to  the  Texas  Medic 
Education  and  Research  Foundation 
and  mailed  to  the  foundation  at  1 801 
Lamar  Blvd,  Austin,  TX  78701. 

Medical  groups  follow  TMA, 
endorse  physician  fee  freeze 

Following  Texas  Medical  Association 
lead,  almost  100  other  medical  orgai 
zations  have  endorsed  the  physiciar 
voluntary  fee  freeze. 

Supporting  the  voluntary  freeze,  in  i 
ated  by  TMA  in  November  1 983,  are 
state  medical  associations,  1 1 nation  I 
medical  specialty  societies,  53  count 
medical  societies,  and  several  medic 
organizations  outside  the  AMA  federa- 
tion. As  annual  meetings  conclude,  ts 
list  is  expected  to  grow. 

TMA’s  House  of  Delegates  voted  t< 
voluntarily  freeze  their  current  fees  fc . 
one-year  period  beginning  Nov  18, 
1983. 

Milton  V.  Davis,  MD,  Dallas,  1983- 
1984  TMA  president,  suggested  the  : 
tion  as  a way  to  show  Congress  that 
Texas  physicians  are  serious  about 
cost  containment. 

Cost  containment  expert  pushes 
longer  hours,  house  calls 

If  physicians  kept  extended  office  ho  $ 
and  made  house  calls,  people  might  E 
kept  out  of  the  more  expensive  healt 
care  delivery  systems  with  no  effect  i 
quality,  Richard  J.  Hanley  told  partici 


Ted  H.  Forsythe,  MD,  Lubbock,  is  the  subject  of 
an  AMA  radio  interview  during  the  Chicago  annual 


meeting  in  June.  Copies  of  the  interview  were  dis- 
tributed to  radio  stations  in  the  Lubbock  area. 
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pants  in  a symposium  on  physician  cost 
awareness. 

Hanley,  vice-president  and  director  of 
health  care  policy  and  programs  for 
j.  Owens-Illinois,  Inc,  Toledo,  made  his 
suggestion  during  the  Symposium  on 
, Physician  Cost  Awareness,  held  in 
conjunction  with  the  Texas  Medical 
Association  Annual  Session,  May  9-12, 
in  Fort  Worth.  It  is  part  of  his  nine-point 
health  care  cost  containment  program 
for  physicians. 

The  program  also  recommends  that 
physicians: 

— participate  in  community-wide  ac- 
( tivities  to  control  health  care  costs, 

—take  part  in  and  cooperate  with  uti- 
lization review  committees,  both  in 
hospitals  and  communities, 

— consider  participation  in  preferred 
provider  organizations  and  prepaid 
health  care  systems,  such  as  HMOs 
and  IPAs, 

— support  fixed-rate  reimbursement 
plans  for  Medicare,  and  give  DRGs  a 
chance  to  succeed  or  fail  on  their  own 
merit, 

— take  an  active  role  in  patient 
education, 

— support  cost  containment 
initiatives, 

— promote  health  awareness  among 
patients  and  set  an  example  through 
their  personal  lifestyles,  and 

— insist  on  efficiency  in  hospitals. 

“The  important  thing  is  to  recognize 
that  we  all  have  a part  to  play  in  dealing 
with  the  problem  of  health  care  costs,” 
Hanley  said. 

“To  succeed  will  require  a cooper- 
ative effort  by  all  of  us.” 

Texas  Air-Medics  vote 
to  disband  after  30  years 

Declining  membership  has  prompted 
the  30-year-old  Texas  Air-Medics  Asso- 
ciation (TAMA)  to  disband. 

The  association  was  comprised  of 
aviation  medical  examiners,  physicians 
authorized  by  the  Federal  Aviation 
Administration  to  perform  physical  ex- 
aminations on  pilots. 


The  TAMA’s  primary  function  was  its 
annual  scientific  program  presented  in 
conjunction  with  the  Flying  Physicians 
Association,  Texas-Southwest  Region, 
during  the  Texas  Medical  Association's 
annual  session. 

Dennis  W.  Coffman,  MD,  Nacog- 
doches, the  last  president  of  the  Air- 
Medics  Association,  noted  that  the 
group  has  transferred  its  remaining 
funds  to  the  Flying  Physicians  Associa- 
tion (FPA). 

FPA  has  indicated  that  it  will  continue 
to  sponsor  an  educational  program  dur- 
ing annual  session. 


HEALTH  LINE 


Meningitis  vaccine  tests 
include  Houston  children 

Physicians  at  Baylor  College  of  Medi- 
cine are  testing  a new  vaccine  to 
protect  children  against  hemophilus  in- 
fluenza infections,  the  most  common 
cause  of  meningitis.  According  to  John 
Zahradnik,  MD,  director  of  the  Baylor 
tests,  the  new  vaccine,  called  H Flue- 
VAX,  produces  a better  response  in 
infants  than  an  older  experimental  vac- 
cine, PRP,  and  causes  few  side  effects. 

Dr  Zahradnik  tested  the  vaccine  in  30 
Houston  infants  who  were  vaccinated 
at  3,  5,  and  7 months  of  age.  A study  at 
the  University  of  California,  Los  An- 
geles, involved  30  children  who  were 
vaccinated  at  2,  4,  and  6 months  of  age. 
The  vaccine  caused  50  of  the  60  chil- 
dren to  develop  what  is  considered  to  be 
a protective  level  of  antibodies  against 
hemophilus  influenza  infections. 

“Hemophilus  influenza  is  becoming 
more  and  more  of  a health  problem  in 
this  country,”  says  Dr  Zahradnik,  as- 
sistant professor  of  pediatrics,  micro- 
biology, and  immunology  at  Baylor. 
“While  it  is  treatable  with  antibiotics,  the 
hemophilus  influenza  organism  has  a 
high  resistance  to  some  of  these  drugs. 
And,  according  to  the  Centers  for  Dis- 
ease Control,  the  number  of  hemophilus 
influenza  infections  are  increasing.” 


The  H Flue-VAX  vaccine  is  undergo- 
ing safety  tests  at  Baylor  and  several 
other  US  institutions — one  of  the  last 
steps  needed  for  approval  by  the  US 
Food  and  Drug  Administration.  The 
study  involves  200  Houston  children 
over  a six-month  period,  and  1,300  ad- 
ditional children  will  be  involved  in 
other  studies  across  the  country  to 
demonstrate  the  complete  safety  of  the 
vaccine. 

NIH  issues  report  on 
analgesics  and  kidney  disease 

“Considerable  evidence  indicates  that 
combinations  of  antipyretic  analgesics, 
taken  in  large  doses  over  a long  period 
of  time,  cause  a specific  form  of  kidney 
disease  and  chronic  renal  failure.”  This 
is  one  of  the  conclusions  of  the  Con- 
sensus Development  Conference  on 
Analgesic-Associated  Kidney  Disease, 
held  earlier  this  year  by  the  National 
Institutes  of  Health  (NIH). 

After  hearing  presentations  on  the 
subject  by  scientific  experts,  the  con- 
sensus panel  issued  a report  of  its 
conclusions  and  recommendations. 

Free,  single  copies  of  the  Consen- 
sus Statement  on  Analgesic- 
Associated  Kidney  Disease  are  avail- 
able from  Michael  J.  Bernstein,  Office 
of  Medical  Applications  of  Research, 
Building  1,  Room  216,  National  Insti- 
tutes of  Health,  Bethesda,  MD  20205. 

Texas  institutions  awarded 
cancer  research  grants 

Two  Texas  institutions  have  received 
research  grants  from  the  American  'Irr- 
stitute  for  Cancer  Research  (AICR): 

At  the  Southwest  Foundation  for 
Biomedical  Reseach  in  San  Antonio, 
Milton  V.  Marshall,  PhD,  received  a 
grant  to  conduct  research  to  find  how 
selenium  works  to  inhibit  the  growth  of 
cancerous  breast  and  liver  tumors  in  a 
project  called,  “Anticarcinogenic  Ac- 
tivity of  Selenium.” 

Another  study  of  selenium  will  be  un- 
dertaken at  The  University  of  Texas 
System  Cancer  Center.  In  this  two-year 
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NOW  HE  HAS 
TO  RELEARN  TO  LIVE. 


s his  physician,  you  know  that  re- 
ality is  not  always  a pleasant  thing 
to  live  with.  He  could  he  paralyzed 
from  an  accident.  Or,  he  could 
have  suffered  a stroke,  even  been  a 
victim  of  a crippling  disease.  Yet, 
you  know  there  is  hope,  even  with 
a different  body. 

Now  it’s  time  to  relearn, 
rather  than  being  shuffled  off  for 
custodial  care. 

Part-time  therapy  isn’t  the 
answer.  Full-time  rehabilitation 
services  are. 

At  Warm  Springs,  compre- 
hensive rehabilitation  encompasses 
all  the  therapies — physical,  occu- 
pational, respiratory,  communica- 
tion and  recreational — that  treat 


the  physical  disability.  But  we  also 
treat  the  adjustment  to  disability. 
That  requires  psychology  and  social 
services;  orthotics  for  braces,  wheel- 
chairs, and  adaptive  equipment; 
orthopedic  surgery  facilities;  the 
drivers  education  program  that  uses 
classroom  instniction,  a simulator, 
and  a specially  modified  car  and 
van  for  actual  on-the-road  training. 
There  are  complete,  24-hour 
nursing  services.  And  there’s  one 
strong  intangible:  our  peaceful 
location  adjacent  to  Palmetto  State 
Park,  in  the  heart  of  some  of  Texas’ 
most  beautiful  countryside. 

And  most  importantly,  there’s 
the  experience  and  knowledge  of 
Warm  Springs  Rehabilitation 


Hospital.  We’re  pioneers  in  the 
field,  with  over  40  years  of  compre- 
hensive rehabilitation  experience. 

As  his  physician,  you’ve 
done  your  job.  He’s  alive.  Now,  it’s 
time  for  us  to  do  our  job  and  help 
your  patient  learn  the  skills  to 
return  to  an  independent  lifestyle. 

For  more  information  about 
the  comprehensive  services  of 
Warm  Springs  Rehabilitation 
Hospital,  call  toll-free, 
1-800-292-1440. 
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WARM  SPRINGS  REHABILITATION  HOSPITAL 

PO.  Box  58  • Gonzales,  Texas  78629 


program,  both  selenium  and  beta- 
carotene  will  be  examined  for  their 
effects  on  chemically-induced  liver  can- 
cer in  rats.  The  project,  conducted  by 
Ronald  A.  Faris,  PhD,  is  called,  “Effects 
of  Selenium  and  Beta-carotene  on 
Chemically-altered  Cells  during 
Hepatocarcinogenesis.” 

The  American  Institute  for  Cancer 
Research  is  a nonprofit  organization 
founded  in  1981  to  promote  research 
and  public  education  on  diet,  nutrition, 
and  cancer. 

Medical  school  library 
adds  automated  system 

A new  Library  Information  System  (LIS) 
has  replaced  the  traditional  card  files 
with  computer  terminals  at  the  Library 
of  the  Health  Sciences  at  Texas  Tech 
University  Health  Sciences  Center 
(TTUHSC)  in  Lubbock.  The  program’s 
software,  purchased  from  the  Dahlgren 
Memorial  Library  of  the  Georgetown 
University  Medical  Center  in  Washing- 
ton, DC,  is  one  of  three  LIS  programs  in 
operation.  “Georgetown,  of  course,  and 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio  are  currently  the 
only  other  institutions  using  this  partic- 
ular system,”  said  Charles  Sargent, 
PhD,  director  of  the  library. 

Learning  the  computer  search  sys- 
tem should  be  simple,  according  to  Dr 
Sargent.  “It  should  only  take  about  two 
minutes  to  learn  to  use  LIS  to  access 
the  Mini-MEDLINE  system.  . .”  The 


“I  don't  know  about  you  but  I'm  swearing  off.” 
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Mini-MEDLINE  system  is  a listing  of 
more  than  149  major  biomedical  jour- 
nals owned  by  the  library. 

Physicians  in  the  surrounding  areas 
can  access  the  computer  system  from 
their  offices  if  they  have  their  own  com- 
puter terminals  and  telephone  modems. 

Dr  Sargent  said  the  system  will  be  in- 
stalled in  the  TTUHSC  Regional 
Academic  Health  Center  libraries  in 
Amarillo,  El  Paso,  and  Odessa. 

Hospital  changes  name 
to  reflect  services  offered 

Swiss  Avenue  Hospital,  the  rehabilita- 
tion affiliate  of  the  Baylor  Health  Care 
System,  has  changed  its  name  to  the 
Baylor  Institute  for  Rehabilitation. 

The  Dallas  hospital  is  one  of  the 
largest,  nonprofit,  full-service  rehabilita- 
tion facilities  in  the  region.  The  staff  of 
the  institute  has  developed  comprehen- 
sive care  programs  such  as  the  spinal 
injury  care  system,  head  trauma  ser- 
vice, and  a licensed  adapted  driver 
education  program  as  part  of  a full 
range  of  rehabilitation  programs.  The 
hospital  also  maintains  the  only  fully 
equipped  neuropsychological  labora- 
tory in  north  Texas. 

According  to  M.  Tim  Parris,  executive 
director  of  the  hospital,  the  name 
change  “has  been  made  to  better  de- 
scribe the  types  of  services  offered.” 

Medical  school  offers 
accent  retraining  course 

The  University  of  Texas  Health  Science 
Center  at  Houston  is  offering  a new  pro- 
gram in  Foreign  Accent  Retraining 
(FAR)  to  help  remedy  the  problem  of 
pronunciation  among  people  whose 
first  language  is  not  English.  The  FAR 
program  is  for  people  who  “have  a 
basic  competency  in  English  but  whose 
accents  are  slowing  them  down,”  ac- 
cording to  Juliet  Hubbell,  a speech 
pathologist  at  The  University  of  Texas 
Speech  and  Hearing  Institute  and  coor- 
dinator of  the  program. 

For  the  medical  student  whose  first 
language  is  not  English,  the  concern  is 


more  than  just  one  of  blending  in  with 
native-born  Americans.  “The  main 
problem  that  especially  the  profes- 
sional in  this  setting  will  have,”  said  Ms 
Hubbell,  “is  that  native  speakers  will  not 
understand  them.  Our  main  purpose  is 
to  help  them  to  be  understood.” 

FAR  begins  with  individual  evalua- 
tions of  the  speech  of  those  who  enroll 
in  the  program,  and  continues  with 
three  months  of  twice-weekly  half-hour 
sessions  that  aim  to  correct  the  prob- 
lems identified  in  the  evaluation.  For 
more  information  about  the  program, 
call  (713)792-4600. 

Project  educates  children 
about  marijuana  hazards 

Nearly  every  child  in  America  between  j 
ages  1 2 and  1 4 is  faced  with  the  deci- 
sion whether  to  smoke  marijuana. 
Recognizing  this  fact,  the  American 
Lung  Association  has  launched  a public 
health  education  campaign  on  the 
health  hazards  of  marijuana. 

The  project,  “Marijuana:  A Second 
Look,”  presents  medical  evidence  that 
smoking  marijuana  is  a major  threat  to 
American  lung  health  and  is  especially 
damaging  to  the  developing  lungs  of 
young  people. 

First  Lady  Nancy  Reagan  is  honorary 
chairman  of  the  program  which  was 
developed  by  the  American  Lung  As- 
sociation in  cooperation  with  the 
American  Council  on  Drug  Education. 

“Marijuana:  A Second  Look”  is 
community-  and  school-based  and  is 
designed  to  give  children  9, 10,  and  1 1 
years  old  the  information  and  skills  they 
need  to  say  “no”  to  marijuana.  It  ex- 
plains to  young  people,  their  families, 
and  educators  that  marijuana  has  ad- 
verse effects  on  ability  to  learn,  and  on 
memory,  perception,  and  judgment.  It 
further  explains  that  marijuana  use  re- 
sults in  loss  of  motivation  and  energy; 
diminishes  school  performance;  and 
produces  behavioral  disruptions  with 
friends,  parents,  and  society. 

Educational  materials  for  the  cam- 
paign are  available  from  the  American 
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PLAZA  MEDICAL  CENTER  REDEFINES  what  a mod 


ern  medical  office  building  can  be.  In  beauty.  In  efficiency.  In 


a totally  planned  environment  that  contributes  to  the  lives  of 


people  who  richly  deserve  it.  Occupancy  begins  soon.  And 


prime  spaces  are  still  available  at  competitive  prices.  See  Plaza 


Medical  Center,  1200  Binz,  north  of  Park  Plaza  Hospital  and 


the  Texas  Medical  Center.  For  information  please  call  John 


Hansen  Investment  Builder,  961-7700 


Lung  Association  of  Texas,  7701  N 
Lamar  Blvd,  Suite  104,  Austin,  TX 
78752;  telephone  1 (800)252-LUNG. 

SOCIOECONOMICS 

TMF  reapplies  for  PRO  status 
following  HCFA  rejection 

After  rejecting  them,  the  Health  Care 
Financing  Administration  (HCFA)  is  giv- 
ing Texas  Medical  Foundation  and  14 
other  applicants  a second  chance  to  be 
named  as  Peer  Review  Organizations 
(PRO). 

Eugene  Aune,  TMF  executive  direc- 
tor, said  that  the  foundation’s  appli- 
cation was  found  deficient  in  three  main 
areas:  (1 ) it  did  not  establish  measura- 
ble admission  and  quality  objectives  for 
hospitals,  (2)  the  data  collection  and 
analysis  plan  lacked  specificity,  and 
(3)  the  start-up  time  frame  included  six 
months  of  collecting  data  to  help  estab- 
lish objectives. 

The  revised  application  was  to  have 
been  submitted  by  July  5,  and  Mr  Aune 
said  HCFA  is  expected  to  act  on  the  ap- 
plications by  the  end  of  August.  HCFA 
has  said  that  if  no  acceptable  proposal 
is  received  for  an  area,  it  will  award  the 


PRO  contract  for  the  area  to  the  Medi- 
care fiscal  intermediary.  Regulations 
require  that  PROs  be  operative  by  Oct 
1, 1984. 

During  a debriefing  May  30-31  in 
Washington  for  the  15  rejected  bidders, 
HCFA  explained  the  ways  in  which  their 
proposals  were  “technically  inade- 
quate.” They  also  suggested  sources 
that  could  supply  TMF  with  supportive 
data  for  its  application. 

The  PRO  program  is  aimed  at  con- 
trolling hospital  admissions  by  review- 
ing the  professional  activities  of  physi- 
cians and  other  health  care  providers  in 
acute  institutional  care  vis  a vis  ser- 
vices covered  under  the  Social  Security 
Act — Medicare,  Medicaid,  and  mater- 
nal and  child  health  programs. 

Representing  TMF  at  the  Washing- 
ton meeting  were  Gordon  McGee,  MD, 
El  Paso,  TMF  president,  and  Mr  Aune. 

Texas  schools  confer 
1,046  medical  degrees 

Texas  medical  schools  conferred  1 ,046 
medical  degrees  during  the  1983- 
1 984  academic  year,  and  59%  of  the 
new  physicians  will  remain  in  Texas  for 
graduate  medical  education. 

Graduates  choosing  to  enter  primary 


care  residencies  numbered  601 , or 
57%  of  the  graduates.  Primary  care  re- 
sidencies include  those  in  family 
practice,  internal  medicine,  obstetrics 
and  gynecology,  and  pediatrics. 

The  University  of  Texas  Southwest- 
ern Medical  School  had  the  largest 
graduating  class,  1 96.  Texas  A&M  Col- 
lege of  Medicine  had  31  graduates; 
Baylor  College  of  Medicine,  161;  Texas 
Tech  University  School  of  Medicine,  90; 
UT  Medical  School  at  Houston,  184;  U1 
Medical  School  at  San  Antonio,  1 91 ; 
and  UT  Medical  Branch  at  Galveston, 
193. 

Male  graduates  for  the  state  num- 
bered 769,  or  74%  of  the  graduates, 
down  slightly  from  799,  or  76%,  during 
the  1 982- 1 983  year.  During  the  same 
time  female  graduates  increased  from 
250,  or  24%  of  total  graduates,  in 

1 982- 1 983  to  277,  or  26%,  during 

1983- 1984. 

TSBME  investigates 
foreign  medical  schools 

The  Texas  State  Board  of  Medical  Ex- 
aminers is  investigating  all  Carribean 
medical  schools  and  three  Mexican 
medical  schools,  and  has  banned  in- 
stitutional permits  or  licenses  for  their 


MD  degrees  conferred  by  Texas  medical  schools,  1983-1984. 


Medical  School 

Male 

Graduates 

Female 

Graduates 

Total  No. 
of  Graduates 

Graduates  Entering 
Primary  Care  Residencies 
For  Graduate  Medical 
Education 

Graduates 
Remaining  in 
Texas  for  Graduate 
Medical  Edcucation 

Texas  A&M 

College  of  Medicine 

22 

9 

31 

21 

20 

Baylor  College 
of  Medicine 

121 

40 

161 

82 

83 

Texas  Tech  University 

School  of  Medicine 

68 

22 

90 

60 

63 

UT  Medical  School 
at  Houston 

126 

58 

184 

119 

104 

UT  Medical  School 
at  San  Antonio 

133 

58 

191 

114 

117 

UT  Southwestern 

Medical  School 

156 

40 

196 

109 

112 

UT  Medical  Branch 

at  Galveston 

143 

50 

193 

96 

116 

Total 

769 

277 

1,046 

601 

615 

‘Source:  Survey  of  Texas  medical  schools,  June  1984. 
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graduates  pending  the  completion  of 
! the  investigation. 

Additionally,  the  board  canceled  or 
refused  to  renew  the  institutional  per- 
mits held  by  nine  Carribean  school 
graduates  practicing  in  Texas. 

The  nine  were  affiliated  with  The  Uni- 
! versity  of  Texas  Health  Science  Center 
at  Houston;  St  Luke's  Episcopal  Hospi- 
tal, Houston;  Austin  State  Hospital; 
Bexar  County  Hospital  District,  San  An- 
1 tonio;  Baylor  University  Medical  Center, 
Dallas;  and  Driscoll  Foundation  Chil- 
dren’s Hospital,  Corpus  Christi. 

The  board’s  investigation  stems  from 
the  conviction  earlier  this  year  of  Pedro 
de  Mesones,  a Peruvian  living  in  Vir- 
l ginia,  for  mail  fraud  and  conspiracy.  Mr 
de  Mesones  operated  Medical  Educa- 
tion Placement,  Inc,  from  January  1982 
to  August  1 983.  During  that  time,  1 65 
individuals  were  alleged  to  have  paid 
Mr  de  Mesones  fees  ranging  from 
$5,225  to  $27,000  for  fraudulent  docu- 
ments from  Universidad  Centro  de 
Estudios  Tecnologicos  (CETEC)  and 
Universidad  Centro  de  Investiga- 
cion,  Formacion  y Assistencia  Social 
) (CIFAS),  both  located  in  the  Dominican 
Republic. 

During  its  June  meeting,  the  board 
interviewed  several  CETEC  graduates, 
some  of  whom  said  they  never  had  at- 
tended classes  or  went  to  the  school 
only  to  receive  their  medical  diplomas. 

Because  the  CETEC  and  CIFAS 
graduates  attended  many  different  Car- 
ribean medical  schools  prior  to  their 
admission  to  CETEC  and  CIFAS,  the 
board  felt  it  necessary  to  investigate  all 
Carribean  medical  schools. 

Under  investigation  in  Mexico  are 
Universidad  Valle  del  Bravo,  Reynosa; 
Centro  de  Estudios  Universitarios 
Xochicalco,  Ensenada,  and  Univer- 
sidad del  Noreste,  Tampico. 

The  Texas  board's  investigation  aug- 
ments efforts  by  the  Federation  of  State 
Medical  Boards  of  the  United  States 
(FSMB). 

Carlos  D.  Godinez,  MD,  McAllen, 
president  of  both  FSMB  and  the  state 


board,  announced  last  spring  that  the 
FSMB  will  fund  an  agency  charged  with 
intestigating  foreign  medical  education 
programs. 

Such  an  agency  was  first  suggested 
in  a 1980  report  from  the  FSMB’s  Com- 
mission to  Evaluate  Foreign  Medical 
Schools,  which  Dr  Godinez  also 
chaired. 

Joining  in  the  crackdown  on  Domin- 
ican Republic  medical  schools  is  the 
Educational  Commission  for  Foreign 
Medical  Graduates  (ECFMG). 

ECFMG  voted  last  spring  to  revoke 
or  withhold  certification  from  graduates 
of  CETEC,  CIFAS,  and  a third  Domin- 
ican Republic  school,  Universidad 
Tecnologica  de  Santiago  de  Los 
Caballeros  (UTESA),  unless  they  can 
produce  corroboration,  beyond  a di- 
ploma, of  their  educational  experience. 

Texas  medical  schools  receive 
AMA-ERF  grants 

The  American  Medical  Association 
Education  and  Research  Foundation 
(AMA-ERF)  has  named  all  seven  Texas 
medical  schools  as  recipients  of  grants 
to  promote  excellence  and  provide  fi- 
nancial assistance  for  medical  students. 

AMA-ERF  grants  totaling  $1 .5  million 
were  awarded  to  virtually  every  US 
school  (152  campuses)  and  1 1 Cana- 
dian medical  schools. 

Grants  to  Texas  schools  totaled  more 
than  $66,000.  The  University  of  Texas 
Southwestern  Medical  School,  Dallas, 
received  $27,133,  the  largest  grant  of 
any  Texas  school. 

The  amounts  of  the  grants  varied 
considerably,  with  Indiana  University 
School  of  Medicine  receiving  the 
largest,  $74,415. 

Rufus  K.  Broadaway,  MD,  foundation 
president,  noted  that  AMA  Auxiliary 
units  throughout  the  country  consis- 
tently have  taken  the  lead  in  collecting 
substantial  funds  for  the  projects  of  the 
AMA-ERF. 

Much  of  the  money  designated  for 
grants  to  specific  schools  comes  from 
physicians  who  are  graduates  of  those 


schools  and  who  wish  to  support  their 
alma  maters.  Thus,  older  schools  with 
large  contingents  of  alumni  generally 
receive  the  largest  grants. 

More  than  $38  million  has  been 
raised  by  AMA-ERF  for  medical 
schools  over  the  years. 

AAP  offers  guidelines 
for  bioethics  committees 

Noting  that  careful  decisions  made  in 
good  faith  should  minimize  any  chance 
of  liability,  the  American  Academy  of 
Pediatrics  nonetheless  suggests  that 
hospitals  indemnify  bioethics  commit- 
tee members. 

The  suggestion  is  part  of  the  acad- 
emy's Guidelines  for  Infant  Bioethics 
Committees.  Joining  the  academy  in 
formulating  the  guidelines  were  the 
American  Hospital  Association,  Na- 
tional Association  of  Children’s  Hos- 
pitals and  Related  Institutions,  and  the 
American  Society  of  Law  and  Medicine. 

The  guidelines  came  in  response  to 
debates  surrounding  the  care  and  treat- 
ment of  critically  ill  infants.  That  issue 
came  to  a head  in  1982  in  Bloomington, 
Ind,  when  the  parents  of  an  infant  suf- 
fering from  Down's  syndrome  and 
tracheoesophageal  fistula  refused  con- 
sent for  surgery.  The  hospital  turned  to 
the  state's  courts,  which  failed  to  inter- 
vene before  the  death  of  "Baby  Doe” 
six  days  later. 

As  described  in  the  guidelines,  an 
infant  bioethics  committee  would  (1 ) 
provide  an  educational  resource  for 
hospital  personnel  and  families  of  se- 
riously ill  infants,  (2)  recommend 
institutional  guidelines  and  policies 
concerning  ethical  principles  in  the  care 
of  infants,  and  (3)  offer  consultation  and 
review  on  treatment  decisions  regard- 
ing critically  ill  infants,  especially  when 
the  foregoing  of  life-sustaining  treat- 
ment is  being  considered. 

The  guidelines  suggest  a ten- 
member  committee,  which  should  in- 
clude a practicing  physician,  a pedi- 
atrician knowledgeable  about  the 
nursery,  and  a nurse.  The  committee 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  . . it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability'  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 
ordered.” 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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membership  also  should  include  a hos- 
pital administrator,  the  parent  of  a 
disabled  child,  and  a representative  of  a 
disability  group  or  developmental  dis- 
ability expert. 

A social  worker,  a member  of  the 
hospital’s  pastoral  care  program  or 
other  clergy,  a lawyer,  a lay  community 
member,  and  a person  trained  in  ethics 
or  philosophy  complete  the  suggested 
membership. 

The  guidelines  also  suggest  proce- 
dures for  carrying  out  the  committee’s 
educational,  policy  development,  and 
consultative  functions  (including  pro- 
spective and  retrospective  reviews). 

In  its  consultative  capacity,  the  guide- 
lines recommend  that  “Regardless  of 
committee  recommendations,  if  the 
family  wishes  to  continue  life-sustaining 
treatment  and  the  attending  physician 
disagrees,  the  family’s  wishes  should 
be  carried  out  until  they  are  officially  re- 
moved from  their  position  as  the  infant's 
guardian  or  until  treatment  is  ceased 
pursuant  to  existing  hospital  policies 
and  procedures. 

“With  the  above  exception,  when 
there  continues  to  be  substantive 
disagreement  between  the  principal 
parties  and  the  committee  concerning 
the  appropriate  course  of  action,  the 
committee  should  follow  established 
procedures  to  report  its  conclusions  to 
the  hospital  official(s)  responsible  for 
reporting  such  cases  to  the  appropriate 
court  and/or  child  protective  agency." 

Responding  to  the  AAP  guidelines, 
John  J.  Coury,  Jr,  MD,  1983-1984 
chairman  of  the  American  Medical 
Association  Board  of  Trustees,  noted, 
“(The  AMA)  opposes  the  use  of  com- 
mittees as  part  of  any  mandated  reg- 
ulatory activity,  including  a civil  rights 
enforcement  program.” 

He  also  stated,  “The  American  Medi- 
cal Association  supports  the  voluntary 
development  of  local  ethical  review 
boards  by  hospitals  and  their  medical 
staffs.  The  guidelines  proposed  by  the 
American  Academy  of  Pediatrics,  while 


not  without  potential  problems,  may 
serve  as  one  possible  model.'' 

Uninsured  Americans  number 
39  million,  institute  reports 

Almost  39  million  Americans,  or  19%  of 
the  total  population,  are  without  health 
insurance,  according  to  a study  by  the 
Urban  Institute. 

The  institute  labels  the  1 981  - 1 982 
recession  the  chief  culprit  in  the  the  in- 
creasing number  of  uninsured. 

Additionally,  higher  premiums  and 
copayments  have  forced  many  workers 
to  drop  family  coverage  as  employer  at- 
titudes toward  health  insurance  have 
changed. 

CAPITAL  COMMENTS 

Task  force  subcommittees  finish 
reports  on  indigent  health  care 

The  75-member  Task  Force  on  Indigent 
Health  Care,  appointed  by  the  gover- 
nor, lieutenant  governor,  and  speaker  of 
the  house,  now  is  in  its  tenth  month  of 
activity.  Task  force  subcommittees  on 
administration,  eligibility,  finance,  and 
services  have  completed  their  work  and 
finalized  reports  and  recommenda- 
tions. 

The  task  force's  executive  committee 
has  been  reviewing  the  subcommittee 
recommendations  for  several  months. 
The  executive  committee  includes  24 
members,  a combination  of  elected  lo- 
cal and  state  officials,  health  care 
providers,  and  consumers. 

As  of  June  14,  the  executive  commit- 
tee had  reviewed  more  than  35 
recommendations  and  approved  two.  It 
is  anticipated  that  more  recommenda- 
tions will  be  reviewed.  The  executive 
committee  will  report  to  the  full  75- 
member  task  force  in  October  or  No- 
vember and  request  approval  of  a final 
report  to  be  submitted  to  the  69th  Texas 
Legislature  in  1985. 

Copies  of  the  recommendations  ap- 
proved by  the  executive  committee  are 
available  from  the  TMA  Division  of  Leg- 
islative Affairs  at  (512)  477-6704. 


NEWSMAKERS 

G.  VALTER  BRINDLEY,  JR,  MD, 

Temple,  has  been  awarded  the  doctor 
of  humane  letters  degree  from  Texas 
Tech  University  Health  Sciences  Cen- 
ter. Dr  Brindley,  a past  president  of  the 
Texas  Medical  Association,  was  pre- 
sented with  the  degree  in  recognition  of 
“his  advocacy  and  assistance  to  the 
Texas  Tech  University  Health  Sciences 
Center  School  of  Medicine  during  its 
formative  years  and  his  years  of  ser- 
vices to  education.  . .” 

JAMES  F.  ARENS,  MD,  professor  and 
chairman  of  anesthesiology  at  The  Uni- 
versity of  Texas  Medical  Branch 
(UTMB)  at  Galveston,  has  been  named 
recipient  of  the  1984  Katherine  and 
Nicholas  C.  Leone  Award  for  Adminis- 
trative Excellence.  A member  of  the 
UTMB  faculty  since  1 977,  Dr  Arens  was 
cited  for  his  “outstanding  leadership  in 
building  and  nurturing  a strong  de- 
partment of  anesthesiology  which 
has  excellent  clinical  and  research 
strengths.”  He  is  medical  coordinator 
for  surgical  operating  and  acute  care 
support  services,  blood  bank,  and  pul- 
monary therapy,  and  medical  director  of 
the  respiratory  therapy  department  in 


G.  V.  Brindley,  Jr,  MD 
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the  UTMB  School  of  Allied  Health 
Sciences. 

ROBERT  BERNSTEIN,  MD,  Texas 
Commissioner  of  Health,  is  the  new 
president-elect  of  the  United  States- 
Mexico  Border  Health  Association. 

JAMES  A.  NEIDHART,  MD,  is  the  new 
chairman  of  the  department  of  medical 
oncology  and  deputy  head  of  the  divi- 
sion of  medicine  at  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tu- 
mor Institute.  Dr  Neidhart  has  been  the 
deputy  director  of  the  Ohio  State  Uni- 
versity (OSU)  Comprehensive  Cancer 
Center  since  1980  and  has  served  as 
an  associate  professor  of  medicine 
at  the  OSU  College  of  Medicine  in 
Columbus. 

GRIFF  T.  ROSS,  MD,  Houston,  has  re- 
ceived the  Mayo  Foundation  Distin- 
guished Alumni  Award.  Dr  Ross  is 
director  of  the  division  of  reproductive 
sciences  at  The  University  of  Texas 
Medical  School  at  Houston.  He  is  also 
special  assistant  to  the  health  science 
center  president  for  relations  with  the 
UT  Health  Center  at  Tyler.  Before  join- 
ing the  health  science  center  in  1981 , 
Dr  Ross  was  deputy  associate  director 
for  clinical  care  and  deputy  director  of 
the  clinical  center  at  the  National  Insti- 
tute of  Health. 

WILLIAM  A.  WIESNER,  MD,  received 
the  Dean’s  Distinguished  Service 
Award  from  Texas  Tech  University 
Health  Sciences  Center  (TTUHSC).  Dr 
Wiesner,  who  served  as  interim  associ- 
ate dean  of  the  TTUHSC  Regional 
Academic  Health  Center  in  Odessa 
during  December  1981  -August  1983, 
was  recognized  for  the  time  and  energy 
he  has  contributed  to  the  health  sci- 
ences center,  to  Odessa,  and  to  the 
medical  profession. 


SAM  NIXON,  MD,  has  been  named  edi- 
tor of  Texas  Health  Letter  of  The 
University  of  Texas  Health  Science 
Center  at  Houston.  Dr  Nixon,  director  of 
the  office  of  continuing  medical  educa- 
tion at  the  health  science  center,  has 
been  a member  of  the  advisory  board 
of  the  publication  since  its  inception. 

TOLBERT  S.  WILKINSON,  MD,  San 
Antonio,  has  been  elected  editor  of 
Technical  Forum , a publication  of  the 
International  Society  of  Clinical  Plastic 
Surgeons. 

JOSEPH  GOLDSTEIN,  MD,  Dallas,  is 
the  new  president-elect  of  the  Ameri- 
can Society  for  Clinical  Investigation. 

Dr  Goldstein  is  chairman  of  the  depart- 
ment of  molecular  genetics  at  The 
University  of  Texas  Health  Science 
Center  at  Dallas. 

ALANDO  J.  BALLANTYNE,  MD,  is  the 
new  president  of  the  Society  of  Head 
and  Neck  Surgeons.  Dr  Ballantyne  is 
professor  of  surgery,  head  and  neck 
service,  at  The  University  of  Texas  M.D. 
Anderson  Hospital  and  Tumor  Institute 
in  Houston. 

PAUL  F.  MCDONAGH,  PHD,  assistant 
professor  of  physiology  at  the  Texas 
Tech  University  Health  Sciences  Cen- 
ter School  of  Medicine,  has  received  a 
grant  from  the  Charles  A.  Lindbergh 
Fund,  Inc,  for  research  in  improving  the 
technology  of  long-term  organ  preser- 
vation. The  grants  are  awarded 
annually  to  individuals  whose  proposed 
projects  represent  a significant  contri- 
bution toward  the  achievement  of  a 
balance  between  technological  prog- 
ress and  the  preservation  of  the  natural 
environment. 

EUGENE  CARLTON,  JR,  MD,  has 
been  named  to  the  Russell  and  Mary 
Hugh  Scott  Chair  of  Urology  at  Baylor 
College  of  Medicine. 


CARLOS  GODINEZ,  MD,  a McAllen 
family  physician,  was  installed  as  the 
70th  president  of  the  United  States 
Federation  of  State  Medical  Boards  at 
its  annual  meeting.  Dr  Godinez  is  the 
first  Texan  to  serve  simultaneously  as 
president  of  both  the  state  and  national 
organizations.  Active  in  the  Texas 
Medical  Association,  he  has  served  as 
a delegate  from  the  Hidalgo-Starr 
County  Medical  Society  for  the  last  1 4 
years,  served  three  terms  on  the  Exec- 
utive Board,  and  has  completed  numer- 
ous committee  assignments. 

CORRECTION:  In  the  June  1984  issue 
of  Texas  Medicine,  Dilip  J.  Karnik,  MD, 
was  reported  to  be  working  with  resi- 
dents who  are  affiliated  with  The 
University  of  Texas  Health  Science 
Center  at  Houston.  Dr  Karnik  received 
a teaching  excellence  award  from  the 
Austin  Pediatric  Education  Program 
which  is  a free-standing  community- 
based  residency  training  program 
which  is  a part  of  the  Central  Texas 
Medical  Foundation  and  has  no  affilia- 
tion with  The  University  of  Texas  at 
Houston. 
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Everything  you  need  to  manage 
your  one-to-fburdoctor  office! 
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Managing  your  office  shouldn’t  be  hard.  It 
shouldn’t  be  a worry.  It  shouldn’t  drain  away 
precious  time  that  you  need  to  spend  with  your 
patients.  Last,  but  not  least,  it  shouldn’t  be  costly. 

That’s  why  Management  Systems  of  Wausau 
is  making  it  possible  for  you  to  own  a complete 
low-cost  computerized  PCM  ED  package.  Designed 
for  offices  with  one  to  four  physicians,  it  handles 
all  your  billing,  insurance  form  processing, 
charge  tickets,  and  a whole  lot  more. 

A ROSE.  For  starters,  you  need  a fresh  flower 
to  remind  both  patients  and  staff  that 
your  office  is  a warm  and  friendly  place. 

AN  IBM  PERSONAL 
COMPUTER  XT  WITH  PRINTER 
AND  SOFTWARE.  Next,  you  need  a 
selfcontained  system  that  takes  up  very 
little  space  and,  with  a little  help  from  us, 
is  very  easy  to  use.  You  can  even  use  it  for 
your  personal  finances.  Yet,  it  handles  all 
the  following  and  more: 

Family  or  individual 
billing. 


Medical  reports. 
Patients’  name  search. 
Charge  tickets. 
Collection  letters. 
Aging  account 
balances. 

Patients’  mailing 
labels. 

Before  long,  you’ll  wonder  how  you  ever 
managed  without  it! 


Cycle  billing. 
Bill  on  demand. 
Insurance  forms 
Patient  recall. 
Finance  charge 
calculations. 


A DEPOT.  Finally,  you  need  the  reassurance 
of  this  Wausau  symbol.  It  represents  the  spirit 
of  small-town  helpfulness  that  backs  your  state- 
of-the-art  equipment.  We  train  your  people 
and  are  never  further  than  a “Hot  Line”  phone 
call  away.  We’re  already  helping  more  than  400 
medical  offices  in  30  states.  We’ll  be  happy  to 
help  you,  too. 

A FREE  FACT  BOOK.  Yes,  I’m  interested  in  the  latest  ideas  for  managing 
my  medical  office.  Please  send  me  a colorful  IBM  PC  X T Fact  Book. 

Be  sure  to  include  full  details  on  your  low-cost  PCMED  package  built  around 
an  IBM  Personal  Computer.  I understand  there’s  no  obligation  at  all. 


.Title. 


(please  print) 


Address. 


.State  . 


.Zip. 


Phone. 


.No.  of  Physicians 


Specialty. 


Management  Systems  of  Wausau 
P.O.  Box  1000  • Wausau,  W1  54401  • 1 800  826-0028 
In  Wisconsin:  1 800  472-0023 
We  work  hard  to  support  you. 


MANAGEMENT 
SYSTEMS 
of  WAUSAU 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
North  Park  Lincoln  Mercury  • 9207  San  Pedro  • San  Antonio,  Texas  78216  • 512/341-8841 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/981-3591 
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TEXAS  MEDICINl 


ROBERT  C ADAMS.  MD 


PRACTICE  CLOSED 


DR.  BOB’S  PATIENTS  WILL  BE  SEEN  BY  DR.  REYNOLDS. 

(for  several  weeks) 

Dr.  Adams  bought  his  malpractice  insurance  based  on  who  had  the  lowest  price  instead  of  who  was 
dedicated  to  protecting  the  physician.  At  API,  professional  liability  is  our  specialty.  Protecting  the 
physician  is  our  expertise . API  is  designed  by  physicians,  owned  and  directed  by  physicians,  to  protect 
you,  the  physician.  And  you  should  know  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
2505  Turtle  Creek  Boulevard 
Dallas,  Texas  75219 


“We  used  to  worry  we  could  not  meet  John’s  needs  at  home. 
He  was  almost  40  and  did  not  belong  in  a hospital. 

Then  we  found  Brown-Karhan.” 


Brown-Karhan  offers  a variety'  of 
exclusive  residential  programs 
for  developmentally  disabled  and 
emotionally  disturbed  adults. 

For  more  information  call  toll 


free  1-800-252-3430  in  Texas, 
out  of  state  call  1-512-858-7705. 
Or  write  P.O.  Box  33280,  Austin, 
Texas  78764. 


Licensed  by  the  Texas  Department  of  Health 
Professional  care  in  a home  like  environment 


ECG  STAT... 


wherever  you  are. 


New 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER  ™ ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  m 
lar-styled  carrying  case. 

MICRO-TRACER ™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


fntfr 


WON  Fit  1 


wcv 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


For  complete  information,  write 
INTECH  Systems  Corp. 

415  Rabro  Drive  East 
Hauppauge,  NY  11788 
(516)  582-8388 

INTECH 

Systems  Corp. 


micro-tracer™ 

INTECH  Systems  Corp. 


MICRO-TRACER 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 


Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where’s  the  cash-flow?  Where’s  the 
income?  API  Life  could  have  helped.  Because  physicians’  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians  for  physicians.  And  you  should  know  that. 


CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 


API  LIFE  INSURANCE  COMPANY 
2505  Turtle  Creek  Boulevard 
Dallas,  Texas  75219 


DR.  BOB  IS  AT  HOME  IN  BED. 

(for  several  months) 


Alcoholism  could  be  fatal. 
We  can  help  you  help 
your  patients. 


The  complications  and  consequences  of 
alcohol  addiction  are  numerous  and  often 
tragic.  Schick  Shadel’s  proven  treatment  pro- 
gram can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike  other  pro- 
grams that  rely  almost  entirely  on  psychiatric 
counseling,  ours  is  based  on  the  scientific 
concept  of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in  just 
10  days  of  counter-conditioning  treatments. 
Also,  our  treatment  plans  are  covered  by  most 
insurance  plans,  including  Medicare. 

Since  1935  we’ve  helped  more  than  35,000 
people  quit  drinking  and  lead  happier  lives. 


We  can  help  you  help  your  patients,  too. 

For  more  information,  contact  Chief 
of  Medical  Staff,  Dr.  Eck  G.  Prud’homme, 

Jr.,  M.D. 

Where  craving  for  alcohol  ends  and  a new  life 
begins. 


Schick 

Shade! 

Hospital 


4101  Frawley  Drive 
Fort  Worth,  Texas  76118 
(800)  255-9312 
in  Texas  (800)  772-7516 
D/FW  Metro  589-0444 
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DIAGNOSTIC  CLINIC  OF  HOUSTOI 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Stuart  L.  Solomon,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
Eileen  C.  Stade,  MD 
William  A.  Lent,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Allan  I.  Goldberg,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C,  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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TEXAS  MEDICK 


ROBERT  C. 


10  ALL  OUR  PATIENTS: 

DR.  BOB  RILL  EE  UNAVAILABLE  THROUGH 
APRIL  15.  THANK  YOU. 


DR.  BOB  IS  WITH  HIS  CPA. 

(and  for  no  good  reason) 

Bob  Adams’  financial  affairs  are  in  a mess.  It’s  tax  time  so  he’s  cleaning  it  all  up.  A little  late.  APS  Systems 
could  have  helped.  Because  APS  Systems  serves  more  Texas  and  Arkansas  medical  practices  with 
computerized  medical  office  management  and  billing  systems  than  any  other  company.  It’s  our  only 
business.  A system  designed  by  physicians  for  physicians.  And  you  should  know  that. 

CALL  COLLECT:  (214)  458-1919 

APS  SYSTEMS  INC. 

3310  Keller  Springs  Road,  Suite  130 
Carrollton,  Texas  75006 


A Member  of  the  APS  Groui 


\ 

"Upjohn  Healthcare  Services 
made  home  care  possible.” 


Patient  admissions  and  services  are  provided  without 
regard  to  race,  color,  national  origin,  religion,  age,  sex, 
veteran  or  handicap  status. 

HM-7240A  ®1984  Upjohn  Healthcare  Services,  Inc 


"My  mother  wanted  to  come  home!  So 
when  she  no  longer  needed  the  complex 
care  provided  in  the  hospital,  our  doctor 
recommended  home  health  care.  But 
would  her  insurance  cover  it?” 

The  answer  was  yes. 

Because  Upjohn  Healthcare  Services® 
is  a Medicare  certified  home  health 
agency,  the  care  Mrs.  Smith  required 
was  covered  by  Medicare  and  Medicaid. 
Other  payment  sources  for  home  care 
include  workers’  compensation,  the 
Veterans  Administration  and  many  pri- 
vate insurances.  Patients  may  use  one 
or  a combination  of  these  resources 


as  well  as  self-payment.  Ask  our  Service 
Coordinator  about  your  particular 
coverage. 

Now  Mrs.  Smith  is  home  with  herfamily. 
She  receives  the  level  and  amount  of 
care  her  doctor  has  ordered  from  quali- 
fied, dependable  Upjohn  Healthcare 
Services  nurses  and  home  health  aides. 

If  you  or  someone  you  love  needs  home 
health  care,  look  to  the  agency  that 
provides  certified  home  health  agency 
services.  Upjohn  Healthcare  Services, 
the  name  you  know  you  can  trust.  Call 
the  office  nearest  you,  listed  below. 


UPJOHN  HEALTHCARE  SERVICE  TEXAS  OFFICES: 


Alpine 

Austin 

Beaumont 
Burnet  


Cleveland  

Corpjs  Christi  . 

Dallas 

El  Paso  

Falfurrias  

Fort  Worth  


(915) 837-5451 
(512) 472-8266 
(409) 838-3915 
(512)756-6229 
(713) 592-9195 
(512)854-4896 
(214)340-8200 
(915) 581-3351 
(512) 325-5611 
(817)338-1555 


Groves  

Hebbronville 

Flouston  

Huntsville  

Kerrville  

Laredo  

Liberty  

Longview 

Lubbock  


. (409)735-7507 
(512)  527-4191 
(713)  784-5475 
(409)  295-0752 
(512)896-3232 
(512)724-8216 
(409)  336-6811 
(214)  236-7544 
(806)  797-4257 


Midland  (915)  563-0689 

Odessa (915)  333-2926 

Orange (409)  883-7788 

Pasadena  (713)473-8161 

Rio  Grande  City  _ (512)487-3954 

San  Antonio  (512)  224-2341 

Tyler (214)  581-4496 

Waco  (817)  776-2875 

Zapata  (512)  765-4195 


Texas  Department  of  Health  Licensed  Home  Health  Agency.  Medicare/Medicaid  Approved. 
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LIPO-SUCTION 
SURGERY  WORKSHOP 
FOR  THE  BEGINNER 


3 Generations. 

New  and  used  equipment 
Supplies  and  accessories 
Service 


a LIVE  operating  room  workshop 
with  a distinguished  national  faculty 

September  7,  8,  & 9,  1984 


By:  CENTER  FOR  COSMETIC  SURGERY 
SAM  HOUSTON  MEMORIAL  HOSPITAL 
HOUSTON,  TEXAS 

Director:  Garry  W.  Fenno,  M.D. 


Sponsored  & Accredited  by: 

The  American  Society  of  Lipo-Suction 
Surgery,  Inc. 

The  American  Society  of  Cosmetic  Surgery, 
Inc. 


Enrollment  is  limited  and  advance  registration 
is  requested. 

Registration  fee:  $550 
$275  Residents 
$275  Previous  attenders 

APPLICATION 

Lipo-Suction  Surgery  Workshop — Beginner 


Name 

Please  Print 

Address 


Telephone:  Business 


Home 


Please  make  check  payable  to:  Center  for  Cosmetic 

Surgery,  Foundation 

Send  to:  Center  for  Cosmetic  Surgery 

Sam  Houston  Memorial  Hospital 
1615  Hillendahl 

Houston,  Texas  77055— (713)  932-5649 


SPECIALS 

August 

September 

AFP  14XL  3 minute 

automatic  processor 

ALL  X-RAY 

with  7‘/2  gallon 

VIEW  BOXES 

replenishing  tanks 

15%  OFF 

LIST:  $6468 

AUGUST  ONLY  $5000 

DAVENPORT 


2770  W.  Commerce 
Dallas,  Texas  75222 
214/631-8469 
Metro  263-0048 


RAY  CO.,  INC. 


7332  Rampart 
Houston,  Texas  77081 
713/772-8949 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  th 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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> prescribing,  see  complete  prescribing  information  in 
CO.  literature  or  PDR.  The  following  is  a brief  summary. 


INING 

drug  is  not  indicated  lor  initial  therapy  ol  edema  or 
jrtension  Edema  or  hypertension  requires  therapy 
ed  to  the  individual  II  this  combination  represents  the 
ige  so  determined,  its  use  may  be  more  convenient  in 
int  management  Treatment  of  hypertension  and  edema 
>t  static,  but  must  be  reevaluated  as  conditions  in  each 
>nt  warrant 


■indications:  Concomitant  use  with  other  potassium- 
g agents  such  as  spironolactone  or  amiloride  Further  use 
ha,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
isting  elevated  serum  potassium  Hypersensitivity  to  either 
merit  or  other  sulfonamide-derived  drugs 
igs  Do  not  use  potassium  supplements,  dietary  or  other- 
jnless  hypokalemia  develops  or  dietary  intake  of  potas- 
is  markedly  impaired.  II  supplementary  potassium  is 
d,  potassium  tablets  should  not  be  used  Hyperkalemia 
:cur.  and  has  been  associated  with  cardiac  irregularities.  It 
e likely  in  the  severely  ill,  with  urine  volume  less  than  one 
ay.  the  elderly  and  diabetics  with  suspected  or  confirmed 
nsufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
II  hyperkalemia  develops,  substitute  a thiazide  alone, 

I K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
aquires  prompt  additional  therapy.  Thiazides  cross  the 
ital  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
es  weighing  anticipated  benefits  against  possible  hazards, 
mg  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
>e  reactions  seen  in  adults  Thiazides  appear  and  tri- 
ene  may  appear  in  breast  milk.  If  their  use  is  essential,  the 
t should  stop  nursing.  Adequate  information  on  use  in 
en  is  not  available.  Sensitivity  reactions  may  occur  in 
ts  with  or  without  a history  of  allergy  or  bronchial  asthma, 
rle  exacerbation  or  activation  of  systemic  lupus  erythe- 
,us  has  been  reported  with  thiazide  diuretics, 
utions:  Do  periodic  serum  electrolyte  determinations  (par- 
ly important  in  patients  vomiting  excessively  or  receiving 
teral  fluids,  and  during  concurrent  use  with  amphotericin  B 
dicosteroids  or  corticotropin  [ACTHj),  Periodic  BUN  and 
i creatinine  determinations  should  be  made,  especially  in 
Jerly.  diabetics  or  those  with  suspected  or  confirmed  renal 
ciency  Cumulative  effects  of  the  drug  may  develop  in 
its  with  impaired  renal  function  Thiazides  should  be  used 
aution  in  patients  with  impaired  hepatic  function  They  can 
ntate  coma  in  patients  with  severe  liver  disease.  Observe 
trly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
atic  reactions  Blood  dyscrasias  have  been  reported  in 
its  receiving  triamterene,  and  leukopenia,  thrombocyto- 
, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
. reported  with  thiazides  Thiazides  may  cause  manifestation 
*nt  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
creased  when  used  concurrently  with  hydrochlorothiazide: 
■fje  adjustments  may  be  necessary  Clinically  insignificant 
, lions  in  arterial  responsiveness  to  norepinephrine  have 
I reported  Thiazides  have  also  been  shown  to  increase  the 
■yzing  effect  ol  nondepolarizing  muscle  relaxants  such  as 
:urarine  Triamterene  is  a weak  folic  acid  antagonist  Do 
die  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
lensive  effects  may  be  enhanced  in  post-sympathectomy 
its  Use  cautiously  in  surgical  patients  Triamterene  has 
found  in  renal  stones  in  association  with  the  other  usual 
lus  components.  Therefore.  Dyazide  should  be  used  with 
pn  in  patients  with  histories  of  stone  formation  A few  occur- 
is  of  acute  renal  failure  have  been  reported  in  patients  on 
ide'  when  treated  with  mdomethacin  Therefore,  caution  is 
ed  in  administering  nonsteroidal  anti-inflammatory  agents 
Dyazide1  The  following  may  occur:  transient  elevated  BUN 
eatimne  or  both,  hyperglycemia  and  glycosuria  (diabetic 
n requirements  may  be  altered),  hyperuricemia  and  gout, 
,lis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
measurement  of  quinidine  Hypokalemia  is  uncommon  with 
tide',  but  should  it  develop,  corrective  measures  should  be 
i such  as  potassium  supplementation  or  increased  dietary 
3 of  potassium-rich  foods  Corrective  measures  should  be 
jted  cautiously  and  serum  potassium  levels  determined. 
Untinue  corrective  measures  and  Dyazide'  shouid  labora- 
vaiues  reveal  elevated  serum  potassium  Chloride  deficit 
occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
chlorpropamide  may  increase  the  risk  of  severe  hypo- 
■mia  Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
rbance.  Calcium  excretion  is  decreased  by  thiazides. 
lifnde'  hould  be  withdrawn  before  conducting  tests  for  para- 
«d  function 

rides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
ve  drugs 

■tics  reduce  renal  clearance  ol  lithium  and  increase  the  risk 
tium  toxicity 

tree  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
i,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity, 
>ura,  other  dermatological  conditions,  nausea  and  vomiting, 
hea,  constipation,  other  gastrointestinal  disturbances;  pos- 
hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
arcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
treaties,  xanthopsia  and  respiratory  distress  including  pneu- 
utis  and  pulmonary  edema,  transient  blurred  vision,  sialade- 
and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
been  found  in  renal  stones  in  association  with  other  usual 
ulus  components  Rare  incidents  ot  acute  interstitial  nephritis 
; been  reported.  Impotence  has  been  reported  in  a few 
mis  on  Dyazide',  although  a causal  relationship  has  not 
i established 

plied:  Dyazide'  is  supplied  in  bottles  ot  1000  capsules: 
jle  Unit  Packages  (unit-dose)  ot  100  (intended  for  Institu- 
al  use  only);  in  Patient-Pak  ™ unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  'Vbu  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 


'four  Assurance  of 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  Tfears  of  Confidence 
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Increasing  importance  of  adjuvant  surgery  in  inoperable 
lung  cancer 

Manuel  Valdivieso,  MD;  Peter  Farha,  MD;  Marion  J. 
McMurtrey,  MD;  Gary  Spitzer,  MD;  Oscar  H.  Frazier,  Jr,  MD; 
H.  Thomas  Barkley,  Jr,  MD;  T.  Timothy  Chen,  PhD;  David  T. 
Carr,  MD;  Clifton  F,  Mountain,  MD 

Cancer  of  the  lung  is  the  most  common  form  of  human  can- 
cer, accounting  for  more  than  1 30,000  new  cases  and 
approximately  1 17,000  deaths  in  the  USA  during  1983  (1). 
According  to  the  American  Cancer  Society,  the  median  sur- 
vival duration  for  all  patients  is  six  months,  with  only  10%  of 
patients  surviving  five  years  or  longer. 

Surgical  resection  offers  the  best  chance  for  cure  to  pa- 
tients with  lung  cancer.  However,  only  20%  of  newly  diag- 
nosed lung  cancers  are  amenable  to  surgical  resection.  The 
results  of  surgical  treatment  are  heavily  influenced  by  the 
surgical  TNM  staging  and  the  histologic  characteristics  of  the 
tumor  (2).  Most  favorable  patients  (Stage  I subsets)  have  a 
cure  rate  of  50%  to  80%  whereas  operable  stage  III  patients 
(N2MO  disease)  have  a cure  rate  of  only  6%  to  1 5%  (3). 
Resectable  squamous  cell  lung  cancer  tends  to  be  more  fa- 
vorable than  adeno,  large  cell,  and  small  cell  lung  cancer. 

In  an  effort  to  increase  the  resectability  and  the  cure  rate 
using  surgery,  several  investigators  have  attempted  the  pre- 
operative administration  of  radiation  therapy  or  chemother- 
apy (4-21 , 24-31 ).  This  article  reviews  the  status  of  these 
studies  and  reports  on  a pilot  study  of  adjuvant  surgery  in 
patients  with  small  cell  bronchogenic  carcinoma  at  M.D.  An- 
derson Hospital. 

Preoperative  radiation  therapy  in  non-small  cell  lung 
cancer 

Fig  1 summarizes  the  status  of  this  approach  in  four  prospec- 
tive randomized  trials  and  in  four  nonrandomized  studies. 
Although  resectability  appears  to  improve  after  preoperative 
radiotherapy,  none  of  the  four  randomized  studies  identified  a 
survival  advantage  for  preoperative  radiation  therapy.  This 
was  observed  even  though  tumors  could  not  be  found  at  sur- 
gery in  up  to  27%  of  cases.  Only  two  nonrandomized  studies 
suggested  a small  survival  benefit.  The  incidence  of  post- 
operative complications,  mainly  postoperative  broncho- 
pleural fistula  and  empyema,  was  higher  in  irradiated  groups 
(14)  and  also  higher  in  comparison  to  controls  (15).  An  ad- 
verse effect  of  these  complications  on  patient  survival  cannot 

Manuel  Valdivieso,  MD;  Peter  Farha,  MD;  Marion  J.  McMurtrey,  MD;  Gary 
Spitzer,  MD;  Oscar  H Frazier,  Jr,  MD,  H Thomas  Barkley,  Jr,  MD;  T.  Timothy 
Chen,  PhD;  David  T.  Carr,  MD;  Clifton  F.  Mountain,  MD.  The  authors  are 
associated  with  the  departments  of  internal  medicine,  radiotherapy,  bio- 
mathematics and  thoracic  surgery  and  the  Thoracic  Oncology  Program  of  The 
University  of  Texas  System  Cancer  Center,  M.D.  Anderson  Hospital  and  Tu- 
mor Institute,  Houston,  TX  77030.  Send  reprint  requests  to  Dr  Valdivieso,  M.D. 
Anderson  Hospital,  Department  of  Medical  Oncology,  6723  Bertner  Ave, 
Houston,  TX  77030. 
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be  ruled  out  (4-6,14).  In  spite  of  these  results,  preoperativc 
irradiation  is  common  practice  in  many  centers  and  is  ac- 
cepted by  many  as  "standard  treatment"  for  patients  with 
Pancoast’s  tumors,  without  definitive  supporting  data. 

Preoperative  chemotherapy  in  non-small  cell  lung 
cancer 

The  inadequacy  of  preoperative  radiation  therapy  in  improv 
ing  patient  survival  is  due  to  its  inability  to  prevent  or  contro 
disease  dissemination  that  already  exists.  For  this  reason,  | 
preoperative  systemic  chemotherapy  has  been  explored  re 
cently  (16-21).  These  observations  are  presented  in  Fig  2. 
Four  hundred  and  ninety-six  patients,  most  of  whom  could 
not  initially  undergo  surgery,  received  systemic  or  regional 
chemotherapy  before  surgery.  These  were  feasibility  studie 
primarily  consisting  of  platinum-containing  regimens.  Of  14i 
(28%)  responding  patients,  disease  in  88  (63%  of  respond- 
ers and  18%  of  all  patients)  became  resectable.  The  effects 
of  this  approach  on  patient  survival  cannot  be  determined 
due  to  the  variability  in  patient  selection  (a  mixture  of  resect 
ble  and  unresectable  disease)  coupled  with  the  exploratory 
nature  of  these  studies  and  the  fact  that  their  follow-up  time 
is  brief. 


Adjuvant  surgery  in  small  cell  lung  cancer 

Surgical  resection  as  primary  therapy  for  small  cell  lung  can 
cer  is  not  being  advocated  at  present  because  of  the  often 
disseminated  nature  of  this  disease  at  presentation.  The 
administration  of  systemic  chemotherapy  with  or  without  ra -I 
diation  therapy  is  highly  effective  in  inducing  tumor  remissio 
in  80%  to  90%  of  patients.  More  than  60%  of  patients  in  the 
most  favorable  disease  category  (limited  disease)  achieve  a 
complete  remission.  In  spite  of  this  high  rate  of  response, 
less  than  20%  of  patients  with  limited  disease  survive  more 
than  two  years  (22).  Failure  in  the  primary  site  occurs  in  mor 
than  50%  of  patients.  The  rate  of  relapse  is  lower  (25%)  in 
patients  who  achieve  complete  remission  after  chemother- 
apy and  who  receive  consolidation  radiation  therapy  while  ir 
remission,  and  higher  in  patients  not  achieving  complete  re- 
mission with  chemotherapy  (78%)  and/or  not  receiving  ches 
irradiation  after  complete  remission  (68%)  (23). 

Realization  of  the  importance  of  controlling  the  primary 
lesion  in  patients  with  small  cell  lung  cancer  has  renewed 
interest  in  examining  the  role  of  surgery  in  this  disease.  Sev 
eral  studies  suggest  that  in  carefully  selected  cases  the 
surgical  resection  of  the  primary  lesion  followed  by  systemic 
chemotherapy  and/or  radiation  therapy  produces  respect- 
able long-term  survival  (Fig  3)  (24-28). 

Of  a number  of  studies  with  very  discordant  results,  the 
report  of  the  Veterans  Administration  Surgical  Oncology 
Group  is  most  interesting  (27).  One  hundred  and  forty-eight 
patients  whose  disease  was  confined  to  the  chest  were  in- 
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Preoperative  radiation  therapy  in  non-small  cell  lung  cancer. 

ithors  and 

Pre-Rx 

Total  No. 

No. 

Survival 

slerences 

Histology  Resectability 

Rads 

Patients 

Advantage 

Randomized  Studies: 

Roswit  and  Shields 

Mixed  Resectable 

4,000-5,000 

166  XRT 

None 

13%  at  4 Yrs 

et  al  (4,5,6) 

165  Controls 

Versus 

21%  at  4 Yrs 

NCI  Study  (7) 

Mixed  Resectable 

4,000 

290  XRT 

None 

14%  at  5 Yrs 

278  Controls 

Versus 

16%  at  5 Yrs 

Eichhorn  et  al  (8) 

Mixed  Resectable 

5,500 

99  XRT 

None 

28%  at  5 Yrs 

97  Controls 

Versus 

35%  at  5 Yrs 

Tildon  et  al  (9) 

Resectable 

4,500 

21  XRT 

None 

6/21  Versus 

16  Controls 

7/16  Alive 

Non-Randomized  Studies: 

Perel'man  et  al  (10) 

Mixed  78  Resectable 

2,000-4,500 

254 

Yes: 

45%  at  5 Yrs 

+ 

Versus 

173  Unresectable 

35%  at  5 Yrs 

Klimenko  et  al  (11) 

Mixed  36  Resectable 

3,000-3,600 

50 

None  Apparent 

14  Unresectable 

Paulson  et  al  (12) 

Mixed  All  unresectable 

3,000 

107 

None  Apparent 

Grigor'eva  et  al  (13) 

Mixed  54  Resectable 

3,000-4,500 

94 

Yes: 

47%  at  5 Yrs 

+ 

Versus 

34  Unresectable 

34%  at  5 Yrs 

Preoperative  chemotherapy  in  non-small  cell  lung  cancer. 

jthors  and 

Pre-Rx 

No. 

No. 

Post-Rx 

Survival 

sferences  Histology 

Resectability 

Regimen  Patients 

Responses  Resectability 

Advantage 

jller  et  al  (16)  Squamous 

All  unresectable 

DDP+MitoC  9 

5 (71%) 

5 

None  apparent 

rael  (17)  Squamous 

3 Resectable 

DDP+Bleo  16 

1 2 (75%) 

3 

None  apparent 

13  Unresectable 

<arin  et  al  (18)  Mixed 

All  unresectable 

CTX+Ad+DDP  12 

6 (50%) 

11 

None  apparent 

+ XRT 

akita  et  al  (19)  Mixed 

All  unresectable 

7 DDP 

201 

86  (43%) 

38 

Yes 

regimens 

ellekant  (20)  Squamous 

All  unresectable 

Bronchial 

27 

18  (67%) 

15 

None  apparent 

artery  inf. 

of  Mito  C 

eyazaki  et  al  (21)  Mixed 

17  Resectable 

Bronchial 

31 

13  (42%) 

17 

Yes 

+ 

artery  inf. 

14  Unresectable 

of  Mito  C 

DP  = Platinum;  Mito  C = Mitomycin  C;  Bleo  = Bleomycin;  CTX 

= Cytoxan;  Ad  = 

Adriamycin;  XRT  = radiotherapy. 

4.  Adjuvant  surgical  resection  for  small  cell  lung  cancer  at  M.D.  Anderson 

Surgery  for  small  cell  lung  cancer,  data  on  survival  at  five  years. 

Hospital. 

No. 

% 

Patient  Characteristics 

Surgery 

Chemotherapy 

Patients 

Survival 

At  Presentation 

First 

First 

•nny  (24)  Stage  l-ll 

42 

28 

Number 

11 

16 

Stage  III 

28 

0 

Sex:  Male/Female 

7/4 

6/10 

ayata  (25)  Surgery  alone 

24 

4 

Age  in  Years:  Median 

60 

55 

Post  op  XRT 

10 

10 

Range 

48-68 

37-71 

Post  op  chemo 

54 

13 

Disease  Extent:  Limited 

11 

12 

Post  op  XRT  + chemo  18 

6 

Extensive 

0 

4 

arrer  (26)  Surgery  alone 

5 

0 

Zubrod’s  Performance  Status  (32) 

Post  op  chemo 

18 

38 

0 = No  symptoms 

0 

1 

tields  (27)  Stage  1 

65 

40 

1 = Symptoms,  fully 

Stage  II 

39 

9 

ambulatory 

9 

9 

Stage  III 

28 

4 

2 = Requires  nursing  assistance 

Post  op  chemo 

80 

25 

or  equivalent,  bedridden 

Controls 

68 

16 

<50%  of  normal  day 

2 

2 

ayer  (28)  ' Polygonal  subtype"  33 

21 

3 = Bedridden  >50%  of 

"Non-polygonal  subtype”  12 

0 

normal  day 

0 

3 

4 = Bedfast 

0 

1 

RT  = radiotherapy. 
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eluded  in  several  randomized  studies  designed  to  evaluate 
the  role  of  adjuvant  chemotherapy  (short  and  prolonged 
trials)  following  resection  of  the  primary  chest  lesion.  The  re- 
sults of  this  study  were  presented  utilizing  the  TNM  staging 
criteria  recommended  by  the  American  Joint  Committee  for 
Cancer  Staging  and  End  Results  Reporting  (2).  Of  a variety 
of  TNM  subsets,  a simple  description  of  this  staging  classi- 
fication would  include:  stage  I consists  mostly  of  patients  with 
small  tumors  (less  than  3 cm  in  diameter)  and  no  evidence  of 
local  spread;  stage  II  represents  lesions  which  have  spread 
to  the  ipsiiateral  hilar  lymph  nodes,  whereas  stage  III  disease 
primarily  represents  patients  with  tumor  spread  to  the 
mediastinal  structures.  The  most  favorable  prognosis  is  for 
patients  with  stage  I tumors.  In  the  Veterans  Administration 
study,  the  five-year  survival  was  reported  to  be  40%  of  65 
patients  with  stage  I disease,  9%  of  39  patients  with  stage  II 
disease,  and  4%  of  28  patients  with  stage  III  disease.  Best 
results  were  reported  in  26  patients  with  T,N0M0  stage  I 
disease  (60%  survival),  in  patients  receiving  adjuvant 
chemotherapy  (25%  vs  16%),  and  in  patients  whose  adjuvant 
therapy  was  prolonged  and  consisted  of  hydroxyurea  and 
CCNU  (81%  of  1 1 patients  versus  38%  of  18  patients). 

These  results  indicate  primary  surgical  treatment  for  stage  I 
patients,  particularly  those  of  the  T,N0M0  group.  However,  the 
use  of  surgery  as  primary  treatment  is  limited  by  the  fact  that, 
in  our  experience,  less  than  5%  of  patients  with  small  cell 
lung  cancer  will  present  with  stage  I disease,  and  no  more 
than  5%  with  stage  II  disease.  Consequently,  it  seems  appro- 
priate to  investigate  further  the  role  of  surgical  resection  in 
patients  with  stage  III  disease,  who  account  for  the  great  ma- 
jority of  patients. 

We  and  others  have  recently  reported  the  results  of  three 
pilot  studies  examining  the  feasibility  of  surgical  resection  of 
residual  disease  after  initial  treatment  with  chemotherapy 
(29-31 ).  We  have  now  operated  on  1 6 patients  who 
achieved  partial  remission  (^  50%  tumor  regression)  with 
ECHO  chemotherapy  (E  - epipodophyllotoxin  VP-16-213; 
C = Cytoxan;  H = Hydroxydaunorubicin;  O = Oncovin).  Pa- 
tients subsequently  received  radiation  therapy  to  the  chest 
and  brain  (29).  Additionally,  1 1 patients  have  been  treated 
with  a similar  chemoradiation  treatment  program  after  under- 


5.  Adjuvant  surgical  resection  for  small  cell  lung  cancer  at  M.D.  Anderson 
Hospital. 


Chemo-lrradiation  Program 

Dose,  mg/m2 

Day 

ECHO  Chemotherapy: 

Epipodophyllotoxin  VP-16-213 

50-75 

3-5 

Cytoxan 

500-750 

1 

Hydroxydaunorubicin 

40-60 

1 

Oncovin 

1.5 

1 & 8 

Radiation  Therapy: 

Chest 

5,000  rads/5  weeks 

Prophylactic  Brain 

3,000  rads/2  weeks 

going  initial  resection  of  the  primary  lesion.  The  characteris 
tics  of  these  two  groups,  as  well  as  their  chemoradiation  pre 
gram,  are  shown  in  Figs  4 and  5. 

' CHEMOTHERAPY  FIRST”  GROUP 
This  group  of  patients  underwent  surgical  resection  of  re- 
sidual cancer  after  three  courses  of  ECHO  chemotherapy 
(Fig  6).  Included  were  12  patients  with  limited  disease,  and 
four  with  extensive  disease  whose  only  residual  disease  afte 
receiving  chemotherapy  was  in  the  chest.  All  patients  had  to 
meet  standard  resectability  criteria  to  include  no  gross  radio 
graphic  or  bronchoscopic  evidence  of  mediastinal  disease  a 
the  time  surgery  was  considered.  Although  all  patients  who 
entered  this  program  had  a pretreatment  diagnosis  of  small 
cell  carcinoma,  histologic  diagnosis  at  the  time  of  surgery 
was  as  follows:  seven  patients  had  residual  small  cell  carci- 
noma, four  had  poorly  differentiated  adenocarcinoma,  one 
had  poorly  differentiated  squamous  cell  carcinoma,  and  two 
had  only  residual  fibrosis  and  inflammation.  In  addition,  two 
patients  were  found  to  have  evidence  of  granulomatous 
infection.  Surgery  consisted  of  segmentectomy  in  four  pa- 
tients, lobectomy  in  seven,  pneumonectomy  in  four,  and 
biopsy  only  in  one.  Eight  patients  have  relapsed  to  date:  two 
with  disease  in  the  residual  lung  alone,  three  with  disease  in 
the  central  nervous  system  (CNS)  alone,  and  three  with  dis- : 
ease  in  both  bone  and  liver.  The  median  survival  duration  of 
these  patients  has  not  been  reached  (six  of  the  1 6 patients 
have  died),  though  it  now  exceeds  20  months.  This  survival 
figure  is  significantly  longer  than  the  expected  1 0-  to  1 2- 
month  survival  of  limited-disease  patients  who  achieved  pari 
tial  remissions,  but  definitive  conclusions  cannot  be  reachec 
because  of  the  few  patients  studied  and  because  of  possiblt 
selection  bias  involved  in  the  identification  of  surgical 
candidates. 

‘‘SURGERY  FIRST”  GROUP 

This  group  of  patients  underwent  surgical  resection  of  the 
lung  tumor  as  initial  therapy,  as  the  diagnosis  of  small  cell 
lung  cancer  could  only  be  established  after  surgery  (Fig  7). 
Surgery  consisted  of  lobectomy  in  five  patients,  segmentec 
tomy  in  three  patients,  bilobectomy  in  two,  and  pneumo- 
nectomy in  one.  Six  patients  were  found  to  have  mediastine 
(N2)  metastases  at  surgery.  Two  patients  have  relapsed  to 
date,  both  with  disease  in  distant  sites;  both  patients  died 
with  tumor  progression.  Two  additional  patients  died  with 
myocardial  infarctions  and  no  evidence  of  disease.  The  me 
dian  survival  duration  of  these  patients  has  not  been  reach* 
(four  of  the  1 1 patients  have  died),  though  it  is  greater  than 
30  months. 

Preliminary  studies  at  M.D.  Anderson  and  elsewhere  sug 
gest  that  this  type  of  investigation  needs  to  be  continued  to 
fully  appreciate  the  impact  of  adjuvant  surgery,  both  in  pa- 


40 


TEXAS  MEDICO 


'ants  with  small  cell  and  non-small  cell  lung  cancer.  The 
nail  number  of  patients  eligible  for  these  studies  prevents 
5 from  conducting  a -andomized  evaluation  of  adjuvant  sur- 
ary.  This  limitation  could  also  be  an  advantage  at  this  stage 
study  development,  since  the  analysis  of  the  resected  tu- 
or  specimens  has  demonstrated  interesting  findings  with 
igard  to  other  cancer  diagnoses  and  other  associated  con- 
tions.  Laboratory  and  clinical  data  suggest  that  the  change 
diagnosis  after  chemotherapy  for  small  cell  lung  cancer 
buld  be  the  result  of  either  tumor  cell  differentiation  to 
jenocarcinoma  or  squamous  cell  carcinoma,  or  the  initial 
esence  of  a mixed  tumor.  The  introduction  of  flow  cy- 
imetry  capabilities  into  this  research  at  our  center  is 
lowing  for  the  study  of  ploidy  abnormalities  in  the  resected 
jecimens  that,  by  comparison  with  pretreatment  speci- 
iens,  may  shed  light  on  the  clonogenic  relation  of  the 
'iginal  diagnosis  and  that  made  at  surgery. 

Therefore,  surgical  resection  of  residual  disease  after 


chemotherapy  for  initially  inoperable  lung  cancer  is  an  area 
of  clinical  investigation  with  potential  for  improving  patients’ 
survival  and  our  understanding  of  the  biology  of  the  disease. 
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v If  Solve  a simple  mathematical 

” problem.  Assume  that  X in  the  above 

equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 


Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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Surgical  management 
of  Raynaud’s 
phenomenon 

Many  methods  have  been  used  to  treat  the  symptoms  of 
Raynaud’s  phenomenon,  but  the  long-term  results  have 
been  discouraging.  This  article  presents  a method  of 
evaluating  the  patient  who  has  chronic  digital  ischemia 
secondary  to  Raynaud’s  disease,  scleroderma,  and 
other  vasospastic  disorders.  We  have  learned  that  mi- 
crovascular  arterial  reconstruction  and  distal  digital 
sympathectomy  can  alleviate  symptoms  of  Raynaud’s 
phenomenon  in  selected  patients. 


Although  there  have  been  many  attempts  to  influence  the 
ischemia  associated  with  Raynaud’s  phenomenon,  most 
methods  have  failed  to  produce  lasting  improvement.  This 
article  outlines  a plan  for  evaluation  of  digital  ischemia  and 
reviews  the  indications  for  and  results  of  microvascular  ar- 
terial reconstruction  and  digital  sympathectomy. 

Evaluation 

Patients  without  proximal  occlusive  vessel  disease  are  evalu- 
ated by  noninvasive  means  consisting  of  the  Doppler  exam- 
ination, pulse  volume  recordings  (PVR)  before  and  after 
digital  bupivacaine  (Marcaine)  nerve  block,  technetium  99  ra- 
dioisotope perfusion  scan,  and,  when  these  are  inconclusive, 
arteriography. 

The  Doppler  ultrasonic  flow  detector  can  help  localize  ar- 
terial blocks  when  present  and,  combined  with  an  Allen  test 
(alternate  compression  of  the  ulnar  and  radial  arteries),  can 
provide  information  about  distal  vessel  patency. 

Digital  pulse  volume  recordings  are  a good  noninvasive 
method  which  can  be  standardized  for  evaluating  digital 
blood  flow.  This  is  performed  with  digital  blood  pressure  cuffs 
which  detect  displacement  of  air  in  the  digital  pulp  reflecting 
digital  blood  flow.  The  test  is  performed  at  rest  and  after  im- 
mersion in  cool  water  12°  C (54°  F).  A graph  is  produced  (Fig 
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1 ) which  can  show  digital  flow  at  rest  and  after  stress. 

The  third  noninvasive  method  of  evaluating  digital  isch- 
emia is  with  a technetium  99  radioisotope  scan.  The 
examiner  injects  intravenously  20  mCi  of  technetium  99  and 
obtains  a dynamic  flow  study  with  exposures  at  3-sec  in- 
tervals for  50  sec.  Blood  pool  and  static  studies  are  then 
obtained  with  radionuclide-tagged  cells.  Palmar  and  digital 
perfusion  can  be  evaluated  (Fig  2).  This  provides  a good 
view  of  the  vascular  status  of  the  hand  and  along  with  other 
noninvasive  tests  helps  separate  the  patients  into  those  with 
local  arterial  obstruction  and  those  with  diffuse  spasm. 

Although  localized  arterial  block  seems  remote  to  a dis- 
cussion of  Raynaud’s  phenomenon,  digital  ischemia  that 
appears  to  be  secondary  to  vasospasm  may,  in  fact,  result 
from  an  arterial  block  caused  by  unrecognized  trauma.  This 
is  not  common  but  must  be  considered.  Localized  arterial 
block,  including  block  of  the  radial  and  ulnar  arteries  and 
palmar  arch,  can  be  corrected  by  microvascular  grafting 
techniques.  In  our  series  of  1 0 patients,  there  was  an  80% 
improvement  and  a 70%  measured  patency  rate. 

Diffuse  vasospasm 

Most  patients  with  digital  ischemia  have  diffuse  vasospasm. 
The  remainder  of  this  paper  will  discuss  digital  sympathec- 
tomy, a new  modality  in  the  surgical  treatment  of  digital 
ischemia. 

The  author,  using  cadaver  and  fresh  specimen,  utilized  a 
catecholamine-sensitive  stain  to  create  a map  of  the  distal 
digital  sympathetics  (Fig  3).  We  demonstrated  the  sympa- 
thetics  anatomically  in  the  adventitia  of  the  digital  nerves 
which  give  branches  to  the  digital  arteries.  The  objective  of 
digital  sympathectomy  is  to  interrupt  the  sympathetic  input  to 
the  digital  arteries  over  a 2 cm  area  from  the  distal  palmar 
crease  to  the  proximal  interphalangeal  joint. 

It  is  very  important  to  make  pulse  volume  recordings  be- 
fore and  after  a common  digital  nerve  block  is  performed  in 
patients  being  considered  for  digital  sympathectomy.  This 
anesthetic  infiltration  also  blocks  the  sympathetics  as  well  as 
the  sensory  component  of  the  peripheral  nerves.  Most  pa- 
tients demonstrating  increased  digital  flow  after  nerve  block 
should  obtain  a similar  result  after  digital  sympathectomy 
(Fig  4).  Patients  not  demonstrating  a desired  increase  in  digi 
tal  flow  failed  to  improve  significantly  after  digital 
sympathectomy. 

The  operative  procedure  using  local,  regional,  or  general 
anesthesia  with  tourniquet  control  interrupts  branches  of  the 
digital  nerve  to  the  digital  artery  which  is  visualized  with  an 
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1.  Graph  of  pulse  volume  recordings  in  the  right  hand  at  rest,  one  minute  after 
ice  immersion  at  18.3°  C (65°  F),  and  five  minutes  after  ice  immersion.  Note 
the  decreased  flow  in  the  long  finger. 
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operating  microscope.  The  surgeon  must  be  careful  not  to 
injure  the  adventitia  of  the  artery. 

Results 

Fifty-one  digital  sympathectomies  in  42  patients  were  per- 
formed over  a seven-year  period.  The  briefest  follow-up  was 
one  year.  Forty-nine  digits  (96%)  have  shown  complete  im- 
provement subjectively,  and  ulcerations  usually  healed  within 
three  weeks.  Patients  who  had  been  employed  returned  to 
work  within  one  month  after  surgery.  The  39  patients  demon- 
strating marked  improvement  have  not  had  a recurrence  of 
their  symptoms.  PVR  testing  and  radionuclide  flow  scans 
demonstrated  a marked  increase  in  digital  flow  postoper- 
atively  (Fig  5).  The  temperature  of  the  operated  digit  often 
increased  by  as  much  as  6°  C (42.8°  F)  within  one  or  two 


2.  Scan  of  radionuclide  imaging  demonstrates  the  flow  patterns  in  both 
hands  in  a dynamic  fashion. 
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days  after  surgery.  The  preoperative  pain  was  routinely 
relieved  and  there  have  been  no  complications  from  the  op- 
erative procedure  other  than  delayed  healing  in  patients 
taking  steroids  and  in  patients  with  scleroderma.  A longer 
period  was  required  to  obtain  a preoperative  digital  range  of 
motion  in  this  scleroderma  group.  The  average  follow-up  was 
26  months  with  no  patient  demonstrating  a recurrence  of 
symptoms.  (There  is  a 50%  recurrence  two  years  after  cer- 
vicothoracic  sympathectomy.) 

Discussion 

The  concept  of  digital  sympathectomy  was  first  introduced  by 
Flatt  (1)  and  later  discussed  by  Wilgis  (13)  with  the  premise 
that  the  more  distal  the  surgery  that  interrupts  the  sympa- 
thetic fibers,  the  more  effective  the  results.  Pick  (8),  in  his 

3.  A map  of  the  distal  sympathetics  of  the  upper  extremity  showing  the  nu- 
merous branches  from  the  peripheral  nerves  to  the  vasculature.  (Reprinted 
with  permission:  Wilgis  EFS:  Evaluation  and  treatment  of  chronic  digital 
ischemia.  Ann  Surg  193:693,  1981.) 
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description  of  the  sympathetic  nervous  system,  demon- 
strated that  there  is  more  than  one  input  to  the  brachial 
plexus  and  not  solely  from  the  cervicothoracic  trunk  as  origi- 
nally thought.  The  sinovertebral  nerve,  carotid  plexus,  nerve 
of  Kuntz,  and  intermediary  sympathetic  ganglia  placed  in  spi- 
nal cord  roots  can  bypass  the  sympathetic  trunk  and  remain 
even  after  cervicothoracic  sympathectomy,  possibly  account- 
ing for  the  50%  two-year  improvement  noted  in  two  large 
series.  Six  of  our  patients  had  recurrent  symptoms  after  cer- 
vicothoracic sympathectomy  and  improved  after  distal  digital 
sympathectomy.  Our  cadaver  and  histologic  studies  demon- 
strated that  the  tissue  interrupted  in  the  digital  sympathec- 
tomy is  unmyelinated  nerve  consistent  with  sympathetic 
nerve. 

Patient  selection  is  key  to  a good  result.  Proximal  vessel 
disease  must  be  excluded,  and  all  patients  must  refrain  from 
tobacco.  The  vasospastic  effect  of  one  cigarette  can  be 
t severe  and  lead  to  progressive  symptoms  as  well  as  contrib- 
; uting  to  a poor  result.  Fig  6 shows  that  one  cigarette  signifi- 
cantly reduces  digital  blood  volume  measured  by  pulse 
volume  recordings.  This  is  easily  stated  to  the  patient,  but 
compliance  is  often  poor. 

The  prognostic  test  documented  by  PVR  must  show  im- 
provement after  digital  nerve  block,  which  is  important  to 
; perform.  Patients  who  do  not  demonstrate  the  desired  in- 
crease in  flow  after  nerve  block — with  and  without  stress — 
should  not  be  considered  for  the  digital  sympathectomy  To 
date,  the  procedure  has  been  well  tolerated  with  dramatic 
improvement  in  the  carefully  selected  patient. 


Summary 

The  patient  with  chronic  digital  ischemia  and  ulceration,  se- 
vere pain,  or  failure  from  other  treatment  modalities  should 
be  classified  into  local  arterial  obstruction  or  diffuse  vaso- 
spastic disease  by  noninvasive  methods.  Patients  with 
localized  arterial  disease  should  be  considered  for  micro- 
vascular  reconstruction  utilizing  vein  grafts  where  necessary. 
Patients  with  diffuse  vasospasm,  grouped  as  having  Ray- 
naud's phenomenon,  should  be  considered  for  digital 
sympathectomy  if  they  abstain  from  tobacco  and  have  a 
positive  prognostic  test  (Fig  7).  This  procedure  attempts  to 
treat  the  condition  distally  where  the  symptoms  occur.  It  has 
been  effective  in  our  experience. 


4.  Pulse  volume  recordings  (PVR)  before  (left)  and  after  (right)  common  digi- 
tal nerve  block.  This  prognostic  test  demonstrates  improved  blood  flow 
measured  by  PVR  after  digital  nerve  block  and  suggests  a similar  improve- 
ment after  digital  sympathectomy. 
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5.  A representative  result  from  digital  sympathectomy  demonstrating  im- 
provement in  the  left  index  finger  as  measured  by  PVR  with  the  patient  at  rest, 
and  after  one  minute  and  five  minutes  of  immersion  in  cool  water. 
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7.  Flow  chart  for  evaluation  of  digital  ischemia. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchiti 


Brief  Summary.  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile.  Other 
causes  of  colitis  should  be  ruled  out 

Precautions  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clinitest®  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20.  0 21 , and  0 16  mcg/ml  at  two,  three, 
lour,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resisfant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known  Caution  shoulc 
exercised  when  Ceclor*  (cefaclor,  Lilly)  is  administered  to  a nur-_ 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  f- 
m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  thera 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patii 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  c 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  rep 
rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 pe 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruriti 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 if 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  T 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ce 
Such  reactions  have  been  reported  more  frequently  in  children  tl 
adults  Signs  and  symptoms  usually  occur  a few  days  after  mitia 
of  therapy  and  subside  within  a few  days  after  cessation  of  thera 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmoph 
( 1 in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  cl 
laboratory  test  results  have  been  reported  Although  they  were  o 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SCOT,  SGPT,  or  alkaline  phosph; 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  chi 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  thar 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061  / 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chro 
bronchitis  to  either  S pneumoniae  or  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  tc 
cephalosporins  and  should  be  given  cautiously  to  pemcillin-allei 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxi: 
rheumatic  fever  See  prescribing  information 
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Anemia  in 
hypersplenism 

The  causes  of  anemia  frequently  seen  in  patients  with 
splenomegaly  include  sequestration  of  blood,  increased 
jestruction  of  cells,  and  hemodilution  due  to  increased 
slasma  volume.  Although  splenectomy  may  alleviate 
anemia,  the  benefits  must  be  carefully  weighed  against 
the  operative  and  postoperative  risks.  In  high-risk  pa- 
tients, immunosuppression  or  supportive  therapy  with 
blood  components  should  be  considered,  and  for  some 
patients,  no  treatment  may  be  the  best  option. 


The  incidence  of  enlarged  spleen  (splenomegaly)  varies  from 
2%  to  5.6%  (1 ,2)  in  the  United  States  to  as  high  as  60%  to 
70%  in  the  tropics  (3).  The  belief  that  enlarged  spleen  may 
produce  disease  as  a result  of  its  size  or  exaggeration  of  its 
normal  function  is  based  on  the  observation  that  pancyto- 
penia often  accompanies  splenomegaly  and  may  disappear 
following  splenectomy.  Although  this  concept  is  helpful,  the 
use  of  the  term  hypersplenism  has  led  to  loose  thinking  and 
careless  diagnosis.  The  common  causes  of  an  enlarged 
spleen  are  given  in  Fig  1 (4).  Truly  massive  splenomegaly 
(spleen  weighing  more  than  3,000  g)  is  commonly  seen  in 
hematologic  malignancies,  eg,  polycythemia  vera,  chronic 
myelocytic  leukemia,  myelofibrosis,  and  malignant  his- 
tiocytosis, storage  diseases,  kala-azar,  malaria,  Felty’s 
syndrome,  and  Banti’s  disease. 

Pathogenesis 

It  is  well  known  that  anemia  is  frequently  associated  with 
splenomegaly.  If  the  bone  marrow  is  uninvolved,  the  patho- 
genesis of  anemia  falls  in  three  groups:  (a)  increased  red 
cell  destruction;  (b)  pooling  of  a large  volume  of  red  cells; 
and  (c)  a relatively  poorly  understood  phenomenon  of 
hemodilution. 

One  of  the  functions  of  the  spleen  is  to  act  as  a blood  filter. 
This  function  primarily  relates  to  the  physiologic  removal  of 
senescent  red  cells.  Normal  young  red  blood  cells  are  de- 
formable and  pass  through  splenic  cords  and  sinusoids  with 
ease.  The  older  cells  become  rigid  and  get  arrested  in  the  red 
pulp  and  are  removed  by  macrophages.  A similar  mecha- 
nism appears  to  be  responsible  for  increased  red  cell 


destruction  in  pathologic  states  such  as  hereditary  spher- 
ocytosis, hereditary  elliptocytosis,  and  autoimmune 
hemolytic  anemia. 

Another  function  of  the  spleen  is  to  act  as  a blood  reser- 
voir. Approximately  one  third  of  the  body's  platelet  mass  and 
a large  number  of  granulocytes  are  stored  there.  Although 
red  cell  storage  is  not  significant  in  a normal  spleen,  a mas- 
sively enlarged  spleen  may  store  up  to  38%  of  total  red  cell 
mass  as  shown  by  dilution  studies  with  chromium-tagged  red 
cells  (5).  Most  of  these  cells  are  sequestered  in  the  splenic 
cords  and  slowly  exchange  with  the  circulating  red  cells.  This 
pooling  of  a significant  proportion  of  the  red  cell  mass  can 
create  a functional  anemia. 

The  third  mechanism  that  contributes  to  the  anemia  of 
splenomegaly  is  an  increased  plasma  volume  which  leads  to 
a reduced  hematocrit  despite  a normal  red  cell  mass  (6-9). 
Plasma  volume  increases  in  many  hematological  disorders 
affecting  the  spleen,  such  as  idiopathic  and  tropical  spleno- 
megaly, and  in  disorders  such  as  Gaucher's  disease  and 
Felty’s  syndrome  (8,9).  The  common  denominator  in  all 
these  disorders  is  splenomegaly. 

The  mechanism  of  the  hemodilutional  anemia  has  been 
the  subject  of  much  deliberation  since  the  early  1 960s.  In 
1976,  Hess  and  his  colleagues  studied  20  patients  with 
anemia  and  massive  splenomegaly  to  elucidate  the  patho- 

1.  Conditions  associated  with  splenomegaly. 

1 Inflammatory: 

a.  Infections:  Bacterial — subacute  bacterial  endocarditis,  brucellosis, 

tuberculosis,  syphilis 

Viral — infectious  mononucleosis,  cytomegalovirus 

Fungal — histoplasmosis 

Parasitic — malaria,  kala  azar,  schistosomiasis 

b.  Collagen  vascular  diseases:  Rheumatoid  arthritis,  SLE,  Felty's 

syndrome 

c.  Sarcoidosis 

2 Hematologic  disorders: 

a.  Neoplastic:  Myeloproliferative — chronic  myeloid  leukemia, 

polycythemia  vera,  myelofibrosis 
Lymphoproliferative — chronic  lymphocytic  leukemia, 
Hodgkin’s  disease 

b Non-neoplastic:  Hemolytic  anemias — hereditary  spherocytosis, 

autoimmune  hemolytic  anemia,  hemoglobinopathies 
Angioimmunoblastic  lymphadenopathy 

3.  Congestive  splenomegaly: 

a.  Portal  hypertension:  Hepatic  cirrhosis,  portal  or  splenic  vein  thrombosis 

or  stenosis,  myeloid  metaplasia,  vinyl  chloride 

b.  Cardiac  failure 

4.  Metabolic-infiltrative:  Gaucher’s  and  Niemann-Pick  diseases,  amyloidosis, 

hemachromatosis 

5.  Miscellaneous:  Metastatic  neoplasms,  cysts,  splenic  abscess,  cavernous 

hemangioma,  aneurysm  of  splenic  artery,  hematoma 
secondary  to  trauma 
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genesis  of  the  plasma  volume  expansion  (7).  They  examined 
the  following  parameters:  renin  response  to  standing,  plasma 
angiotensin  concentration,  cutaneous  blood  flow,  venous  ca- 
pacity, cardiac  indices,  oxygen  consumption,  splenic  blood 
flow  and  A-V  oxygen  difference,  portal  pressure  and  intra- 
vascular albumin  level  in  patients  with  anemia  and  with  or 
without  splenomegaly,  before  and  after  splenectomy.  They 
proposed  that  one  of  the  factors  responsible  for  the  increase 
in  plasma  volume  is  a flow-induced  portal  hypertension.  The 
increased  portal  pressure  may  create  a gradual  increase  of 
the  portal  vascular  space,  leading  to  the  pooling  of  blood. 

The  decrease  in  effective  intravascular  volume  then  leads  to 
the  activation  of  the  renin-angiotensin-aldosterone  system 
and  other  renal  mechanisms  which  result  in  salt  and  water 
retention,  thus  causing  an  expansion  of  the  extracellular  fluid 
and  plasma  volume  (7).  Some  of  the  parameters  Hess  et  al 
examined  also  play  a role,  including  a decrease  in  peripheral 
resistance  which  they  believe  is  due  to  a hypermetabolic 
state.  They  noted  increased  oxygen  consumption,  elevated 
blood  pressure  and  pulse  rate,  and  increased  cutaneous  vas- 
odilatation, which  they  attributed  to  the  hypermetabolism. 
Hess  and  others  arranged  these  concepts  into  a schematic 
diagram  (7)  (Fig  2). 

The  concept  of  a flow-induced  portal  hypertension  causing 
plasma  volume  expansion  is  given  support  by  the  finding  of 
hemodilutional  anemia  in  patients  with  portal  hypertension 
secondary  to  liver  disease  such  as  cirrhosis  (6,7).  Also,  the 
degree  of  plasma  volume  expansion  has  a close  correlation 
with  the  degree  of  splenic  enlargement  (8-10). 

2.  Proposed  mechanism  of  plasma  volume  expansion  with  massive  spleno- 
megaly. A sequence  of  events  is  shown  beginning  with  progressive  en- 
largement of  the  spleen  to  the  development  of  plasma  volume  expansion 
and  dilutional  anemia.  Broken  lines  indicate  possible  additional  factors. 

PV= plasma  volume;  ECF=extracellular  fluid  volume.  Reproduced  from 
Blood  47:629,  1976(7). 
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Therapy 

By  definition,  a patient  with  hypersplenism  would  be  hema- 
tologically  better  off  without  a spleen  (11,12).  However,  the 
response  to  splenectomy  depends  in  part  upon  the  degree 
of  splenomegaly  and  the  nature  of  the  primary  disease. 
Splenectomy  removes  the  source  of  the  massive  red  cell 
pooling  and  the  site  of  excessive  hemolysis  and  leads  to  a 
reduction  in  plasma  volume  (12).  However,  the  anticipated 
benefits  must  be  carefully  weighed  against  the  operative  and 
postoperative  risks.  Particular  attention  should  be  paid  to  the 
age  of  the  patient,  underlying  pathology,  the  rapidity  of  splenic 
enlargement,  the  chronicity  of  the  disease,  the  chances  of 
infections  and  hemorrhage,  and  the  need  for  repeated  blood 
transfusions.  Of  particular  importance  is  the  role  of  the 
spleen  as  a hemopoietic  organ  in  patients  with  primary  or 
secondary  myelofibrosis,  where  the  splenectomy  may  re- 
move the  major  source  of  blood  formation.  In  all  patients  for 
whom  the  risks  of  splenectomy  outweigh  the  benefits,  the 
alternatives — such  as  administration  of  corticosteroids, 
immunosuppression,  and  supportive  therapy  with  blood 
components — should  be  considered.  In  some  cases,  doing 
nothing  at  all  may  be  the  best  treatment. 

REFERENCES 

1 . Lipp  WF,  Eckstein  EH,  Aaron  AH:  The  clinical  significance  of  the  pal- 
pable spleen.  Gastroenterol  3:287,  1944. 

2.  Schloesser  LL:  The  diagnostic  significance  of  splenomegaly.  Am  J Med 
Sci  245:184,  1963. 

3.  Pryor  DS:  Splenectomy  in  tropical  splenomegaly.  Brit  Med  J 3:825, 
1967. 

4.  Petersdorf  RG,  Adams  RD,  Braunwald  E,  et  al:  Harrison's  Principles  of 
Internal  Medicine.  New  York,  McGraw-Hill,  1 983,  p 301 . 

5.  Christensen  BE:  Quantitative  determination  of  splenic  red  blood  cell  de- 
struction in  patients  with  splenomegaly.  Scand  J Haematol  14(4) : 295-302, 
1975. 

6.  Wintrobe  MM,  Lee  GR,  Boggs  DR,  et  al:  Clinical  Hematology.  Phila- 
delphia, Lea  and  Febiger,  1981,  p 1427. 

7.  Hess  CE,  Ayers  CR,  Sandusky  WR,  et  al:  Mechanism  of  dilutional  ane- 
mia in  massive  splenomegaly.  Blood  47(4)629-644, 1 976. 

8.  Toghill  PJ,  Green  S:  The  influence  of  spleen  size  in  the  distribution  of 
red  cells  and  plasma.  J Clin  Pathol  25(7) : 570-573,  1972. 

9.  Blendis  LM,  Banks  DC,  Ramboer  C,  et  al:  Spleen  blood  flow  and 
splanchnic  haemodynamics  in  blood  dyscrasia  and  other  splenomegalies.  Clin 
Sci  38(1): 73-84,  1970. 

1 0.  Pengelly  CD:  The  influence  of  splenomegaly  on  red  cell  and  plasma 
volume.  J R Coll  Physicians  Lond  1 2(1 ) :61  —66,  1977. 

1 1 Hess  CE,  Ayers  CR,  Wetzel  RA,  et  al:  Dilutional  anemia  of 
splenomegaly:  an  indication  for  splenectomy.  Ann  Surg  173(5) : 693-699, 
1971. 

12.  Donaldson  GW.  McArthur  M,  Macpherson  Al,  et  al:  Blood  volume 
changes  in  splenomegaly.  Br  J Haematol  1 8(1 ): 45-55,  1 970. 


52 


TEXAS  MEDICINE 


.M.G.  Buttery,  MD,  MPH  L.W.  Magnuson,  MD,  MPH 
. McLerran,  MS  T.  Villarreal,  RS 

' M.G.  Buttery,  MD,  MPH,  Director  of  Public  Health;  L.W  Magnuson,  MD, 
PH,  Former  Deputy  Director;  G.  McLerran,  MS,  Director  of  Laboratories;  T. 
illarreal,  RS,  Director  of  Vector  Control,  Corpus  Christi-Nueces  County  De- 
artment  of  Public  Health  and  Welfare,  Public  Health  Division,  PO  Box  9727 
orpus  Christi,  TX  78408 


Endemic  (murine) 
yphus  in  Corpus 
Christi 

ow  that  the  incidence  of  preventable  childhood  dis- 
] ises  has  been  dramatically  reduced,  rickettsial  disease 
t an  even  more  likely  diagnosis  in  patients  with  fever 
: id  rash.  Ninety-two  cases  of  endemic  typhus  were  con- 
rmed  in  Corpus  Christi  from  1968  to  1982;  the 
|jspected  vector  is  the  opossum.  The  diagnosis  of 
ckettsial  disease  depends  on  awareness  that  a rash- 
ssociated  illness  may  well  be  due  to  insect-borne  dis- 

>ase  and  on  confirmation  by  appropriate  laboratory  test 
•suits.  The  test  routinely  performed  by  the  Texas  De- 
artment  of  Health  is  the  indirect  fluorescent  antibody 
FA)  procedure;  the  latex  agglutination  test  is  another 
rocedure  that  is  under  study. 


i/ith  the  drastic  reduction  in  the  number  of  measles  cases  in 
exas  and  the  USA  in  recent  years,  practicing  physicians 
lay  well  find  that  patients  who  present  with  a fever  and  a 
ish  are  more  likely  to  have  endemic  typhus  than  measles, 
he  differential  diagnosis  of  a febrile  disease  with  a rash  is 
;ngthy;  rickettsial  disease  figures  prominently  in  the  diag- 
ostic  possibilities  (Fig  1 ).  This  article  discusses  our  expe- 
ence  with  endemic  (murine)  typhus  in  South  Texas. 

Minical  characteristics 

he  incubation  period  of  endemic  typhus  is  one  to  two  weeks, 
ommonly  12  days.  The  onset  is  usually  gradual  and  charac- 
arized  by  malaise,  backache,  and  a chilly  sensation.  A 
emittent  pattern  of  fever  continues  for  ten  to  1 2 days  in  the 
intreated  patient.  The  temperature  generally  does  not  ex- 
;eed  39.4°  C (1 03°  F).  The  rash,  which  usually  appears  on 
he  fifth  day,  is  variously  described.  Discrete  irregular  pink 
nacules  may  be  seen  first  in  the  axilla  and  on  the  inner  sur- 
ace  of  the  upper  arm  and  is  followed  quickly  by  lesions  in  the 
runk,  thighs,  and  upper  arms.  There  are  relatively  few  le- 
»ions  on  the  face,  palms,  and  soles.  The  rash  then  becomes 
naculopapular.  It  is  not  extensive  and  fades  in  less  than  a 
week.  Pulmonary  manifestation  may  occur.  Splenomegaly 
occurs  in  about  25%  of  the  patients.  The  fatality  rate  for  all 


ages  is  approximately  2%  and  increases  with  age. 

Over  the  past  1 5 years  (1968-1982),  there  were  92  cases 
of  endemic  typhus  confirmed  in  Corpus  Christi.  Although  14 
cases  were  reported  in  both  1 980  and  1981,  there  is  no  evi- 
dence that  this  is  a real  increase,  but  more  a result  of 
increased  awareness  of  the  prevalence  of  endemic  typhus. 

Of  the  92  cases,  51  % occurred  in  females;  23%  of  the  cases 
occurred  in  persons  less  than  1 7 years  of  age.  The  geo- 
graphic distribution  indicates  a generalized  distribution 
throughout  Corpus  Christi  with  no  localized  areas. 

Diagnosis  of  a rickettsial  disease  depends  on  a high  level 
of  suspicion  that  the  patient  may  have  an  insect-vector  borne 
disease  and  on  the  availability  of  appropriate  laboratory 
tests.  The  diagnosis  is  of  epidemiologic  interest,  because  the 
disease  usually  responds  rapidly  to  tetracycline. 

Laboratory  evaluation 

There  is  a wide  spectrum  of  tests  performed  for  the  rickettsial 
diseases.  The  Weil-Felix  test  lacks  both  specificity  and  sen- 
sitivity and  has  been  discontinued  by  the  Texas  Department 
of  Health  for  routine  testing.  The  complement  fixation  tests 
are  no  longer  performed  due  to  lack  of  confidence  in  the  re- 
sults. The  test  used  routinely  now  is  the  indirect  fluorescent 
antibody  (IFA)  procedure.  Another  test,  latex  agglutination 
(LA),  is  being  studied  and  may  ultimately  be  the  benchmark. 
Three  years  of  work  with  the  LA  tests  indicate  a sensitivity  of 
98%  and  a specificity  of  93%.  Specific  immune  globulin  stud- 
ies may  be  performed  under  unusual  circumstances. 

As  with  most  immunoserological  tests,  it  is  desirable  to 
demonstrate  a fourfold  rising  or  falling  titer  against  a specific 
antigen  over  a period  of  two  to  three  weeks  to  establish  a firm 
diagnosis.  Special  request  may  be  made,  however,  for  single 
blood  test  for  typhus  or  Rocky  Mountain  spotted  fever  by  the 
IFA  procedure.  An  IFA  titer  of  1 : 1 28,  or  greater,  is  considered 
reasonable  evidence  of  infection.  An  experimental  latex  ag- 
glutination titer  of  1 : 64,  or  greater,  is  also  suggestive.  The 
Weil-Felix  test,  when  employed,  must  be  interpreted  as  a 
screening  test  only  and  must  be  followed  by  IFA  testing. 

A direct  fluorescent  antibody  test  is  also  available  on  skin 
biopsy,  but  the  physician  must  check  with  the  chief  of  the 
parasitology  unit  of  the  state  health  department  laboratories 
before  proceeding  with  such  requests. 

Epidemiology 

The  most  recent  comprehensive  study  of  murine  (endemic) 
typhus  was  published  in  the  Tropical  Disease  Bulletin  (1 ). 
This  study  reviewed  530  previously  published  studies. 
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Transmission  of  disease  probably  occurs  via  contact  of 
abraded  skin  with  the  feces  or  with  crushed  bodies  of  the 
infected  ectoparasite,  not  by  a bite.  Man  is  therefore  an  acci- 
dental and  terminal  host. 

The  repeated  observation  of  close  association  between  in- 
tensive DDT  dusting  and  reduced  occurrence  of  diseases 
suggests  the  rat  flea  as  a vector,  even  though  it  was  not  nec- 
essarily found  when  rats  were  sampled  by  trapping. 

The  fleas  are  less  abundant  in  late  fall  and  winter  when  the 
weather  is  cold.  The  disease  may  persist  in  South  Texas  be- 
cause the  temperature  there  rarely  gets  below  7.2°  C (45°  F). 

In  Corpus  Christi  we  have  found  rickettsia  only  in  the  cat 
flea.  The  urban  rat  may  carry  the  cat  flea  as  well  as  the  rat 
flea.  Cat  fleas  are  also  found  on  opossums.  Our  vector  con- 
trol director  has  been  trapping  small  mammals  in  Corpus 
Christi  for  more  than  25  years,  but  has  not  been  able  to  find 
the  vector  in  Corpus  Christi.  We  have  an  extensive  rat  control 
program  conducted  by  private  and  public  agencies,  yet,  as  in 
all  other  seaboard  cities,  rat  populations  fluctuate  according 
to  the  amount  of  food  and  water  provided  by  the  population. 

In  Corpus  Christi,  many  of  the  houses  have  “house 
opossums,”  which  compete  with  dogs,  cats,  and  rats  for  food 
left  around  the  houses.  The  opossum  cannot  clean  itself  like 
the  cat,  dog,  and  rat,  and  it  is  postulated  that  the  opossum 
harbors  the  cat  flea  and  acts  as  a reservoir  for  the  R typhi.  At 
night  the  opossum  climbs  onto  a branch  and  shakes  the 
ectoparasite  s eggs  onto  animals  below.  The  ectoparasite, 
the  cat  flea,  can  abide  the  cat  but  not  the  dog  and  will  cross 
from  the  dog  to  the  cat  or  rat.  (As  a result  of  having  a more 
specific  and  sensitive  LA  test,  we  are  now  trapping  and  com- 


bing cats,  dogs,  rats,  and  opossums  for  their  ectoparasites 
and  taking  blood  for  titers  to  try  once  more  to  determine 
which  is  the  animal  reservoir  and  which  the  insect  vectors  in 
South  Texas.  Sixty  percent  of  more  than  50  recently  trapped 
opossums  had  positive  LA  tests  for  R typhi.) 

Conclusion 

The  attending  physician  should  consider  the  possibility  of  en- 
demic typhus  when  examining  a patient  who  has  a fever  and 
a rash  and  should  confirm  the  diagnosis  by  serological  inves 
tigation.  Measles  is  so  rare  today  that  the  diagnosis  is  not 
acceptable  when  based  on  rash  and  fever  alone,  but  should 
be  confirmed  by  serology.  Outbreaks  should  be  confirmed 
and  the  cause  of  rash-associated  illness  determined. 

REFERENCES 

1 .Traub  R.  Wisseman  CL:  The  ecology  of  murine  typhus — a critical  review. 
Trop  Dis  Bull  75(4): 237-31 7,  1978. 


7.  Etiologic  agents  and  vectors. 

Rocky  Mountain  spotted  fever  (American  tick-borne  typhus) 

Rickettsia  rickettsii.  R Canada  in  Canada  (a  different  serotype) 

Vector:  wood  tick  (Dermacentor  andersonii)  or  in  Latin  America,  Amblyomma 
cajennense 

Murine  typhus:  (endemic  typhus/flea-borne  typhus) 

Rickettsia  typhi  (R  mooseri) 

Vector:  rat  flea;  cat  flea;  mites? 

Epidemic  typhus/Brill-Zinsser  disease 
R prowesekii 

Vector:  body  louse  Pediculus  humanus 
Q fever 

Coxiella  burnetii 
Vector:  dust 

Rickettsialpox 
R akari 

Vector:  mouse  mite,  Liponyssoides  sanguineus 
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rhe  ultimate  tax 
shelter:  pension  plans 

ax  planning  for  small  closely  held  corporations— including 
hose  of  physicians,  architects,  engineers,  and  real  estate 
. jrokers— creates  unique  problems  for  tax  professionals.  The 
•small  corporation's  retirement  planning  falls  into  a different 
ilass  than  that  of  larger  companies. 

Pension,  profit-sharing,  money  purchase,  and  Keogh  plans 
should  be  used  as  tax-saving  devices  by  small  or  profes- 
sional corporations.  When  compared  to  larger  corporate 
, etirement  programs,  retirement  cost  is  a secondary  con- 
cern. Although  larger  companies  try  to  institute  retirement 
benefit  programs  with  minimal  funding  costs,  smaller  entities 
. ocus  on  current  tax  savings  and  wealth  accumulation. 

This  article  is  directed  to  professionals  and  owners  of 
small  closely  held  companies  who  should  be  using  retire- 
nent  techniques  to  reduce  income  tax  and  to  build  wealth. 

A shelter  must  have  three  elements  for  the  investor:  (a)  con- 
trol over  the  investments;  (b)  the  availability  to  invest  a large 
amount  of  income  to  receive  an  income  tax  deduction  or  tax 
credit;  and,  (c)  the  ability  to  receive  a reasonable  return  on 
your  money. 

The  qualified,  tax-deferred  retirement  plan  is  the  only  tax 
shelter  that  accomplishes  these  goals  and  receives  a bless- 
ng  from  the  federal  government  before  capital  is  risked. 

Under  many  circumstances,  individuals  may  contribute  more 
than  1 00%  of  salary  into  a defined  benefit  pension  plan. 

A key  person  in  a corporation  may  be  trustee  of  the  pen- 
sion fund  and  in  control  of  its  assets.  The  trustee  also  is  a 
participant  and  has  the  right  to  borrow  money  from  the  plan. 

I In  addition,  the  flexibility  in  designing  a pension  plan  allows 
the  pension  owner  to  meet  specific  personal  needs  and  ob- 
jectives. The  owner  determines  retirement  age,  contribution 
levels,  eligibility,  and  vesting,  just  to  mention  a few. 

Qualified  deferred  compensation  plan  simply  refers  to  a 
pension  program  that  meets  all  of  the  specific  rules  set  by 
Section  401  (A)  of  the  Internal  Revenue  Code,  thus  qualifying 
contributions  to  the  plan  as  a tax  deduction. 

The  Tax  Equity  and  Fiscal  Responsibility  Act  of  1982 
(TEFRA)  changed  both  basic  types  of  plans — defined  benefit 
and  defined  contribution  plans — only  adding  to  the  obscene 
complexity  of  the  entire  qualified  plan  arena.  However,  imme- 
diate and  future  economic  benefits  far  outweigh  the  effort 
required  to  design  and  implement  a plan. 

The  basic  premise  behind  qualified  plans  is  that  if  you  con- 
tribute $1 0,000  to  your  qualified  plan,  the  $1 0,000  would  be 
immediately  deductible,  just  as  other  ordinary  business 
expenses  such  as  telephone,  advertising,  or  salary.  The 
$1 0,000  would  be  invested  through  a trust  fund  and  would 
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earn  tax-free  income.  In  such  a case,  the  participants  would 
not  pay  any  income  tax  when  the  $1 0,000  was  put  into  the 
trust,  nor  would  they  pay  any  current  tax  on  the  earnings. 

Individual  retirement  accounts 

Before  getting  into  extensive  detail  about  defined  contribu- 
tion and  defined  benefit  plans,  let’s  review  the  alternatives. 
Individual  Retirement  Account  (IRA)  contribution  limits  have 
been  increaseo.  Today,  $1  income  tax  deduction  is  allowed 
for  every  $1  put  into  an  IRA,  up  to  $2,000  of  compensation.  If 
a spouse  also  is  working,  the  limit  is  increased  to  $4,000. 

If  the  spouse  is  not  working,  a $2,250  contribution  and  de- 
duction are  allowed. 

Professionals,  either  using  a closely  held  corporation  for- 
mat or  as  sole  proprietors,  should  think  about  putting  their 
spouse  on  the  payroll  for  $2,000  and  using  an  IRA  to  get  tax- 
free  money  from  their  corporation.  Of  course,  some  work 
must  be  performed  for  the  wage.  In  addition,  if  you  have  a 
qualified  pension  plan  and  make  a voluntary  contribution  of 
$2,000  to  the  plan,  you  can  consider  that  payment  the  same 
as  an  IRA. 

Keogh  plans  (HR  10) 

Owners  of  a primary  or  side  business  have  an  additional 
plan  to  supplement  an  IRA.  This  plan,  called  a Keogh  plan, 
probably  is  being  put  through  more  changes  by  the  Internal 
Revenue  Service  than  any  other  type  of  plan. 

Under  1983  law,  maximum  contributions  to  Keogh  plans 
are  1 5%  (up  to  $1 5,000)  of  net  income.  Congress  has  tried  to 
put  Keogh  plans  on  parity  with  other  corporate  defined  contri- 
bution plans  with  increases  in  contribution  limits  beginning  in 
1984  and  with  many  restrictive  provisions  removed.  When 
Keogh  plan  limits  reach  parity  with  other  defined  contribution 
plans,  the  lesser  of  a $30,000  contribution  or  25%  of  income 
will  be  allowed. 

Qualified  pension  plans 

The  two  basic  types  of  plans  available  to  corporations  are 
defined  benefit  plans  and  defined  contribution  plans,  which 
include  profit-sharing  and  money  purchase  plans. 

The  tax  treatment  is  similar  for  both  plans.  Contributions 
are  corporate  deductions  with  tax-free  accumulation  within 
the  pension  trust.  The  first  $1 00,000  distribution  to  the  bene- 
ficiaries of  a plan  participant  is  estate-tax  free.  Additionally, 
upon  dissolution  of  the  pension,  a participant's  withdrawal  of 
a lump  sum  may  receive  a ten-year  forward  averaging  tax 
treatment. 

Defined  contribution  plans 

Money  purchase  and  profit-sharing  plans  are  defined  con- 
tribution plans.  Participants  in  such  plans  define  the  contribu- 
tion to  be  made  each  year,  hoping  the  investments  made  with 
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assets  in  the  plan  are  sufficient  for  retirement.  This  is  a favor- 
ite for  large  companies.  The  contributions  can  be  controlled 
as  a fixed  percentage  of  payroll,  and  costs  kept  to  a minimum. 

Defined  contribution  plans  are  funded  on  the  basis  of  com- 
pensation. Other  than  a credit  for  social  security  payments, 
defined  contribution  plans  are  normally  allocated  on  a pro 
rata  basis,  reflecting  differences  in  employees'  respective 
salaries. 

But  defined  benefit  plans  are  computed  differently,  using 
compensation,  sex,  age,  life  expectancy,  and  length  of 
service,  and  recognize  the  differences  of  all  those  factors. 
Unlike  defined  contribution  plans,  these  additional  considera- 
tions favor  the  shareholder-employee.  And  because  of  the 
actuarial  base  in  the  plan,  tremendous  flexibility  can  be 
maintained. 

Properly  designed  defined  benefit  plans  can  also  help 
solve  tax  problems  created  by  excess  accumulation  of  earn- 
ings, providing  funding  for  buyouts  and  buy-sell  agreements, 
and  they  can  be  used  for  corporate  liquidations. 

The  IRS  sets  strict  guidelines  for  defined  contribution 
plans,  as  it  does  for  IRAs.  In  1 983,  the  most  a person  could 
contribute  to  a profit-sharing  plan  was  1 5%  of  his  or  her  in- 
come, up  to  $30,000.  A carry-forward  provision  allows  you  to 
contribute  an  extra  1 0%,  but  the  carry-forward  is  cumulative, 
and  may  only  be  used  to  make  up  for  past  years  when  less 
than  the  maximum  contribution  was  made. 

The  $30,000  maximum  contribution  may  be  reduced  by 
employee  forfeitures  of  rights  to  the  plan  through  termina- 
tions and  a portion  of  any  employee  voluntary  contributions. 

Profit-sharing  plan  contributions  must  come  from  current 
corporate  profits.  If  the  business  has  no  profit,  there  is  no 
contribution. 

Money  purchase  pension  plans  are  limited  to  25%  of  eli- 
gible payroll  up  to  $30,000  per  employee.  This  type  of  plan  is 


the  most  restrictive  and  rigid  of  all  plans.  Once  the  company 
declares  the  percentage  of  payroll  to  be  contributed,  the  cor 
tribution  level  is  fixed — for  the  life  of  the  pension — 
regardless  of  the  company’s  annual  earnings. 

Combination  profit-sharing  and  money  purchase  plans  an 
limited  to  25%  of  payroll  and  the  same  dollar  limitation  of 
$30,000  per  participant. 

Defined  benefit  plans,  when  combined  with  profit-sharing 
plans,  are  limited  to  25%  of  payroll  or  a maximum  of  $30,00( 
However,  when  defined  benefit  plans  stand  alone,  contribu- 
tions can  be  much  higher.  But  when  a defined  benefit  plan  is 
combined  with  a money  purchase  plan,  the  25%  limitation 
does  not  apply  as  it  does  with  the  profit-sharing/defined 
benefit  combination.  The  money  purchase/defined  benefit 
hybrid  plan  contributions  are  calculated  similarly  to  defined 
benefit  plans. 

Defined  benefit  plans 

Defined  benefit  plans  do  not  have  a percentage  limitation  lik 
profit-sharing  or  money  purchase  plans.  The  contribution  is 
actuarially  computed  to  supply  a fixed  monthly  benefit  for  life 
at  retirement.  The  retirement  benefit  may  be  equal  to  100% 
of  current  compensation  up  to  a total  retirement  income  of 
$90,000,  if  retirement  age  is  from  ages  62  to  65.  Retirement 
later  than  age  65  allows  the  retiree  to  receive  more  than 
$90,000  annually,  but  a late  retirement  is  not  always  the  moj 
advantageous.  In  many  cases,  an  earlier  retirement  is  more 
beneficial,  allowing  the  owner  to  retire  sooner  and  take  large 
tax  deductions  from  increased  annual  pension  contributions 

For  example,  under  correct  circumstances,  a 46-year-old 
man  can  draw  $90,000  per  year  salary  and  contribute  more 
than  $1 1 9,000  into  a defined  benefit  pension.  Calculating  th 
annual  contribution  is  the  job  of  actuaries  and  pension  admin 
istrators,  but  keeping  flexibility  is  a key  objective.  Although  th 


7.  A comparison  of  contribution  costs  between  different  types  of  pensions. 


Employee 

Compensation 

15%  Defined 

Contribution  Profit 
Sharing  Plan 

25%  Defined 

Contribution  Money 
Purchase  Plan 

Defined 
Benefit  Plan 

% 

% 

% 

Mr  Professional 

$ 60,000 

$ 9,000 

60 

$ 15,000 

60 

$ 95,003 

90.0 

1st  Employee 

15,000 

2,250 

15 

3,750 

15 

3,687 

3.5 

2nd  Employee 

15,000 

2,250 

15 

3,750 

15 

3,687 

3.5 

Receptionist 

10,000 

1,500 

10 

2,500 

10 

3,424 

3.0 

Totals 

$100,000 

$ 15,000 

100 

$ 25,000 

100 

$105,801 

100.0 

Net  Taxable  Income 

Before  Plan  Contribution 

$106,000 

$106,000 

$106,000 

Less  Plan  Contribution 

(15,000) 

(25,000) 

(105,801) 

Remaining  Taxable  Income: 

$ 91,000 

$ 81,000 

$ 199 

Federal  Income  Tax 

(Corporate): 

$ 23,150 

$ 19,150 

$ 34 

Tax  Saved  by  Each  Plan: 

$ 6,000 

$ 10,000 

$ 29,116 
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ension  owner  can  contribute  more  than  $1 1 9,000,  his  pen- 
ion  should  be  flexible  enough  to  allow  smaller  contributions 
i lean  years. 

’ension  and  profit-sharing  plan  comparison  case  study 

1r  Professional  is  45  years  old  and  has  three  employees  in 
is  professional  corporation.  Two  employees  are  25  years 
ild.  Each  earns  $1 5,000  annually.  He  also  employs  a 30- 
ear-old  bookkeeper/receptionist  who  makes  $10,000  per 
'ear.  The  professional  corporation  nets  $1 06,000  per  year 
after  all  salaries,  including  his  salary  of  $60,000,  are  paid. 

At  Professional  wishes  to  begin  a pension  or  profit-sharing 
>lan,  but  doesn't  know  what  type  to  set  up.  Although  there 
ire  some  minor  differences  between  this  1 980  case  and  cur- 
ent  laws,  it  provides  a good  example  of  how  a qualified  plan 
ind  incorporation  saved  a taxpayer  a considerable  amount  of 
ax.  For  the  sake  of  example,  the  pension  owner  will  borrow 
he  allowable  maximum  amount — $50,000 — from  the  plan. 
He  pays  interest  to  the  plan  and  may  deduct  interest  pay- 
nents  from  his  personal  income  tax  return. 

>|  A comparison  of  taxes  after  installing  a profit-sharing,  de- 
ined  contribution,  and  defined  benefit  plan  is  shown  in  Fig  1 . 

t/lr  Professional  searches  for  the  right  plan 

n Fig  1 , Mr  Professional  looks  over  his  options  in  a pension 
j jsing  current  salary  levels.  In  each  of  the  defined  contribu- 
lon  plans,  Mr  Professional  is  giving  employees  40%  of  the 
notal  contribution.  That  leaves  a considerable  sum  subject  to 
axation.  But  through  a defined  benefit  plan,  he  is  able  to 
contribute  $95,003  for  himself  instead  of  $1 5,000 — a 633% 
greater  contribution.  At  the  same  time,  he  is  increasing 
^employee  contributions  by  $798  or  8%  over  the  maximum 
defined-contribution  plan. 

By  now,  the  tax-wise  reader  must  be  asking  why  Mr  Pro- 


fessional would  change  to  a corporation  instead  of  sole 
proprietorship.  After  all,  a corporate  format  means  double 
taxation — paying  corporate  federal  tax  and  personal  income 
tax.  Fig  2 holds  the  answer. 

By  reducing  income  through  the  pension  plan  deposit, 
we  have  also  cut  personal  tax.  Mr  Professional  sacrificed 
$35,1 54  in  net  take-home  pay  to  receive  a $95,003  pension 
deposit — a 270%  return  on  his  money  just  for  filling  out  the 
right  forms. 

But  the  increase  in  net  worth  can  be  even  greater.  Sup- 
pose Mr  Professional  borrows  $50,000  from  the  pension — 
the  maximum  allowed  by  law — and  uses  it  as  a down  pay- 
ment on  a new,  $250,000  eight-flat  apartment  building  (Fig 
3).  A 30-year  mortgage  at  13%  was  obtained,  but  rents  cover 
the  mortgage  payment  and  maintenance,  giving  Mr  Profes- 
sional a small  positive  cash  flow. 

He  increased  his  net  worth  by  more  than  $81 ,000,  simply 
through  a pension  and  shrewd  follow-up  investing.  By  using 
one  more  tax  technique — income  splitting  with  children — Mr 
Professional  may  reduce  his  tax  liability  even  more. 

Future  brightens  for  defined  benefit  Keogh  plans 

Differences  between  a Keogh  plan  (HR  1 0)  and  a corporate 
pension  were  clear  until  Congress  changed  the  rules  last  year. 

After  Dec  31,1 983,  Keogh  plans  will  look  more  like  corpo- 
rate pension  plans.  This  opens  the  door  for  defined  benefit 
Keogh  plans,  which  may  provide  the  similar  tax  and  wealth 
accumulation  benefits  as  corporate  defined  benefit  plans. 

The  new  law  repeals  most  of  the  HR  1 0 rules.  Beginning 
Jan  1 , 1984,  limits  on  contributions  and  benefits  for  self- 
employed  individuals  are  the  same  as  corporate  pension 
plans.  Integration  with  social  security  also  will  be  permitted. 
The  restrictive  HR  1 0 defined  benefit  plan  rules  also  were 
repealed  on  the  same  date.  These  new  plans  will  be  subject 


2.  Effect  of  converting  from  sole  proprietorship  to  corporation. 


No  Plan  and  as  a 

With  Income  Split  & Defined  Benefit  Plan 

Sole  Proprietor 

as  Corporation  and  Individual 

Gross  Income 

$250,000 

$250,000 

Less:  Normal  Expenses 

(84,000) 

(84,000) 

Owner's  Salary 

(60,000) 

Plan  Contribution 

(105,801) 

Taxable  Income 

$166,000 

$ 199 

Federal  Corporate  Taxes 

$ 34 

Individual  Federal  Income  Tax  (Parents  & Children) 

$ 77,393 

$ 6.547 

| Total  Federal  Income  Taxes 

$ 77,393 

$ 6,581 

Lower  Tax 

(6,581) 

First  Year  Tax  Savings 

$ 70,812 

Take  Home  Pay 

Gross 

$166,000 

$ 60,000 

Personal  Federal  Income  Tax 

(77,393) 

(6,547) 

Net  Take-Home 

$ 88,607 

$ 53,543 
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to  the  same  rules  as  corporate  plans.  And,  the  deduction  lim- 
its for  corporate  defined  contribution  plans  have  been 
extended  to  all  qualified  defined  contribution  plans.  Under 
the  new  law,  only  minor  differences  in  the  rules  remain  be- 
tween corporate  and  non-corporate  plans. 

TEFRA  changes 

Some  of  the  rule  changes  for  “Keoghs  ' are  very  dramatic. 
Some  of  those  changes  are:  (a)  the  $200,000  compensation 
limit  is  dropped,  except  in  top-heavy  plans;  (b)  the  6%  excise 
tax  penalty  on  excess  contributions  is  repealed;  (c)  the  10% 
excise  tax  penalty  for  premature  withdrawals  is  dropped,  ex- 
cept in  top-heavy  plans;  (d)  no  longer  does  the  contribution 
limit  of  1 5%  of  compensation,  up  to  a maximum  of  $1 5,000 
apply;  (e)  new  limitations  on  defined  HR  10  plans  are  a 
$90,000  maximum  benefit  at  retirement  up  to  1 00%  of  com- 
pensation— same  as  corporate  plans;  (f)  the  old  formula  for 
determining  HR  10  plan  contributions  that  include  non-owner 
employees  is  dropped;  (g)  a bank  is  no  longer  required  to  be 
trustee,  allowing  individuals  greater  control  over  investments; 
(h)  the  prohibition  banning  contributions  on  behalf  of  an 
owner-employer  for  five  taxable  years  following  an  early  with- 
drawal by  the  owner-employee  are  revoked;  (h)  no  longer  are 
there  special  restrictions  on  owner-employees  making  volun- 
tary contributions;  (i)  restrictions  on  HR  1 0 plans  for 
Subchapter  S plans  also  have  been  lifted,  allowing  the  spe- 
cial corporations  to  establish  defined  benefit  plans. 

All-inclusive  rules 

Some  new  rules  for  Keogh  plans  now  apply  to  all  retirement 
plans.  Three  of  the  basic  retirement  plan  rules  are:  (a)  pay- 
ments of  benefits  must  begin  the  year  in  which  an  employee 
reaches  retirement  age  or  reaches  age  70V2,  whichever  is 
later.  Once  distribution  begins,  it  must  be  made  over  the  life- 
time or  life  expectancy  of  a participant  and  his  spouse.  After 
a participant's  death,  the  remaining  distributions  may  not  ex- 
tend over  a period  longer  than  five  years.  Plans  must  be 
amended  to  comply  with  this  new  rule,  which  became  ef- 


fective Dec  31 , 1 983;  (b)  a similar  rule  limiting  payout  to  a 
spouse  upon  the  death  of  a plan  owner  to  five  years  applies 
to  IRAs.  In  addition,  an  IRA,  which  is  inherited  by  an  heir 
other  than  a surviving  spouse,  cannot  be  rolled  over  income 
tax  free  to  another  IRA.  These  IRA  rules  became  effective 
after  Dec  31 , 1 983;  (c)  all  qualified  defined  contribution  plan; 
will  have  a new  integration  level.  The  integration  level  is  the 
maximum  rate  at  which  employers  can  reduce  contributions 
under  plans  that  integrate  with  Social  Security  benefits. 

Conclusion 

In  conclusion,  taxpayers  must  recognize  that  the  term  “tax 
shelter”  does  not  apply  to  “wild  schemes”  entered  into  in  De 
cember.  A qualified  retirement  plan — individual  retirement 
account,  Keogh,  profit-sharing,  money  purchase,  or  defined 
benefit — offers  a solution  to  tax  problems.  In  addition,  many 
other  good  tax  planning  ideas  are  available  and  pragmatic 
and  do  not  raise  the  wrath  of  the  IRS. 

The  professional  we  used  as  an  example  had  a one-year 
tax  savings  of  more  than  $70,000,  and  he  did  not  use  one 
suspect  tax  shelter.  If  there  is  one  salient  point  to  Mr  Profes- 
sional’s case,  it  is  that  he  gathered  a good  financial  team  tha 
analyzed  his  problems,  offered  options  as  solutions,  and  im- 
plemented a program. 


3.  Effect  of  pension  loan. 

Net  Take-Home 

$88,607 

$ 53,453 

Individual’s  Pension  Plan  Deposit 

95,003 

Less  Loan  Against  Plan 

(50,000) 

Book  Value — Corporate  Stock 

($199-$34)  taxable  income  tax 

165 

Equity  in  apartment  building: 

Down  payment 

50,000 

Principal  repayments 

582 

Appreciation  at  7%  on  $250,000 

17,500 

Add  Positive  Cash  Flow  on  Building 

2,972 

End  of  the  Year  Cash  and  Equities 

$88,607 

$169,675 

Increase  in  Equities  After  Tax 

Planning  $81,068 
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'.linical  abstracts  are  selected  from  current  reviews  in  WO 
iternationally  recognized  journals  received  by  the  TMA  Me- 
lorial  Library  each  month. 


lementia  in  elderly  outpatients:  a prospective  study. 

ric  B.  Larson,  MD,  MPH;  Burton  V.  Reifler,  MD,  MPH; 
larvey  J.  Featherstone,  MD,  MPH;  and  Dallas  R.  English, 

>hD.  American  College  of  Physicians,  Annals  of  Internal 
Medicine,  vol  100,  1984,  pp  41 7-423. 

he  authors  prospectively  studied  the  evaluation  of  dementia 
1 107  unselected  outpatients;  83  had  so-called  'irreversible'' 
lementias,  including  74  who  had  an  Alzheimer-type  demen- 
a.  Fifteen  patients  had  potentially  reversible  dementias,  of 
vhich  hypothyroidism  and  drug  toxicity  were  the  commonest 
:auses.  Distinguishing  features  of  reversible  dementia  were 
.horter  duration,  use  of  more  prescription  drugs,  and  less 
ievere  dementia.  Almost  half  of  the  patients  had  other  pre- 
'iously  unrecognized  treatable  medical  diseases.  Most 
fiagnoses  were  made  from  patient  history  and  physical  and 
nental  status  examination.  Patients  with  reversible  dementia 
mproved  but  rarely  reverted  to  normal.  Objective  improve- 
nent  occurred  in  25  patients  after  treating  unrecognized 
:oexistent  medical  and  psychiatric  diseases,  or  stopping  un- 
lecessary  medication.  Careful  clinical  observation  is  the 
nost  useful  part  of  the  evaluation  and  extensive  testing  may 
lot  be  required  for  all  patients.  Overemphasis  on  distinguish- 
ng  reversible  from  irreversible  forms  of  dementia  may 
Jetract  from  recognition  of  commoner,  treatable  causes  of 
lysfunction  and  suffering. 

’enicillin  allergy — can  the  incidence  be  reduced?  S. 

\hlstedt.  Munksgaard  International  Publishers  Ltd,  Allergy, 

/Ol  39,  1984,  pp  151-164. 

The  various  penicillins  prepared  from  Penicillum  species  by 
ermentation  (benzyl  penicillin  and  phenoxymethyl  penicillin) 
Dr  by  enzymatic  or  chemical  modification  of  the  benzyl  peni- 
Dillin  nucleus  (the  semisynthetic  penicillins)  are  among  the 
riost  widely  used  and  valuable  antibiotics  currently  available. 
However,  since  the  introduction  of  the  drug  for  treatment  of 
oacterial  infection  in  April  1942,  a drawback  in  penicillin 
therapy  has  been  the  occurrence  of  adverse  reactions.  In  the 
early  days  of  the  penicillin  era,  when  amorphous  prepara- 
tions were  used,  impurities  derived  from  the  fermentation 
process  were  blamed  for  these  adverse  reactions.  With  the 
advent  of  crystalline  penicillin  preparations,  antigens  formed 
in  vivo  during  therapy  by  chemical  reactions  between  peni- 
cillin or  its  degradation  products,  and  substances  in  the  body 
were  believed  to  be  the  culprits. 


A number  of  comprehensive  reviews  on  various  aspects  of 
penicillin  allergy  have  been  written  in  recent  years.  In  this 
article,  the  author  concentrates  on  certain  aspects  of  antigen 
formation  and  on  reactions  required  for  the  manifestation  of 
penicillin  allergy.  Some  ideas  are  brought  forward  as  to  what 
can  be  done  to  decrease  the  incidence  of  severe  allergic  re- 
actions to  penicillin. 

The  TRH  test  in  affective  disorders:  experience  in  a pri- 
vate clinical  setting.  Irl  Extein,  MD;  A.L.C.  Pottash,  MD;  and 
Mark  S.  Gold,  MD.  Cliggott  Publishing  Company,  Psycho- 
somatics,  vol  25,  no  5,  May  1 984,  pp  379-389. 

The  thyrotropin-releasing  hormone  (TRH)  test  may  be  useful 
in  differentiating  major  depressive  disorders  from  other  psy- 
chiatric and  medical  conditions  that  can  be  associated  with 
depressed  mood.  Clinical  experience  with  euthyroid  patients 
with  major  unipolar  depression  or  non-major  depression 
and  with  normal  controls  indicates  that  a blunted  thyroid- 
stimulating  hormone  (TSH)  response  to  500  |j.g  of  TRH  can 
potentially  aid  the  clinician  in  diagnosis,  choice  of  treatment, 
and  prognosis  in  patients  with  affective  illnesses.  Further  re- 
search on  optimal  utilization  of  TRH  test  abnormalities  in 
affective  disorders  is  needed,  along  with  better  understand- 
ing of  the  mechanisms  of  these  abnormalities. 

Radionuclide  scanning — new  applications  in  urology. 

Elissa  Lipcon  Kramer,  MD,  and  Joseph  J.  Sanger,  MD.  Pro- 
fessional Medical  Services  Company,  Urology,  vol  23,  no  5, 
May  1 984,  pp  468-477. 

The  current  status  of  nuclear  renal  scanning  and  function 
evaluation  is  summarized.  The  indications  for  renal  imaging 
are  discussed.  Techniques  for  measurement  of  split  and  total 
renal  function  are  reviewed.  Special  attention  is  given  to  the 
role  of  renography  (conventional  and  diuretic)  in  the  evalua- 
tion of  the  obstructed  kidney. 
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Choosing  professional  liabil- 
ity insurance  should  not  be 
a gamble.  You  need  someone 
who  lays  all  his  cards  on  the 
table  and  shows  you  the  best 
deal  available.  That’s  why  In- 
surance Corporation  of  America 
markets  its  policies  only  through 


Independent  Agents.  Experi- 
enced agents  who  specialize  in 
providing  an  objective,  knowl- 
edgeable solution  to  your  profes- 
sional liability  needs.  So  when 
one  suggests  ICA,  you  know 
it’s  the  best  policy  you  can  buy. 

Find  out  how  you  can  hold 


the  preferred  hand.  Call  1-800- 
231-2615  for  the  name  of  your 
nearest  independent  agent;  in 
Texas  call  1-800-392-9702. 

ICA 

The  Preferred  Underwriter 


rHE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


Vs  physicians,  every  one  of  us  knows  the 
onsequences  of  obesity:  cardiovascular 
lisease. . . diabetes. . . hypertension. . . 
ongestive  heart  failure. . . an  increased  risk 
>f  sudden  death. 

vlost  of  us  also  recognize  how  difficult  it  is 
or  the  obese  patient  to  lose  weight,  not  to 
nention  the  frustrations  and  failures  that 
ittend  long-term  maintenance  of  normal 
veight — if,  in  fact,  it  is  ever  achieved. 

rhe  Institute  for  Health  Maintenance 
IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
nary  care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 
rHE  RISK  FACTOR 
3BESITY  PROGRAM 
[RFO). 

Developed  under  clinical 
:onditions  at  major  medical 
caching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . . 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving. ” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


one  we  at  IHM  can  help  control. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 


Dallas  (214)  630-1831  Fort  Worth  (817)  870-2226  San  Antonio  (512)  691-0631 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland's  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals : Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity:  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  bt 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
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Touring  China  on  the  medical  plan 


1 /hen  asked  if  he  enjoyed  the  food,  an  American  endocrinol- 
gist  who  had  just  returned  from  a three-week  trip  to  China 
splied,  “How  would  you  like  to  eat  breakfast,  lunch,  and 
tinner  at  a Chinese  restaurant  for  21  days  straight?" 

Actually,  Lawrence  E.  Mallette,  MD,  PhD,  Houston,  liked 
le  food  quite  well.  Dr  Mallette  was  one  of  20  Texas  endo- 
rinologists,  accompanied  by  their  spouses,  who  visited 
Ihina  at  the  request  of  the  Chinese  government  to  lecture, 
Exchange  ideas,  and  visit  medical  societies.  The  three-week 
our  was  coordinated  by  a private  exchange  corporation 
I called  People  to  People,  Inc,  and  paid  for  by  the  individual 

1 Physicians.  The  Chinese  Association  for  Science  and  Tech- 
lology  (CAST)  arranged  the  group’s  itinerary,  which  included 
' isits  to  Bejing,  Quanzhou,  and  Nanking,  as  well  as  tours  of 
countryside  communes. 

Although  most  of  the  Texans  were  skeptical  of  China 's 
oerbal  medicine  and  acupuncture  techniques,  they  devel- 
oped a new  respect  for  Chinese  physicians'  resource- 
fulness in  providing  health  care  for  a population  exceeding 
one  billion. 


n early  1983,  Alfred  E.  Leiser,  MD,  a Houston  endocrinol- 
ogist, was  approached  by  People  to  People,  Inc,  and  asked 
lito  organize  a group  of  endocrinologists  to  visit  China.  “Chi- 
rhese  physicians  wanted  to  meet  their  American  contempo- 
raries. They  were  as  curious  about  us  as  we  were  about 
i them,”  he  said. 

Dr  Leiser  invited  endocrinologists  from  across  the  state 
who  were  in  good  health  and  interested  in  visiting  China  at 
their  own  expense.  Among  the  Houstonians  in  the  group 
were  Harold  L.  Dobson,  MD;  Tom  Earthman,  MD;  Glenn  R. 
Cunningham,  MD;  and  Lawrence  E.  Mallette,  MD,  PhD. 

After  reaching  their  destination,  the  travelers  quickly  drew 
comparisons  between  America’s  state-of-the-art  laboratory 
equipment  and  China’s  turn-of-the-century  medical  facilities. 
“I  was  very  excited  and  curious  about  the  trip  and  enjoyed  it 
very  much.  But  now,  I realize  how  lucky  we  are  in  the  United 
States,”  Dr  Mallette  said. 

‘‘Their  hospitals  and  laboratory  equipment  are  primitive 
compared  to  ours.  Also,  they  don’t  have  access  to  the  clinical 
studies  we  have  available  here,”  Dr  Leiser  observed. 

China’s  technological  and  industrial  development  indeed 
falls  far  behind  that  of  the  West.  Much  of  this  intellectual 
blight  occurred  during  China's  Great  Proletarian  Cultural 
Revolution  from  1 966  to  1 976,  when  intellectuals  and  “ene- 
1 mies”  of  the  government  were  banished,  jailed,  or  killed. 

Following  Chairman  Mao  Tse-tung's  June  26,1965,  direc- 
: tive,  “In  health  and  in  medical  work,  put  the  stress  on  the 
rural  areas”  (1),  physicians  and  medical  school  students 
were  banished  to  urban  and  rural  hospitals  or  to  countryside 
communes.  Those  who  were  dispensed  to  communes  toiled 


in  rice  paddies  and  factories  as  well  as  administering  medical 
care  to  the  peasants.  During  that  time,  most  of  China’s  hospi- 
tals, medical  schools,  and  universities  were  closed  and  the 
country  experienced  little  or  no  medical  advancement. 

Today,  China  wakes  like  a sleeping  giant  after  a long  nap. 
Mao  is  being  written  out  of  the  history  books  and  higher 
learning  is  in  vogue.  The  government  actively  seeks  Western 
influence  and  no  longer  advocates  isolationism.  The  open- 
ness is  almost  tangible.  “They  would  answer  just  about  every 
question  we  would  ask,”  Dr  Dobson  said.  "We  were  very  im- 
pressed by  how  open  they  were  with  us.  Their  curiosity  and 
knowledge  of  American  technology  and  development  was 
astounding,”  he  remarked. 

In  the  past  decade,  China  s health  care  system  has  made 
long  strides  towards  improvement.  While  most  physicians 
with  advanced  training  practice  in  cities,  "barefoot  doctors,” 
so  named  because  they  also  work  barefoot  in  rice  paddies, 
provide  primary  care  to  underserved  rural  areas.  “The  rural 
areas  are  quite  heavily  populated,  and  each  barefoot  doctor 
generally  serves  communes  of  5,000  to  1 0,000  people,” 

Dr  Mallette  said. 

The  barefoot  doctors'  counterparts,  worker  doctors  in  the 
urban  factories  and  Red  Guard  doctors  in  lane  and  neigh- 
borhood health  stations  ( 1 ) complete  local  health  care  teams. 

The  three  types  of  paramedics  administer  simple  first  aid 
and  immunizations,  disseminate  birth  control  information,  im- 
plement hygiene  and  educational  programs,  and  organize 
health  campaigns  to  help  control  insects  and  pests.  They  are 
considered  China's  tool  of  prevention. 

“With  only  a few  months’  training,  (the  barefoot  doctors) 


A young  patient  in  the  Acupuncture  Clinic  at  Beijing  Children's  Hospital  re- 
ceives treatment  for  a facial  nerve  palsy  as  his  mother  observes. 
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have  done  a tremendous  job  of  cutting  down  on  childhood 
diseases  and  infant  mortality.  As  a result,  Chinese  longevity 
is  rising  and  the  birth  rate  is  down,”  Dr  Leiser  said.  ‘ The  pre- 
ventive measures  of  the  barefoot  doctor  are  largely  the 
reason.” 

Today,  both  barefoot  doctors  and  university-trained  physi- 
cians are  under  close  scrutiny  by  the  Chinese  government. 
Since  the  reopening  of  the  universities  in  1 972,  there  has 
been  a movement  toward  more  formal  training  of  medical 
personnel.  Barefoot  doctors  face  proficiency  examinations, 
and  medical  high  school  graduates  must  re-enroll  in  school 
for  remedial  classes.  Academic  courses  have  doubled  in 
length,  and  medical  school  applicants  must  take  entrance 
examinations. 

Following  this  revamping,  the  number  of  barefoot  doctors 
reportedly  decreased  from  1 .8  million  in  1 978  to  1 .4  million  in 
1982  (2). 

Dr  Earthman  considers  this  apparent  trend  toward  sophis- 
tication somewhat  misleading.  “We  were  shown  a very  select 

In  Hangchou,  at  the  Research  Institute  for  Chinese  Medicine  of  Zhejiang 
Province,  an  Australian  student  treats  sciatica  with  acupuncture  and  mox- 
ibustion.  At  this  institute,  the  methods  of  traditional  Chinese  medicine  are 
being  compared  with  Western  methods  in  randomized  studies. 


patient  load,  the  ones  in  large  teaching  and  urban  hospitals 
Conditions  are  still  very  primitive  in  the  countryside.  I don’t 
think  China  is  ready  to  do  away  with  its  barefoot  doctors,”  hr 
said. 

Beyond  the  barefoot  doctors,  patients  with  more  serious 
disorders  are  referred  to  regional  or  urban  hospitals.  Here, 
more  complex  diseases  are  diagnosed  and  treated,  usually 
with  a mixture  of  Western  and  Chinese  traditional  medicine. 

Traditional  Chinese  medicine  commonly  employs  natural 
and  herbal  remedies  and  some  homespun  methods  of  treat 
ment  evolved  over  hundreds  of  years,  including  pan-roastin- 
a centipede  and  a scorpion  to  soothe  epilepsy  or  rabies, 
using  white  neck  earthworms  to  cure  urinary  retention,  or 
simply  sipping  a cup  of  herbal  tea  to  soothe  tension  and  call 
nerves.  Acupuncture,  hypnotism,  and  moxibustion  also  are 
commonly  practiced. 

‘‘In  one  treatment  room,  we  saw  about  five  or  six  children 
lying  on  tables  receiving  acupuncture.  Beside  them,  their  pa 
ents  held  their  hands.  They  didn't  appear  to  be  in  any  pain. 

Angelita  Gabatin,  MD,  chief  of  endocrinology  at  Keesler  Air  Force  Medical 
Center  (left),  discusses  a thyroid  patient  with  the  patient's  endocrinologist,  i 
Jim  Wen-Fang  (center),  and  with  Houston  endocrinologists  Drs  Harold 
Dobson  and  Alfred  Leiser,  at  First  Affiliated  Hospital  of  the  Sun  Yat-Sen  Me c 
cal  College  in  Guangzhou  (Canton). 
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s Ve  were  told  many  children's  diseases  are  treated  with  acu- 
uncture,"  Dr  Dobson  said. 

"We  saw  a lot  of  acupuncture  and  were  told  that  many 
mes,  it  is  the  sole  anesthesia  during  major  Western-style 
perations  such  as  thyroid  surgery,"  Dr  Cunningham  added. 

The  group  also  saw  adult  patients  treated  in  orthodox 
, Vestern-style,  including  the  use  of  propylthiouracil  in  Graves' 
disease  and  surgical  treatment  of  adrenal  adenomas  and 
icromegaly. 

: The  government  advocates  physicians  practicing  the  two 
styles  in  symbiosis  in  order  to  retain  cultural  heritage  while 
aking  advantage  of  modern  technology.  Also,  Chinese 
lerbal  remedies  and  acupuncture  often  are  less  expensive 
inhan  Western  pharmaceuticals. 
i Consequently,  in  China's  approximately  1 23  Western 
nedical  schools  and  24  traditional  schools,  students  are  re- 
tired to  be  familiar  with  both  styles  of  medicine.  “Patients  in 
3 lospitals  may  choose  either  style  physician  as  their  primary 
ioctor,  but  consultation  with  a physician  from  the  other  style 
s required  in  each  case,”  Dr  Mallette  said. 

The  most  advanced  Chinese  medicine  is  administered  in 
1 jrban  medical  teaching  and  scientific  hospitals  using  moder- 
ately well-equipped  facilities.  Much  of  that  technology  is 
mported  from  other  countries,  and  the  Chinese  appear  ea- 
ger to  take  advantage  of  Western  technology.  “They  were 
intensely  interested  in  our  lectures  and  asked  intelligent, 

r ell-researched  questions,”  Dr  Mallette  said. 

Dr  Leiser  was  impressed  with  their  knowledge  of  American 
and  English  literature,  and  Dr  Cunningham  noted,  ‘They're 
intelligent  and  inquisitive  people  who  are  extremely  inter- 
ested in  learning  our  techniques.  We  were  very  impressed 
with  their  intellectual  capacity.” 

Most  members  of  the  group  expressed  admiration  for  the 
Chinese  and  their  lifestyle,  which  includes  adherence  to  a 
high-fiber,  low-carbohydrate  diet  and  a daily  exercise  regi- 
men. Consequently,  obesity  is  rare  in  China.  The  low-fat  diet, 
a meager  salary,  and  the  prohibition  of  private  automobile 
ownership  (bicycles  are  the  main  form  of  transportation),  all 
discourage  weight  gain.  “While  l was  there,”  Dr  Mallette  said, 
“I  don’t  remember  seeing  a single  obese  person.” 

Although  many  members  of  the  American  group  said  they 
ate  heartily  in  China,  they  returned  home  several  pounds 
lighter.  “Not  because  we  ate  less.  I ate  like  a horse  and  still 
lost  five  pounds,”  Dr  Mallette  said.  “It  was  a steady  diet  of  lots 
of  vegetables,  bamboo  shoots,  and  lotus  roots.” 

“Another  reason  the  Chinese  stay  slim,”  Dr  Earthman  said, 
“is  daily  exercise."  The  Texans  observed  joggers,  usually  in 
organized  groups,  but  occasionally  solo,  and  each  morning, 
they  saw  large  groups  of  people  standing  side  by  side  prac- 
ticing tai  chi.  This  gentle  exercise,  a slow  form  of 
shadowboxing  developed  centuries  ago,  is  considered  a 
calming  meditation  and  is  practiced  en  masse  by  all  ages. 


At  the  same  time  it  is  clinging  to  such  ancient  traditions  as 
tai  chi,  China  is  edging  toward  medical  and  technological  ad- 
vancement, grasping  at  Western  influence  and  expertise. 
Chinese  physicians  asked  their  American  colleagues  myriad 
questions,  and  the  endocrinologists  came  home  feeling  as  if 
they  had  had  their  brains  picked. 

“The  Chinese  seemed  anxious  to  introduce  and  adapt  as 
much  Western  medical  knowledge  and  technology  as  their 
limited  economic  resources  and  agrarian  society  will  permit,” 
Dr  Mallette  said. 

“We  did  all  the  teaching,  giving,  lecturing.  They  simply 
gave  us  a place  to  stay,”  Dr  Earthman  said. 

“But  I’m  glad  I went.  Although  I don't  think  I’ll  change  the 
way  I do  things  here,  and  I didn’t  learn  any  new  medical  tech- 
niques, I'm  glad  I participated,”  he  concluded. 

Jeannine  Grenier 
Donna  B.  Jones 
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A patient  at  Bei/mg  Children's  Hospital  is  evaluated  for  Cushing  s syndrome. 
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At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We’re  a non-profit 
organization  with  only  one  product . . . 
liability  insurance  for  Texas  physicians. 

Call  us;  we’re  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 


HO.  BOX  14746,  AUSTIN,  TEXAS  78761 


Two  upcoming 
International  Conferences 
of  the  Southern  California 
Neuropsychiatric  Institute 


FOLK  HEALING  AND  THE  OCCULT: 

A NEUROPSYCHIATRIC  PERSPECTIVE 
Voodoo,  Zombie,  Shamanism,  Root  Work, 
Sorcery  and  other  Ritualistic  Phenomena 

TO  BE  HELD  AT  THE  FABULOUS 

CASA  DE  CAMPO 

LA  ROMANA,  DOMINICAN  REPUBLIC 
NOVEMBER  11-16,  1984 

COMMON  IMPULSE  CONTROL 
DISORDERS:  A CLINICAL  UPDATE 

HOTEL  CAMINO  REAL,  CANCUN 
YUCATAN  PENINSULA,  MEXICO 
FEBRUARY  13-18,  1985 

Direct  Inquires  To: 

Dr.  Gail  Waldron,  Program  Director 
Southern  California  Neuropsychiatric  Institute 
6794  La  Jolla  Boulevard,  La  Jolla,  California  92037 
(619)  454-2102 

Discounted  Early  Registration  Deadline 
C.M.E.  (CATEGORY  I)  AVAILABLE 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR.,  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE,  ENNIS.  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCUS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WHITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.,  F.A.C.P.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR„  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P.* 

INTERNAL  MEDICINE— Nephrology 

RONALD  L.  WILSON,  M.D.,  F.A.C.P.* 

OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*,  F.A.C.S. 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III,  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARNYGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F.A.A.O.-HNS,  F.A.C.S.' 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D.,  F.A.A.P.* 

MICHAEL  C.  SMITH,  M.D. 

PSYCHIATRY 

W.  TERRY  GIPSON,  M.D.* 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

ANTHONY  J.  PERRI . M.D.* 

EXECUTIVE  DIRECTOR 

CHARLES  E.  ALLBRITTON,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

MARGARET  W.  WHITE,  C.P.A. 
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TEXAS  MEDICI! 


FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 

Houston  Office 

l.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  155,  Houston  77024 
(713)  682-8024 
San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas  75214 
(214)  821-4640 
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It’s  Time  To  Trade  In  Your  Old  Ideas  About. 
AUTOMOBILE  OWNERSHIP! 


The  Lease  Alternative  is  a concept  whose  time  has  come 
THE  GOOD  OLD  DAYS  — It  was  the  American  Way.  Everybody 
owned  their  cars.  It  meant  you  had  used  your  money  wisely.  At 
least  that’s  what  people  thought  at  the  time.  They  didn’t 
have  an  alternative. 

TODAY  THAT  JUST  ISN’T  SO!! 

Physicians,  Businessmen  and  individuals  have  learned 
that  owning  everything  isn't  always  a wise  investment. 
Return  on  dollars  invested  is  the  sensible  yardstick 
in  determining  how  to  use  your  capital. 

IF  IT  APPRECIATES,  BUY  IT! 

IF  IT  DEPRECIATES,  LEASE  IT! 

J.  PAUL  GETTY 


EXAMPLE  LEASE  RATES 

Honda  Atrord  kir 

8232/mb. 

BMW  318i 

.343/mo 

Cutlass-  Regal 

248/mo. 

Datsun  3007A 

344mo 

Riviera 

378/mo. 

Audi  5000s 

391  mu 

Cadillac  Eldorado 

454/mo. 

Porsche  91  ISC  Cpe 

684  mo 

lincoln  Town  Car  Sedan 

.387  mo. 

\ler«vd*“s  190 

479/mo. 

Cadillac  Sedan  D’ville 

392  mo. 

Menvdts.  J00SI ) 

699/mo. 

American  Medi-Lease  specializes  in  leasing  fine 
automobiles  to  the  medical  profession.  Our  leasing 
plan  was  created  and  is  designed  for  the  special  needs 
and  circumstances  of  today's  busy  doctor. 

Some  of  the  Exclusive  features  our  Lease  program  offers  are: 


NO  DOWN  PAYMENT  OR  SECURITY  DEPOSIT 
LOWER  MONTHLY  PAYMENTS 
TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  TAX  CREDIT  AVAILABLE 
TURN  OVER  APPROXIMATELY  EVERY  TWO 
YEARS  WITHOUT  ADDITIONAL  INVESTMENT 
WE  WILL  BUY  YOUR  PRESENT  CAR 
SERVICE  ASSISTANCE  PROGRAM 
INCLUDING  FREE  RENTAL  CAR 
DELIVERY  TO  YOUR  HOME  OR  OFFICE 


Call  Toll  Free 

For  a lease  quote  on  any  domestic  or  import  car,  truck  or  R.V. 


DALLAS 

1-800-442-6005 


HOUSTON 

1-800-392-4283 


American  Jflebi- Heaste,  Kite. 


HOME  OFFICE:  LOS  COLINAS  BANK  TOWER,  5201  N.  O’CONNER  RD„  SUITE  465,  IRVING,  TEXAS  75039 
BRANCH  OFFICES  - ATLANTA,  BIRMINGHAM,  HOT  SPRINGS, 

OKLAHOMA  CITY,  SHREVEPORT,  ST.  PETERSBURG. 


BALANCED 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  efforbassociated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Paris!  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 

49:560-566,  1982.  

S.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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PROFESSIONAL  USE  INFORMATION 


cardizem, 

(dilhazem  HCI) 

30  mg  and  60  mg  cablets 

DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  Is  1,5- Benzotti i azepi n-4(5H)one ,3-(acetyloxy) 
-5-[2-(dlmethylamlno)ethyl]-2,3-dihydro  2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  eplcardial 
and  subendocardial.  Spontaneous  and  ergonovlne-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (eplcardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  In  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect:  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  In  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
Instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
Is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  dlgoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
In  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  In  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM,  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  Intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  In  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  Individual  pup  weights  and  survival  rates 
There  was  an  increased  Incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1. 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  ev 
were  reported  infrequently  (less  than  1%)  with  the  order  of  prest 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular: 


Nervous  System: 
Gastrointestinal 

Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  brad1 
dia,  palpitations,  congestive  heart  fai 
syncope 

Paresthesia,  nervousness,  somnole 
tremor,  insomnia,  hallucinations,  and  amm 
Constipation,  dyspepsia,  diarrhea,  vomi 
mild  elevations  of  alkaline  phosphatase,  Si 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensit 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episode 
vasospastic  angina  developed  periods  of  transient  asympton 
asystole  approximately  five  hours  after  receiving  a single  6( 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  ii 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme; 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  Si 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  betv 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lim 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toler 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagger; 
response,  appropriate  supportive  measures  should  be  employe 
addition  to  gastric  lavage  The  following  measures  may  be  conside 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  t 
is  no  response  to  vagal  blockade,  admim 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  h 
degree  AV  block  should  be  treated  with 
diac  pacing. 

Administer  inotropic  agents  (isoprotere 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarten 
bitartrate) 


Actual  treatment  and  dosage  should  depend  on  the  severity  ol 
clinical  situation  and  the  judgment  and  experience  of  the  trea 
physician 

The  oral/LD50  s in  mice  and  rats  range  from  415  to  740  mg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD 
dogs  Is  considered  to  be  In  excess  of  50  mg/kg.  while  lethality 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  knt 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associ; 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Ci 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Ci 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patie 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  an 
bedtime,  dosage  should  be  increased  gradually  (given  in  divi 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  i 
optimum  response  is  obtained  Although  individual  patients 
respond  to  any  dosage  level,  the  average  optimum  dosage  ra 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  cone 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hep 
function.  If  the  drug  must  be  used  in  such  patients,  titration  shout 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  a< 
anginal  attacks  during  CABDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sa 
coadministered  with  short-  and  long-acting  nitrates,  but  tt 
have  been  no  controlled  studies  to  evaluate  the  antiang 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (f 
0088-1 771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (f 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  set 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  ye 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  ol 
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1EDICINE  AND  THE  LAW 


(  * 1 2  3 4 50  OPPORTUNITIES  AND  PITFALLS 

Texas,  physicians  and  hospitals  are  exploring  the  feasi- 
Wity  of  forming  preferred  provider  organizations  (PPOs). 

■e  motivation  often  appears  to  be  the  concern  that  some 
her  group  in  the  area  will  form  one  first,  thereby  obtaining 
? marketing  advantage  over  those  left  behind.  Since  both 
pspitals  and  physicians  are  facing  increasing  competition 
r patients,  the  PPO  option  is  considered  by  many  as  a 
artial  hedge  against  such  competition  and  as  a means  of 
itigating  the  resultant  loss  of  patients  (1). 
j At  the  same  time,  PPOs  are  being  marketed  to  employers 
ho  are  seeking  to  reduce  the  health  care  insurance  pre- 
iiums  they  pay  on  behalf  of  employees  through  reduced 
larges  by  physicians  and  hospitals  and  by  minimization  of 
onecessary  services.  Thus,  the  PPO  fad  is  upon  us  and  the 
otivations  to  jump  on  the  bandwagon  are  many. 
i The  following  discussion  describes  common  PPO  con- 
actual  arrangements  and  addresses  the  pitfalls  contained 
, many  PPO  contracts. 


POs — What  are  they? 

ariations  in  “preferred  provider  organizations"  are  infinite, 
owever,  basic  characteristics  can  be  identified.  One  is  that 
lealth  care  providers”  (physicians,  dentists,  hospitals,  etc) 
Dntract  with  employers,  insurance  carriers,  or  third  party  ad- 
inistrators  to  provide  health  care  services  for  a defined 
i'oup  of  individuals  at  established  fees  under  stated  adminis- 
ative  policies.  These  policies  generally  include  the  following 
i rangements  with  designated  preferred  providers. 

1 . Medical  services  are  provided  on  fee-for-service  basis 
xording  to  established  fee  schedules. 

2.  Provisions  are  made  for  utilization  review  and  control, 
iuch  provisions  can  include: 

■ a.  Preadmission  authorization  for  elective  surgery. 

b.  Length  of  stay  certification  guidelines. 

' c.  Second  opinion  requirements. 

I d.  Limitation  on  weekend  admissions. 

' e.  Physician  office  review  (profile  of  practice). 

f.  Physician  hospital  practice  review  (profile  of  practice). 

g.  Hospital  cost  screening  and  cost  comparisons. 

h.  Establishment  of  outpatient  procedural  criteria. 

i.  Pre-consultation  review. 

j.  In-hospital  concurrent  review. 

k.  Single  flat  consultation  fees:  no  reimbursements  for 
daily  visits  by  a second  physician. 

: 3.  Waiving  or  reducing  copayments  or  deductibles  when 
overed  patients  utilize  “preferred  providers"  is  offered. 

4.  No  risk  sharing  by  physicians  is  included. 

5.  Promises  of  fast  payment  for  services  rendered  are 
lade. 
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Thus,  the  basic  ingredient  of  a preferred  provider  organiza- 
tion “PPO”  is  the  use  of  “physician  participation  contracts"  to 
deliver  medical  services.  The  arrangements  are  similar  to 
many  originated  years  ago  with  physicians  by  Blue  Shield 
plans  and  many  of  the  foundations  for  medical  care.  Now, 
PPOs  are  structured  to  include  physicians  and  hospitals,  as 
well  as  nursing  homes,  home  health  agencies,  and  other 
organizations. 

insurance  laws 

In  Texas,  the  State  Board  of  Insurance  regulates  insurance 
activity  as  provided  by  state  law.  One  pertinent  statute  pro- 
vides that  commercial  insurance  companies  cannot  make 
benefits  contingent  upon  treatment  by  a particular  practi- 
tioner or  practitioners.  That  is,  the  insurer  may  not  designate 
"preferred  providers,”  except  by  means  of  broad  classifica- 
tions such  as  licensed  “physicians,”  "dentists,”  or  “podia- 
trists,” as  being  among  those  whose  services  will  or  will  not 
be  reimbursable  under  the  policy  of  insurance  (2).  A similar 
prohibition  is  contained  in  the  statute  governing  non-profit 
hospital  service  plans  (3). 

Exceptions  to  those  provisions  are  available  for  organiza- 
tions meeting  the  requirements  of  the  Texas  Health  Main- 
tenance Organization  Act  (4).  An  HMO  is  defined  broadly 
under  this  act  to  mean  . .any  person  who  arranges  for  or 
provides  a health  care  plan  to  enrollees  on  a prepaid  basis." 

This  broad  definition  may  include  most  of  the  PPO  pro- 
posals in  existence  today.  Persons  setting  up  a PPO  which 
falls  under  the  HMO  definition  would  be  required  to  seek  a 
“certificate  of  authority”  from  the  State  Board  of  Insurance  to 
operate  an  HMO  before  it  could  conduct  business  in  Texas. 

The  State  Board  of  Insurance  has  not  yet  taken  an  ag- 
gressive posture  by  broadly  interpreting  the  HMO  law  to 
cover  all  PPOs.  However,  the  board  is  reviewing  legislative 
options  aimed  at  regulating  PPOs  at  this  time.  We  can  antici- 
pate legislative  action  during  the  1985  legislative  session. 

ERISA 

Some  commentators  have  asserted  that  the  Federal  Em- 
ployees' Retirement  Income  Security  Act  (ERISA)  preempts 
state  laws  and  permits  PPOs  to  be  formed  by  employers  for 
their  employees  without  regard  to  state  insurance  law  re- 
quirements. However,  this  assertion  is  tenuous,  as  evidenced 
by  legislative  efforts  at  both  the  state  and  federal  level  to  spe- 
cifically authorize  PPOs. 

In  1 983,  SB  1 206  was  introduced  in  the  Texas  Legislature 
to  remove  statutory  restrictions  on  an  insurance  organiza- 
tion’s right  to  contract  with  selected  physicians  to  provide 
medical  services.  SB  1 206  was  not  supported  by  TMA  and 
did  not  pass. 

At  the  federal  level,  Congressman  Wyden  (D-Ore)  has  in- 
troduced HR  2956  which  would  supersede  all  state  insurance 
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or  other  laws  or  regulations  with  respect  to  selective  or  ex- 
clusive contracts  between  group  health  plan  payors  and 
providers  of  health  care  services.  The  AMA  opposes  this  leg- 
islation. Efforts  to  pass  this  bill  have  not  been  fruitful  to  date. 

Special  problems 

PPO  proposals  reviewed  to  date  suggest  that  physicians 
would  be  well  advised  to  consult  with  their  own  attorneys  as 
well  as  with  their  professional  liability  insurance  carriers  be- 
fore signing  a PPO  contract. 

Professional  liability  insurers  generally  do  not  cover  physi- 
cians when  they  agree  to  hold  another  party  harmless  for 
legal  liabilities.  Caveat : “Hold  harmless”  provisions  are  com- 
mon in  PPO  contracts. 

Also,  a survey  of  Texas  insurers  discloses  that  utilization 
review  and  quality  assurance  activities  rendered  for  PPOs 
and  HMOs  by  physicians  for  the  determination  of  the  scope 
of  health  plan  benefits  and  the  approval  or  denial  of  services 
are  not  covered  in  typical  professional  liability  insurance  poli- 
cies. Insurance  carriers  see  these  activities  as  administrative 
in  nature.  Physicians  who  agree  to  perform  these  tasks  for 
PPOs  and  HMOs  should  obtain  evidence  that  liability  insur- 
ance coverage  is  provided  by  the  PPO  or  HMO  to  cover  them 
for  the  risks  associated  with  their  approval  and  disapproval  of 
benefits,  hospitalizations,  or  lengths  of  stay. 

The  PPO  contractors  face  potential  liability  for  failure  to 
monitor  the  quality  of  care  of  contracting  providers  similar  to 
the  liability  a hospital  would  face  for  its  failure  to  restrict  a 
physician’s  privileges  when  it  knew  or  should  have  known 
that  the  physician  was  not  competent  to  perform  a procedure 
in  the  hospital.  Thus,  insurance  coverage  for  such  potential 
liability  should  be  examined.  Existing  professional  liability  in- 
surance policies  usually  will  not  cover  this  risk  for  insured 
physicians. 

PPO  contracts  typically  have  referral  restrictions.  That  is, 
referrals  may  be  made  only  to  fellow  PPO  contractors  or  to 
hospitals  which  have  contracted  with  the  PPO.  Provisions  in 
contracts  should  allow  for  referrals  and  use  of  non-contract 
facilities  and  providers  where  necessary  to  obtain  needed 
specialty  or  other  care  for  a covered  patient  which  is  not 
available  from  PPO  contractors. 

Another  problem  in  PPO  operations  is  undercapitalization. 
An  entity  which  assumes  a risk  (such  as  an  employer  for  its 
employees)  may  underestimate  the  assets  needed  to  pay 
claims.  Employers  who  accept  PPO  risks  may  need  to 
buy  excess  insurance  coverage  to  make  their  risk  more 
manageable. 

Antitrust  considerations 

The  antitrust  considerations  involved  in  setting  up  and  oper- 
ating a PPO  are  real  and  must  be  considered.  The  central 
issue  concerning  “competing  providers,”  ie,  physicians  set- 
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ting  up  a PPO,  is  whether  the  arrangement  has  the  purpos 
or  the  effect  of  raising,  depressing,  fixing,  pegging,  or  stabi 
ing  fees.  If  so,  PPO  contractual  arrangements  may  be  judg 
to  constitute  horizontal  price-fixing — a perse  violation  of  tf 
Sherman  Antitrust  Act  if  sufficient  “market  power”  exists.  A 
perse  violation  involves  conduct  that  has  been  determiner 
be  unreasonably  anticompetitive  without  regard  to  its  busi- 
ness justification  or  its  actual  effect  on  competitive  conditic 
in  individual  cases.  Treble  damages  and  attorneys’  fees  ar 
awarded  in  successful  actions. 

PPO  activity  in  Texas 

Several  Texas  law  firms  are  involved  in  assisting  in  the  dev 
opment  of  PPOs  in  Texas  and  in  other  states.  Physician- 
hospital  organizations  (PHOs)  are  being  formed  to  pursue 
joint  ventures  between  hospitals  and  physician  staff  mem- 
bers who  elect  to  join  the  PHO.  Such  joint  ventures  can 
include  the  formation  of  a PPO.  Also,  physicians  and  medi 
society  executives  in  Bexar  and  Travis  counties  have  expe 
ence  in  creating  and  operating  HMOs  in  their  areas.  Those 
contemplating  setting  up  a PPO  may  wish  to  obtain  the  be 
fit  of  their  experience,  since  PPO  alternatives  are  similar  tc 
HMOs  in  their  organization  and  operation. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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tagged  Texas  into  our  computerized 
arts  network.  Stocked  key  parts  in 
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Roche  salutes  the  history  of  Texas  medicine 


DOCTORS 
WHO  WERE 
SOLDIER-STATESMEN 


Three  men  of  medicine,  born  and  raised  in  New 
England  around  the  same  time,  arrived  in  Texas  to 
start  practice  and  play  a significant  role  in  the  history 
of  the  state. 


Dr  Anson  Jones, 

a lineal  descendant  of  Oliver  Crom- 
well, was  his  family's  13th  child. 
Born  in  Massachusetts  in  1798, 
he  graduated  from  Jefferson 
Medical  College  in  1827  and 
established  his  first  practice  in 
Philadelphia.1 
Learning  of  the  opportunities  in  Texas,  then  a part 
of  Mexico,  he  headed  for  Brazoria,  arriving  in  1833 
with  only  $17  in  his  pocket  and  $50  worth  of  medi- 


cine in  his  bag.  As  one  of  the  few  qualified  physicians 
in  colonial  Texas,  he  prospered  from  the  start.2 


Active  in  the  movement  for  Texas  independence, 
Dr.  Jones  was  appointed  Assistant  Surgeon  Gen- 
eral and  Medical  Purveyor  to  the  Army  of  the  Texas 
Revolution. 


With  victory  and  the  establishment  of  the  Repub- 
lic, Dr.  Jones  was  elected  a member  of  the  first  Texas 
Congress.  Shortly  thereafter,  President  Sam  Houston 
appointed  him  the  minister  of  the  new  republic  to 
Washington.  In  1841,  Dr  Jones  was  named  Secretary 
of  State.  He  served  with  distinction,  and  in  1844,  Dr. 
Anson  Jones  was  himself  inaugurated  President  of  the 
Republic  of  Texas.2  In  time,  he  put  forth  the  Republic's 
first  statute  regulating  medical  practice,  became  a 
founder  of  the  Texas  Medical  Association  and  brought 
Texas  into  the  Union.3 

Dr  Ashbel  Smith 

was  born  in  Connecticut  in  1805. 

He  studied  medicine  at  Yale  College 
and  in  Paris,  where  he  both 
expanded  his  medical  knowledge 
and  laid  the  foundation  of  an 
extraordinary  career  in  diplomacy.4 
Upon  return  to  the  United 
States,  he  began  writing  and  practicing  in  Salisbury, 
North  Carolina.  However,  he  was  deeply  concerned 
about  the  struggle  of  Texans  to  obtain  their  freedom — 
and  chose  to  join  them  in  1837.  He  settled  in  Galves- 
ton, where  he  was  soon  appointed  Surgeon  General  of 


the  Army,  and  went  to  live  in  the  home  of  General  Sam 
Houston. 

In  1838,  Dr.  Smith  resigned  his  commission  to 
wage  a gallant  fight  against  Galveston's  first  epidemic 
of  yellow  fever.  His  procedures  and  his  monograph 
on  this  subject  ore  considered  definitive  works  to  this 
day.4 

Through  the  years,  Dr.  Smith  continued  to  be 
regarded  as  Texas'  "number  one  diplomat,''5  serving 
as  Minister  to  France  and  England.  During  the  Civil 
War,  he  was  commander  of  the  defense  of  Galveston. 
In  1878,  Dr  Smith  was  appointed  a commissioner  to 
the  Paris  Exposition;  in  1882,  he  became  President  of 
the  Texas  State  Medical  Association.  He  also  became 
one  of  the  regents  of  the  University  of  Texas,  to  which 
he  donated  his  medical  library  upon  his  death  in  his 
80th  year 14 

Dr  Amos  Pollard, 

born  in  Massachusetts  in  1803, 
studied  medicine  in  New  York  and 
traveled  by  way  of  New  Orleans  to 
Texas. 

There  is  evidence  that  by  1834 
he  was  practicing  in  Gonzalez, 
where  he  was  known  as  an  aboli- 
tionist, active  in  Texas  politics. 

When  General  Austin's  volunteers  marched  on 
San  Antonio,  Dr  Pollard  was  among  them  as  Surgeon 
of  the  Regiment.  Four  months  later,  he  wrote  to  Texas 
Governor  Smith  about  his  lock  of  medicines  and  sup- 
plies. Nevertheless,  he  closed  his  letter  with  "Let  us 
show  them  how  republicans  can  and  will  fight." 

On  March  6,  1836,  when  the  Army  of  Santa  Anna 
stormed  the  Alamo,  Dr.  Pollard  was  killed  while  tend- 
ing the  wounded.  Also  killed  were  his  associates — 

Drs.  Edward  Michison,  John  W.  Thompson  and  John 
Purdy  Reynolds— -not  one  of  them  yet  30  years  old.6 


References:  1.  Packard  FR:  History  of  Medicine  in  the  United  States,  Vol.  II. 
New  York,  Hafner  Publishing  Company,  1963,  pp.  943,  972-973.  2.  Clarke 
TW:  NY  State  J Med  50. 65-68,  1950.  3.  Letter  from  the  Sons  of  the  Republic 
of  Texas  (state  organization)  to  medical  librarians,  sent  with  Gambrell  H: 
Anson  Jones:  The  Last  President  of  Texas.  4.  Gambrell  H:  Anson  Jones:  The 
Last  President  of  Texas  Garden  City,  N.Y.,  Doubleday  & Co.,  1948,  p.  395. 

5.  Stuck  W:  Southern  Surgeon  1 1:742-746,  1942.  6.  Andrassy  RJ,  Hagood 
CO  Jr:  Surg  Gynecol  Obstet  745  913-915,  1977. 
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When  the  history  reveals 
mixed  depression  and  anxiety. 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who  are 
also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  of 
depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy2 

In  another  multicenter  study,3  the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache— 79% 

□ Early  insomnia— 91% 

Middle  insomnia— 87% 

Late  insomnia— 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.3 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treatment  ot  anxiety,  in  Psychopharmacology  In  the  Practice  ot  Medicine,  edited  by  Jarvik  ME;  New 
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In  moderate  depression  and  anxiety 


Tablet*  5-12.5  each  containing  5 mg  chlordiazepoxide  and  125  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 
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LIMBITROL®  Tablets  <E  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  o summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  ond 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving). 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  ontihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular.  Hypotension,  hypertension,  tachycardia,  palpitations,  myocordial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomonia  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s.  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  10-25,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol  5-12.5,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydro- 
chloride salt)— bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription 
Paks  of  50 
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TEXAS  MEDICI 


DEATHS 


/V.T.  Anderson 

/Villiam  Thomas  Anderson,  MD,  an  honorary  member  of 
Texas  Medical  Association,  died  March  31 , 1 984.  Dr  Ander- 
son, 71 , a LaMarque  family  physician,  was  a past  president 
}f  the  Galveston  County  Medical  Society,  and  had  served  as 
a delegate  to  the  Texas  Medical  Association  for  26  years. 

He  was  born  in  Coolidge,  Tex,  and  was  a 1 940  graduate  of 
The  University  of  Texas  Medical  Branch  at  Galveston.  After 
an  internship  at  St  Mary's  Hospital  in  Galveston,  Dr  Anderson 
moved  to  LaMarque  and  established  the  LaMarque  Medical 
and  Surgical  Clinic.  He  retired  in  1980. 

Surviving  family  members  include  his  wife,  Bertha  du 
\/lenil  Anderson,  LaMarque;  sons,  William  Lee  Anderson, 
Jacksonville,  Fla;  Benno  Anderson,  MD,  LaMarque;  Thomas 
:rederick  Anderson,  DDS,  San  Angelo;  and  Richard  Dean 
Anderson,  Georgetown;  and  ten  grandchildren. 

I.T.  Bennett 

lacob  Travis  Bennett,  MD,  85,  past  president  of  the  El  Paso 
bounty  Medical  Society  and  honorary  member  of  the  Texas 
Medical  Association,  died  March  3, 1984.  Dr  Bennett  had 
)een  a resident  of  El  Paso  for  54  years. 

Born  in  Smithville,  Tex,  he  earned  his  doctor  of  medicine 
tegree  from  Johns  Hopkins  University  School  of  Medicine. 

His  internship  was  completed  at  Union  Memorial  Hospital  in 
Baltimore  and  his  residency  in  pediatrics  at  Johns  Hopkins 
Hospital.  Dr  Bennett  moved  to  El  Paso  in  1931 . 

He  was  past  president  of  the  American  Academy  of  Pedi- 
atrics, Texas  Chapter,  and  a diplomate  of  the  National  Board 
af  Medical  Examiners. 

Surviving  family  members  include  his  son,  Travis  H.  Ben- 
lett,  Indianapolis,  Ind;  daughters,  Grace  Wallace,  Houston, 
and  Burgess  Notley,  El  Paso;  and  seven  grandchildren. 

T.G.  Blocker,  Jr 

Truman  G.  Blocker,  Jr,  MD,  75,  president  emeritus  of  The 
University  of  Texas  Medical  Branch,  died  May  1 7, 1 984,  in 
Galveston. 

A 1 933  graduate  of  the  medical  branch,  Dr  Blocker  was  the 
first  to  carry  the  title  of  UTMB  president  and  played  a leading 
role  in  the  history  of  the  institution  for  almost  50  years.  He 
was  an  internationally  recognized  authority  in  the  field  of 
plastic  surgery  and  burn  therapy.  He  was  a brigadier  general, 
US  Army  Reserves  (Ret),  and,  until  shortly  before  his  death, 
was  chairman  of  the  Galveston  College  Board  of  Regents 
and  a trustee  of  Austin  College,  Sherman,  Tex. 

Dr  Blocker  was  associated  with  the  medical  branch  almost 
continuously  since  beginning  his  medical  studies  there  in 
1929.  Born  April  17, 1909,  in  West  Point,  Miss,  he  attended 
public  schools  in  Sherman,  Tex,  and  received  a bachelor  of 
science  degree  from  Austin  College.  He  received  his  medical 
degree  from  UTMB  in  1 933,  served  an  internship  at  the 


Graduate  Hospital  in  Philadelphia,  and  returned  to  UTMB  for 
a residency  in  surgery.  After  brief  service  as  an  instructor  in 
surgery  at  Presbyterian  Hospital,  Columbia  University,  he  be- 
gan almost  50  years  on  the  UTMB  medical  faculty  with  his 
appointment  as  an  assistant  professor  of  surgery  in  1 936. 

Serving  as  a medical  officer  during  World  War  II,  Dr 
Blocker  received  the  Legion  of  Merit  Award  for  his  contribu- 
tions in  plastic  surgery  during  the  war. 

Returning  to  UTMB  in  1 946,  he  was  named  a full  professor 
and  director  of  the  new  division  of  plastic  and  maxillofacial 
surgery.  Before  being  named  chief  administrator  of  the  medi- 
cal branch,  Dr  Blocker  served  as  director  of  the  postgraduate 
division,  director  of  the  special  surgical  unit,  director  of  UTMB 
hospitals,  dean  of  the  clinical  faculty,  chairman  of  the  interim 
executive  committee,  and  chairman  of  the  department  of  sur- 
gery. In  1 964  he  was  named  UTMB  executive  director  and 
dean,  and  in  1 967  became  the  institution’s  first  president.  He 
was  named  the  Ashbel  Smith  Professor  of  Surgery  in  1973. 

Dr  Blocker  had  been  a consultant  to  the  Army,  Air  Force, 
Veterans  Administration,  Department  of  Defense,  M.D.  An- 
derson Hospital,  Shriners  of  North  America,  Public  Health 
Service,  and  Office  of  the  President.  He  was  acting  dean  of 
the  UT  Medical  School,  San  Antonio,  for  part  of  1 972  and 
was  acting  president  of  the  UT  Health  Science  Center,  Hous- 
ton, during  1977-1978. 

Upon  retirement  in  1 974,  Dr  Blocker  became  the  first  to 
hold  the  title  of  UTMB  president  emeritus.  He  maintained  an 
office  on  campus  and  continued  much  of  his  teaching  and 
research  work  as  well  as  his  involvement  in  many  develop- 
ment efforts  at  UTMB. 

Among  the  honors  and  awards  he  received  were  the  Spe- 
cial Honorary  Citation  of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  1963;  the  Distinguished  Alumnus 
Award  from  Austin  College,  1967;  the  Distinguished  Service 
Award  from  the  Texas  Medical  Association,  1 970;  the  Harvey 
Allen  Distinguished  Service  Award,  American  Burns  Associ- 
ation, 1971  (along  with  his  wife,  Virginia  Blocker,  MD);the 
Distinguished  Alumnus  Award  from  The  University  of  Texas 
Medical  Branch,  1971 ; and  the  Distinguished  Service  Award 
from  the  American  College  of  Surgeons,  1 978. 

Survivors  include  his  wife,  Virginia  Blocker,  MD,  Gal- 
veston; daughter,  Anne  Singleton  Blocker,  Woodland  Park, 
Colo;  sons,  Truman  G.  Blocker  III,  MD,  Dallas;  Sterling 
Blocker,  MD,  St  Louis;  and  Gordon  Blocker,  Dallas;  sister, 
Ruth  Cooper,  Allen,  Tex;  and  12  grandchildren. 

S.l.  Draper 

Stuart  I.  Draper,  MD,  Midland,  died  March  6, 1984.  He  was 
72. 

Dr  Draper  was  born  in  Alpine,  Tex,  and  graduated  with  an 
MD  degree  from  The  University  of  Texas  Medical  Branch  in 
Galveston.  A colonel  in  the  US  Army,  Dr  Draper  was  the  re- 
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cipient  of  numerous  medals  and  citations.  During  1965-1970, 
he  served  as  director  of  Public  Health  Services  for  Port 
Arthur.  He  moved  to  Midland  in  1 970  to  serve  as  the  director 
of  the  Public  Health  Department  for  Midland,  Ector,  Howard, 
and  Andrews  counties.  He  retired  in  1978. 

Surviving  Dr  Draper  are  his  wife,  Ruth  Adams  Draper,  Mid- 
land; daughters,  Sandra  Spurgeon,  Duluth,  Minn;  Barbara 
Pantzer,  Lexington,  Ky;  and  Jane  Burgess,  San  Antonio;  sis- 
ters, Mamie  Dixie  Conn,  Fabens,  Tex;  and  Gamalie  Johnson, 
San  Antonio;  and  two  grandchildren. 

E.S.  Farrington,  Jr 

Evan  Stanley  Farrington,  Jr,  MD,  a Longview  dermatologist, 
died  April  2, 1 984,  at  age  56. 

Dr  Farrington  had  lived  in  Longview  since  1957.  He  was 
born  in  Fort  Worth  and  attended  Texas  Christian  University. 
Graduation  from  The  University  of  Texas  Medical  Branch  in 
1 950  was  followed  by  an  internship  at  Kansas  City  General 
Hospital.  During  the  Korean  War  he  was  a Navy  officer  as- 
signed to  a Marine  MASH  unit.  When  he  returned  from  Korea 
he  served  a residency  at  UT  Medical  Branch  until  1957, 
when  he  moved  to  Longview. 

Dr  Farrington  was  a past  president  of  the  Gregg  County 
Medical  Society. 

Surviving  family  members  include  his  wife,  Norma 
Plummer  Farrington;  and  daughters,  Lucy  Frances  Far- 
rington and  Helen  E.  (Betsy)  Farrington;  son,  Evan  Stanley 
Farrington  III,  all  of  Longview;  and  sisters,  Helen  McLeland, 
Fort  Worth;  and  Dorothy  Hayes,  San  Angelo. 

L.R.  Kimsey 

Larry  Rex  Kimsey,  MD,  53,  died  March  29,  1984.  Dr  Kimsey 
had  been  an  associate  professor  of  psychiatry  and  director  of 
the  psychiatry  outpatient  department  at  The  University  of 
Texas  Medical  School  in  Houston  before  moving  to  Flint,  Tex, 
in  1982. 

Born  in  Fort  Worth,  Dr  Kimsey  received  a bachelor  of  sci- 
ence degree  from  North  Texas  State  University  in  Denton.  In 
1954  he  was  graduated  from  Southwestern  Medical  School 
in  Dallas  and  then  served  a rotating  internship  at  Methodist 
Hospital,  Dallas.  He  remained  in  Dallas  and  during  1 965-1968 
he  served  a residency  in  psychiatry  at  Parkland  Memorial 
Hospital.  Dr  Kimsey  moved  from  Dallas  to  Houston  in  1978. 

He  is  survived  by  his  wife,  Ethelyn  Kimsey,  Flint;  son, 

L.  Mark  Kimsey,  MD,  Dallas;  daughters,  Cheryl  Killian, 
Nampa,  Idaho;  and  Teresa  Tucker,  Waco;  and  three 
grandchildren. 

R.M.  Marshall 

Reagan  Meredith  Marshall,  MD,  a Houston  surgeon,  died 
March  5, 1 984,  at  age  74. 

Dr  Marshall  was  a lifelong  resident  of  Houston.  He  re- 
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ceived  his  premedical  education  at  the  University  of  Houstor 
In  1933  he  was  graduated  from  Baylor  College  of  Medicine  ii 
Dallas,  and  then  returned  to  Houston  for  an  internship  at 
Jefferson  Davis  Hospital  and  a residency  at  St  Joseph  Hosp 
tal.  Dr  Marshall  continued  his  practice  in  Houston  and  later 
became  a fellow  of  the  American  College  of  Surgeons. 

During  World  War  II  Dr  Marshall  served  in  the  US  Army  Air 
Corps. 

He  is  survived  by  his  daughter,  Meredith  Beck,  Houston; 
son,  Reagan  M.  Marshall  II,  Pearland,  Tex;  seven  grand- 
children; and  two  great-grandchildren. 

E.A.  Paterson 

Elizabeth  Agnes  Paterson,  MD,  an  Austin  anesthesiologist, 
died  April  5, 1 984.  She  was  83. 

Dr  Paterson  had  practiced  in  Austin  from  1932  until  her 
retirement  in  1969.  Born  in  San  Antonio,  she  received  BA 
and  MD  degrees  from  Tulane  University.  After  graduating 
from  medical  school  in  1929  she  served  an  internship  at  Chil 
dren’s  Hospital  in  San  Francisco.  She  began  a general 
practice  in  Austin  in  1932  and  later  limited  her  practice  to 
anesthesiology  after  a residency  at  UT  Medical  Branch  at 
Galveston  during  1948-1950. 

Surviving  family  members  include  Dr  Paterson’s  sister, 
Mary  Paterson  Rose,  Austin;  two  nephews,  and  one  niece. 

C.E.  Renfro 

Carl  Earnest  Renfro,  MD,  an  Arlington  psychiatrist,  died 
March  2,  1984. 

Dr  Renfro,  47,  was  born  in  Houston  and  attended  Rice  Uni  I 
versity.  Graduation  from  UT  Medical  Branch  in  1963  was 
followed  by  an  internship  at  St  Luke’s  Hospital  in  Denver  and 
a residency  at  Rollman  Psychiatric  Institute  in  Cincinnatti. 

Dr  Renfro  served  in  the  US  Navy  during  1 967-1969  and  ther 
returned  to  Texas  for  a residency  in  child  psychiatry  at  South 
western  Medical  School,  Dallas.  He  practiced  in  Dallas  until 
his  move  to  Arlington  in  1971 . 

Surviving  family  members  include  Dr  Renfro’s  parents, 

Carl  and  Jeanette  Renfro;  sister,  Leah  Jo  Adams;  and  three 
nephews,  all  of  Crockett,  Tex. 

W.G.  Roberson 

Wilbur  Gillis  Roberson,  MD,  a longtime  Sherman  physician, 
died  March  6, 1 984,  at  age  62. 

A native  of  Wise,  Va,  Dr  Roberson  had  practiced  in  Sher- 
man from  1 957  until  his  retirement  in  1 980.  He  was  the 
founder  of  the  medical  services  department  at  Austin 
College. 

During  1 941  -1 945,  Dr  Roberson  served  in  the  Army  Air 
Corps.  He  spent  1 9 months  in  a German  prisoner  of  war 
camp  and  was  awarded  the  Purple  Heart  and  Army  Air  Medal 
In  1 948  he  received  a bachelor  of  arts  degree  from  The 
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University  of  Texas  at  Austin  and  in  1 953  was  graduated  from 
, he  University  of  Pennsylvania  School  of  Medicine.  He  served 
in  internship  at  Pennsylvania  Hospital  in  Philadelphia  and  a 
esidency  at  the  University  of  Pennsylvania  Hospital. 

Survivors  include  his  wife,  Grace  Ceney  Roberson,  Sher- 
man; sons,  Richard  M.  Roberson,  Houston,  and  Francis  W. 
Roberson,  DVM,  Sherman;  daughter,  Grace  C.  Malberg,  Pile 
3ay,  Alaska;  brother,  W.R.  Roberson,  Sherman;  and  six 
jrandchildren. 

Y.P.  Shultz 

Norma  Price  Shultz,  MD,  a Harlingen  family  physician,  died 
Vlarch  26,  1984. 

Dr  Shultz,  62,  was  born  in  Bronte,  Tex,  and  attended  Texas 
Tech  University.  She  received  a bachelor  of  arts  degree  from 
3aylor  University  in  1949  and  a medical  degree  from  The 
University  of  Texas  Medical  Branch  at  Galveston  in  1954.  Her 
nternship  was  at  Methodist  Hospital  in  Dallas.  After  practic- 
ng  for  a short  period  in  Dallas  and  in  McLean,  Tex,  Dr  Shultz 
moved  to  Harlingen  in  1 958.  She  was  a member  of  the  medi- 
al advisory  committee  for  the  Texas  Rehabilitation 
Commission. 

She  is  survived  by  her  husband,  Donald  Shultz,  MD, 
Harlingen;  daughters,  Laurie  Mann,  Playa  Del  Rey,  Calif;  and 
Sandra  Shultz,  Harlingen;  mother,  Layonna  Price;  and 
brother,  Rev  Tom  Price,  both  of  San  Antonio. 

J.L.  Sullivan 

John  L.  Sullivan,  MD,  an  Austin  surgeon,  died  April  3, 1984, 
at  age  81. 

Dr  Sullivan,  a native  of  La  Crosse,  Wis,  was  a 1928  gradu- 
ate of  Marquette  University  Medical  School  in  Milwaukee.  His 
internship  was  at  St  Elizabeth  Hospital  in  Youngstown,  Ohio; 
his  residency  was  at  Michael  Reese  Hospital  in  Chicago. 

Dr  Sullivan  practiced  for  32  years  in  Elyria,  Ohio,  before  mov- 
ing to  Austin  in  1965.  He  was  affiliated  with  The  University  of 
Texas  Health  Center  for  many  years  and  with  the  State  of 
Texas  Rehabilitation  Center  until  1982. 

Survivors  include  Dr  Sullivan’s  wife,  Elizabeth  Rose 
Sullivan,  Austin;  sons,  Richard  George  Sullivan,  Lewisville, 
Tex;  John  Michael  Sullivan,  Austin;  and  James  Leo  Sullivan, 
Hockley,  Tex;  daughter,  Dorothy  Ann  Postler,  Huntington 
Woods,  Mich;  brothers,  Ed  Sullivan,  La  Crosse,  Wis;  Larry 
Sullivan,  Youngstown,  Ohio;  and  Ray  Sullivan,  Eau  Claire, 
Wis;  and  1 1 grandchildren. 

C.G.  Yarbrough,  Jr 

Cecil  Gilbert  Yarbrough,  Jr,  MD,  Arlington,  died  April  1 , 1 984, 
at  age  72. 

Dr  Yarbrough  had  practiced  in  Coleman,  Tex,  for  several 
years  before  serving  on  the  staffs  of  Hendrick  Medical  Center 
in  Abilene,  Veterans  Administration  and  Parkland  Memorial 


hospitals  in  Dallas,  and  John  Peter  Smith  and  Glenview  hos- 
pitals in  Fort  Worth.  He  also  had  been  a faculty  member  of 
Southwestern  Medical  School  in  Dallas  before  retiring  in 
1982. 

A Denton  native,  Dr  Yarbrough  was  a 1 932  graduate  of 
North  Texas  State  University  and  a 1937  graduate  of  Baylor 
College  of  Medicine.  His  internship  was  at  Tacoma  (Wash) 
General  Hospital.  He  later  held  a residency  in  anesthesiology 
at  Hines  (III)  Veterans  Administration  Hospital. 

Surviving  family  members  include  Dr  Yarbrough’s  wife, 
Bernice  Lee  Yarbrough,  Arlington;  sons,  Jerry  Yarbrough, 
Abilene;  and  Gilbert  Yarbrough,  Mesquite,  Tex;  daughter, 
LuCinda  Crossman,  Leavenworth,  Kan;  sister,  Louise  Stub- 
blefield; and  brother,  Lonnie  J.  Yarbrough,  both  of  Denton. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


W.  T.  ANDERSON 
LaMarque,  1913-1984 

J.  T.  BENNETT 
El  Paso,  1899-1984 

T.  G.  BLOCKER,  JR 
Galveston,  1909-1984 

S.  I.  DRAPER 
Midland,  1911-1984 

E.  S.  FARRINGTON,  JR 
Longview,  1927-1984 


L.  R.  KIMSEY 
FLINT,  1931-1984 

R.  M.  MARSHALL 
Houston,  1909-1984 

E.  A.  PATERSON 
Austin,  1900-1984 

C.  E.  RENFRO 
Arlington,  1936-1984 

W.  G.  ROBERSON 
Sherman,  1921-1984 


N.  P.  SHULTZ 
Harlingen,  1922-1984 

J.  L.  SULLIVAN 
Austin,  1903-1984 

C.  G.  YARBROUGH,  JR 
Arlington,  1911-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME 

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
nedical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1984  the  library  will  add  more  than  600  book  titles 
o its  53,900-volume  collection  of  books  and  bound  journals, 
ind  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
elated  journals.  For  additional  information,  call  the  Memo- 
da I Ubrary  at  (512)477-6704. 


In  the  TMA  Library 

Baldessarini  RJ:  Biomedical  Aspects  of  Depression  and  its 
Treatment.  American  Psychiatric  Press,  Inc,  1983. 

Fisher  SV,  Helm  PA  (eds):  Comprehensive  Rehabilitation  of 
Burns.  Baltimore,  Williams  & Wilkins,  1984. 

Mannheimer  JS,  Lampe  GN:  Clinical  Transcutaneous  Elec- 
trical Nerve  Stimulation.  Philadelphia,  F.A.  Davis  Company, 
1984. 

Rockwood  CA  Jr,  Green  DP  (eds):  Fractures  in  Adults,  vols 
1-2.  Philadelphia,  J.B.  Lippincott  Company,  1984. 

Henry  JB:  Clinical  Diagnosis  and  Management  by  Labora- 
tory Methods,  ed  17.  Philadelphia,  W.B.  Saunders  Company, 
1984. 

Walton  DN:  Ethics  of  Withdrawal  of  Life-Support  Systems. 
Westport,  Conn,  Greenwood  Press,  1983. 

In  the  Audiovisuals  Collection 

Abortion.  Vz”  VHS;  13  min.  Chicago,  Coronet  Films  & Video, 
1979. 

An  Approach  to  Controlling  the  Cost  of  Medical  Care.  Vz 
VHS;  83  min.  Austin,  Texas  Medical  Association,  1983.  (Lay 
public) 

Back  Talk  (Prevention  of  back  strain).  Vz  VHS;  12  min. 
Evanston,  III,  PRI  Health  Care  Education,  1978.  (Patient 
education) 

Development  of  a Slide-tape  Instructional  Presentation.  71 
slides/cassette;  25  min.  Washington,  DC,  National  Library  of 
Medicine,  1979. 

Emergency  Childbirth  II.  16  mm;  30  min.  Highland  Park,  III, 
Perennial  Education,  Inc,  1983.  (Lay  public) 


Feminine  Hygiene.  Vz”  VHS;  16  min.  Chicago,  Coronet  Films 
& Video,  1980.  (Adolescent  through  adult  women) 

Going  to  the  Hospital.  Vz  VHS.  Pittsburgh,  Family  Communi- 
cations, 1976.  (Professional,  parents,  and  young  children) 

Hard  Climb  (Teen  sexuality).  16  mm,  27  min.  Evanston,  III, 
Perennial  Education,  1 983.  (Jr-Sr  high  school  boys) 

Having  an  Operation.  Vz  VHS.  Pittsburgh,  Family  Communi- 
cations, 1976.  (Professionals,  parents,  and  young  children) 

Lifestyle  and  Rehabilitation.  Vz"  VHS;  1 2 min.  Chicago,  Coro- 
net Films  & Video,  1980.  (Lay  public) 

Microsurgical  Transplantation:  Present  Status  of  Microsur- 
gery in  Hand  Surgery.  Harry  J.  Buncke.  Vz  VHS;  30  min. 
Baltimore,  University  Park  Press,  1983.  (Professional) 

Occlusive  Disorders,  Part  II:  Peripheral  Occlusive  Disease, 
ed  2.  52  slides/cassette;  24  min.  Garden  Grove,  Calif,  Med- 
com,  1981.  (Professional) 

Pediatric  Dermatology,  Part  I:  Differential  Diagnosis  of  Com- 
mon Bacterial  Skin  Infections,  ed  2.  60  slides/cassette;  25 
min.  Garden  Grove,  Calif,  Medcom,  1981.  (Professional) 

Pediatric  Dermatology,  Part  II:  Differential  Diagnosis  of 
Uncommon  and  Unusual  Bacterial  Infections,  ed  2.  56 
slides/cassette;  24  min.  Garden  Grove,  Calif,  Medcom,  1981. 
(Professional) 

Pesticide  Poisonings  and  Injuries:  Where,  When,  and  How. 
65  slides/cassette;  26  min.  Washington,  DC,  National  Medi- 
cal Audiovisual  Center,  1978.  (Professional) 

Project  Lifesaver  (CPR).  16  mm;  20  min.  American  Heart 
Association  and  American  Red  Cross,  Belo  Broadcasting 
Corporation,  1980.  (Lay  public) 

Skin  Diseases  of  Agricultural  Workers.  78  slides/cassette; 

28  min.  Iowa  City,  The  University  of  Iowa,  1 980. 

(Professional) 

Total  Parenteral  Nutrition,  Part  II:  Home  Hyperalimentation. 
57  slides/cassette;  25  min.  Garden  Grove,  Calif,  Medcom, 
1982.  (Professional) 

We  can’t  go  on  like  this  (Nicotine  addiction).  Vz  VHS;  30  min. 
Washington,  DC,  National  Audiovisual  Center,  1983.  (Lay) 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD.  FACA,  FAACLA.  Allergy-Dermatology 
Wallace  A.  Crozier.  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7801  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS.  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi.  Texas  78404 
512  884-2841;  exchange  512  884-0661 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston.  Texas  77025;  713  661-1444 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 

1107  Doctors  Drive.  Tyler,  Texas  75701 
214  592-6635 


WILLIAM  R.  McKENNA,  MD 

Diplomate.  American  Board  of  Allergy  and  Immunology 
2121  Pease  St..  Suite  2-E,  Harlingen.  TX  78550;  512  425-9240 
Branch  Offices: 

222  E.  Ridge,  Suite  117.  McAllen,  TX  78503;  512  686-3705 

844  Central  Blvd.,  Suite  200,  Brownsville.  TX  78520;  512  541-1561 


Anesthesiology 


DRS.  TALMAGE  <S  HAY.  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Clinics 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas.  Texas  75230 
214  661-7770 

CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade.  MD.  FACC.  FACP 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp.  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley.  MD 
Charles  S.  Wnite  III.  MD 


Diplomates  American  Boards  of  Internal  Medicine. 
Cardiology.  Gastroenterology,  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck,  Clinic  Coordinator 

18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 

Telephone  713  333-9323 


lohn  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  & Psychological 
Testing 

Behavioral  Analysis 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  43G,  Fort  Worth  76109 
817  731-7222 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

lames  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick.  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 


SLEEP  DISORDERS  CENTER 


Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350,  Houston,  Texas  77055 


713  973-NITE 


Todd  J.  Swick,  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

Tack  D.  Van  Campen,  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan,  MD 

Cardiology 

Irvin  J.  Saron,  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

3300  Waterbury,  Suite  240,  Houston,  Texas  77055 

713  973-3400  . 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 

[effrey  Brown,  MD,  Director-Endocrinologist 

[lene  Ereuser,  RN,  CPNP,  Program  Coordinator/Educator 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

317  338-4501  (24  hours) 

DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
iDallas,  Texas  75230;  Phone  214  661-7460 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas.  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomat©,  American  Board  of  Internal  Medicine 
and  Endocrinology/Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio.  Texas  78205 

Telephone  512  226-9161 
226-9170 


ERIC  A.  ORZECK,  MD,  FACP 


Endocrinology  <£  Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomat©  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd.  #208.  Dallas,  Texas  75208; 

214  948-8664 
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JAIME  H.  CASTRO,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Endocrinology  and  Diabetes 

2300  Ellis  Avenue,  Fort  Worth,  Texas  76106:  817  625-6253 
7505  Glenview  Drive,  Fort  Worth,  Texas  76118:  817  625-6254 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Gastroenterology  Immunology 


CECIL  O.  PATTERSON,  MD,  FACP  IMMU-TEST  LABORATORIES,  INC. 

Gastroenterology,  Gastroscopy,  Esophagoscopy  Immunology  Reference  Laboratory 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235  Director:  Maria  A.  Scouros,  MD 

214  358-2545  Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint,  Suite  405,  Houston,  Texas  77055;  713  464-9562 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


General  Surgery 


Nephrology 

SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS 

John  W.  Winter,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 

7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 

Neurological  Surgery 

JACK  STERN,  MD,  FACS 

GARY  C.  HUTCHISON.  MD.  FACS 

THOMAS  R.  BOULTER.  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363*8524 

Hand  Surgery 

L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave„  Suite  450,  Dallas,  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

DOCTORS  SMITH.  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
loe  Ellis  Wheeler,  MD 

Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 

Telephone  817  336-0551 

ROBERT  E.  BUNATA,  MD,  PA 

B.  J.  WROTEN,  MD 

WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

801-803  West  Terrell.  Ft.  Worth.  Texas  76104 

Telephone  817  335-5411 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson.  MD 

Morris  Sanders,  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620. 

Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905, 

Dallas.  Texas  75231;  214  369-7596 

W.  DENNIS  STRIPLING,  MD,  PA 

MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas,  Texas  75231;  214  368-3776 

KENNETH  D.  GLASS.  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 

Telephone  214  631-7488 

DRS.  CHERRY,  LONG  & SCOTT 

NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 

R.  Gordon  Long,  MD,  DABNS,  FACS 

Bennie  B.  Scott,  MD,  DABNS,  FACS 

John  V.  Coon,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 

TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 
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TEXAS  MEDICI! 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder,  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

; Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper.  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211,  Houston,  TX  77074;  713  270-1188 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts.  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPK,  FACS,  PA 

Diplomats  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton.  El  Paso.  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


- HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston, 
Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo.  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD.  FACS 
Robert  B.  Wilkins.  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  79C-1100 
Charles  A.  Garcia.  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon.  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis,  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman,  MD 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


Volume  80  August  1984 


85 


HOUSTON  ORTHOPEDIC  CENTER 

HAROLD  GRANEK,  MD  Donald  T.  Lazarz,  MD 

Lee  C.  Detenbeck.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  John* j.s DeBent^-^MD0 


Medical  Tower,  Suite  220,  1550  West  Rosedale, 
Fort  Worth,  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso,  Texas  79902;  915  532-3912 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  R.  Dan  Loyd,  MD 

Dan  R.  Sutherland,  MD  Huntley  G.  Chapman,  MD 

John  B.  Gunn,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


DAVID  I.  TASKER,  MD,  FACS 
Subspecialty:  Contact  Lenses 

Branch  Offices: 

4499  Medical  Dr.  #123,  San  Antonio  512  690-8181 
1012  C Street,  Floresville  512  393-2551. 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building.  Suite  106, 

800  East  30th  Street,  Austin  78705;  512  479-8101 
3103  Scott  Blvd..  Temple  76501;  1-800-252-3437 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


ANGELO  L.  OTERO,  MD.  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 

Representing  TMA's  Legislative  Views 

. . . Another  service  oi  your  association 


3702  20th  Street,  Suite  B,  Lubbock,  Texas  79410 
Telephone  806  797-9666 

ARMSTRONG  & RICHARDS  ORTHOPEDICS 

George  N.  Armstrong,  Jr.,  MD,  PA 
John  A.  Richards,  MD,  PA 

1400  South  Main  Street,  Suite  207,  Fort  Worth,  Texas  76104;  817  336-6222 
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TEXAS  MEDICIN 


Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr..  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 
Diplomates,  American  College  of  Surgeons 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 
9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


PRESBYTERIAN  HOSPITAL  OF  DALLAS 
Inpatient  and  Outpatient  Rehabilitation  Services, 
including  Physical  Medicine,  Physical  Therapy, 
Occupational  Therapy,  Speech  Pathology, 
Electroneurodiagnostic  Testing  and  Others. 

James  Garrison,  MD,  Director,  Physical  Medicine 

8200  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-7454 

Plastic  Surgery 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES  AND  ASSOCIATES 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  641-2245 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomats  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street — Suite  C-ll.  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  4865,  Austin.  Texas  78765 
Telephone:  512  452-2529 

Office  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf.  MD,  FACS 

Raymond  O.  Brauer,  MD.  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <S  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


JOSEPH  P.  FLEMING,  MD,  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  <£  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr..  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin.  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III.  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 
(Adults  & Adolescents — Inpatient  & Outpatient) 

Department  of  Psychology 

Donald  E.  Jabury,  PhD  George  H.  Withers,  PhD 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
Joel  A.  Holiner,  MD 


William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson.  MD 
S.  Richard  Roskos,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas.  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 

Dallas.  Texas  75211;  214  296-6241  PulmOndry  DiSedSeS 


Jerry  M.  Lewis,  MD  John  G.  Looney,  MD 

Doyle  I.  Carson.  MD  Kathleen  B.  Erdman.  MD 

Keith  H.  Johansen,  MD  Don  C.  Payne,  MD 

James  K.  Peden,  MD  Mark  J.  Blotcky,  MD 

Charles  G.  Markward,  MD  L.  Dwight  Holden,  MD 

Byron  L.  Howard,  MD  Paul  M.  Hamilton,  MD 

Roy  H.  Fanoni,  MD  William  W.  Estabrook,  III,  MD 

Mark  P.  Unterberg,  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <5  Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <S  Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Rddiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 
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TEXAS  MEDICINE 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomats  American  Boards  oi  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <&  Surgical  Clinic 
i410S  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  oi  Surgery  and  Board  oi  Thoracic  Surgery 
(’Certificate  oi  special  qualiiication  in  general  vascular  surgery, 
American  Board  oi  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower,  3600  Gaston  Avenue, 
l Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  oi  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

It)  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


BERNARD  R.  JACK.  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
) Hugh  Lamensdori,  MD 
Ira  N.  Hollander,  MD 

Box  11340,  1415  Pennsylvania  Ave..  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  oi  the  American  Board  oi  Urology 
Fellow  oi  the  American  College  oi  Surgeons 
Follow  oi  the  Society  ior  Pediatric  Urology 

Urology- — Adult  and  Pediatric 

i 3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  I.  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Representing  the  Profession 

. . . Another  service  of  your  association 


Texas  Medical  Association 
1984  Fall  Conference 

Update  on 
Issues  in  Medicine 

September  15 
9 am  to  4 pm 
Hyatt  Regency  Austin 

• Speakers  on  professional  liability,  market- 
ing your  practice,  government  regulation, 
and  more 

• Breakout  sessions  to  bring  you  up-to-date 
on  a variety  of  issues 

• Postgraduate  courses,  September  15-16 

Watch  your  mail  and  Texas  Medicine  for 
more  details  and  registration  information  on 
the  TMA  Fall  Conference! 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107.’ 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gult.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proio- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED,  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians.  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Excellent  working  conditions.  Fee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


URGENTLY  REQUIRE  FAMILY  PHYSICIAN  to  take  over  busy  practice 
from  retiring  physician  in  a group  setting.  Located  in  prosperous  small 
town  30  miles  from  central  Dallas.  Physician  good-will  available.  Con- 
tact: David  Ellis,  MD,  101  N.  Houston  Street,  Kaufman,  Texas  75142; 
214  932-2141. 


FAMILY  PRACTITIONER  WANTED— Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


UROLOGIST  NEEDED— WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salat y in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas,  77057.  For  outside  Texas  call  800 
231-7578. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam 
ily  practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe 
diatrics  and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi 
cal  Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  cal 
713  496-7777. 


DALLAS./FORT  WORTH:  Physicians  wanted  for  locums  tenens  in  FP 
ER,  health  clinics  on  full  or  part-time  basis.  Malpractice  covered 
flexible  hours,  good  locations  and  remuneration.  Call  Kathy  Snyder 
214  442-2424  or  214  442-5446  after  6 pm  or  write  Snyder  & Associates 
P.O.  Box  1057,  Wylie,  TX  75098. 


AUSTIN:  Full  and  part-time  physicians  for  urgent  care  centers.  In  the 
most  desirable  city  in  the  Southwest.  Guaranteed  income  with  flexible 
scheduling,  malpractice,  plus  incentives  and  no  night  call.  Send  CV 
to  Medical  Director,  1015  East  32nd  Street,  Suite  3,  Austin,  Texas  78705. 


PEDIATRICIAN,  INTERNAL  MEDICINE,  general  surgery,  orthopedics: 
Medical  office  building  to  be  constructed  adjacent  to  hospital.  Practice 
opportunities  available  in  newly  formed  multispecialty  group  or  will 
assist  in  starting  solo  practice.  Contact  Administrator,  Haltom  General 
Hospital,  2919  Marlcum  Drive,  Fort  Worth,  Texas  76117;  817  831-0311. 


EMERGENCY  PHYSICIAN  NEEDED  IMMEDIATELY.  Internist  or  family 
practitioner  Texas  license  required.  Emergency  clinic  backed  by  in- 
ternists. Prefer  full  time  physician.  Guarantee  $70  000  with  incentives 
and  benefits.  Highly  potential  position.  Submit  CV  to  Ad-462,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


UVALDE,  EMERGENCY  DEPARTMENT  director  and  staff  positions 
needed  for  the  local  hospital  that  supports  a community  of  35,000 
throughout  the  city  and  country.  The  emergency  department  has  a 
medium  volume  which  increases  in  the  summer  due  to  tourist  activi- 
ties. Uvalde  is  one  of  the  most  picturesque  and  beautiful  small  cities 
in  Texas.  Located  on  U.S.  Highway  90,  halfway  between  San  Antonio 
78  miles  to  the  east  and,  Del  Rio  on  the  Mexican  border  20  miles  to 
the  west.  Physicians  interested  in  these  positions  should  contact 
Chuck  Arnecke,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


TEXAS  VICTORIA,  emergency  physicians  for  new  hospital  medical 
center.  This  progressive  city  of  75,000,  25  miles  from  the  Gulf  coast 
offers  opportunities  that  include  hunting,  fresh  and  salt  water  fishing, 
boating,  water  skiing,  etc.  Must  have  two  years  experience  in  ER 
work  or  be  board  eligible  or  certified  in  family  practice,  surgery  or 
internal  medicine.  Excellent  pay.  For  details  contact:  Chuck  Arnecke, 
Emergency  Physicians  Associates,  604  Richmond  Avenue,  San  Antonio, 
Texas  78215;  512  222-0746. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits.  Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIANS  AND  OBSTETRICIANS  NEEDED:  Excellent  opportunity 
in  busy  North  Houston  clinic  for  new  practice  or  staff  position.  Call 
Mr.  Novak,  713  483-4878. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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NEUROSURGEONS  ARE  URGENTLY  NEEDED  for  several  positions 
throughout  Texas-  Both  solo  or  association  practice  opportunities  are 
available.  Free  placement  service.  Please  send  your  curriculum  vitae 
to  Kay  Cox,  HCA  West,  8131  LBJ  Freeway,  Suite  460,  Dallas,  Texas 
75251.  Or  call  toll-free  1-800-527-0735  if  calling  from  outside  Texas  or 
call  collect  214-644-2600. 

FAMILY  PRACTITIONER  WITH  OB/GYN  SKILLS:  to  join  multi-specialty 
group  in  well  equipped  offices.  Liberal  salary  with  excellent  fringes, 
leading  to  ownership  in  association.  Excellent  schools  and  recreational 
facilities.  Suburb  of  Houston,  Texas.  Contact  Wm.  Mulheron,  Executive 
Director,  Medical  & Surgical  Group,  1105  Decker  Drive,  Baytown  Texas 
77520;  713  427-1761. 

OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 


FAMILY  PRACTICE — Opportunity  to  join  successful  four  year  old  prac- 
tice in  Houston  suburb  of  Katy,  Texas.  No  OB  or  newborn  care.  Must 
have  excellent  communication  skills  and  practice  up-to-date  medicine. 
Send  CV  to  Carolyn  .Oliver,  MD,  22503  Katy  Freeway,  #7,  Katy,  Texas 
77450  or  call  the  office  and  ask  for  Cynthia  Dukes  for  more  details 
713  392-6565. 

INTERNIST  (GEN.  PHYS.  Ill)  Board  eligible  or  certified,  Wichita  Falls 
State  Hospital,  Wichita  Falls,  Texas.  Population  100,000.  Accredited, 
JCAH.  Salary  up  to  $64,200.  Work  in  medical  and  surgical  section  of 
the  psychiatric  hospital.  Write  Richard  Bruner,  Superintendent,  Box 
300,  Wichita  Falls,  Texas  76307,  or  call  collect  817  692-1220.  An  EO/AAE. 

WANTED:  One  or  more  physicians  preferably  with  generalist  ex- 
perience, US  trained  only,  for  48  hour  (four  day)  work  week.  No 
overhead  or  any  responsibility  but  patient  care  with  a salary  of 
$5000/month  or  more.  Please  reply  to  Ad-471,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

FULLTIME  PHYSICIAN  NEEDED  for  a primary  care  clinic.  We  offer  an 
excellent  compensation  package  for  the  right  person.  Submit  CV  to 
Ad-469,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

FAMILY  PRACTICE:  Retiring  physician  seeking  younger,  well-trained 
physician  to  resume  his  desirable,  well-established  practice  in  Austin, 
Texas.  Excellent  location  with  great  potential  for  growth  or  associate. 
This  opportunity  is  available  now.  Please  call  or  send  curriculum  vitae 
to  Ad-470,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

ORTHOPEDIC  SURGEON  NEEDED  for  West  Texas  group  practice.  This 
is  an  excellent  opportunity  with  unlimited  potential  in  a city  of  over 
100,000.  Excellent  hospitals.  For  additional  information  contact  Pro- 
fessional Practice  Consultants,  Attn:  Bill  Williams,  P.O.  Box  358,  Hot 
Springs,  AR  71902;  501  624-6877. 

FAMILY  PRACTICE— ROCKWALL,  TEXAS  (20  miles  from  Dallas  on 
Lake  Ray  Hubbard),  busy,  no  OB,  well  established,  six  figure  gross, 
rapidly  growing  area.  Call  214  722-5334  or  write  104A-2313  Ridge  Road, 
Rockwall,  Texas  75087.  Scott  K.  Ross,  MD. 

AUSTIN — MINOR  EMERGENCY  CENTER  desires  American  trained 
emergency /primary  care  physician.  Must  relate  well  to  patients.  Great 
city.  Great  practice.  Sena  CV  to  Dennis  D.  Ela,  MD,  2118  West  Ander- 
son Lane,  Austin,  Texas  78757;  512  459-4367. 

FAMILY  PRACTITIONER  AND  GENERAL  INTERNIST  for  a newly  built 
clinic  to  join  two  other  physicians.  Terms  negotiable.  Please  write  or 
call:  Southpark  Diagnostic  Clinic,  2020  Lindbergh,  Tyler,  Texas  75703; 
214  581-5115: 

PHYSICIANS  NEEDED:  Tired  of  Medicare  and  Medicaid?  Looking  for  a 
good  guaranteed  salary  and  profit  sharing  benefits?  ER  clinic  is  look- 
ing for  physicians  in  East  Texas  area.  Expense  paid  interview.  Call 
collect  214  839-7739  or  214  566-1608,  or  write  Ad-474,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BC/BE  FAMILY  PRACTITIONER:  Licensed  or  eligible  for  licensure  in 
state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private  practice 
opportunities  and  guarantees.  Call  R,  Nast  at  713  529-3399  or  send  CV 
to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston,  Texas 
77006. 

BC/BE  OBSTETRICS  & GYNECOLOGY.  Licensed  or  eligible  for  licensure 
in  state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private  prac- 
tice opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or  send 
CV  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston, 
Texas  77006. 

FAMILY  PRACTICE  PHYSICIAN — Busy  three  man  group  with  one  doctor 
leaving;  immediate  practice.  NE  Texas,  small  town,  65  bed  hospital. 
Seeking  recent  FP  graduate,  US  trained.  OB  beneficial.  $5,000/mo. 
guaranteed  plus  productivity  bonus.  Would  consider  1985  graduate  of 
FP  residency.  Contact  James  W.  Morris,  Atlanta  Family  Practice  Clinic 
Assn.,  P.O.  Box  28,  Atlanta,  Texas  75551 

TEXAS,  HOUSTON:  MediClinic,  an  expanding  group  of  (currently)  7 
primary  care  offices  (the  largest  family  practice  in  Texas),  has  im- 
mediate openings  for  both  full  and  part-time  physicians.  Practice  in  a 
professional  environment  with  professionals,  without  the  hassle  of 
staffing  and  administrative  details.  Health  insurance,  company-paid 
malpractice  insurance  and  profit-sharing  plan  available.  Call  Barry 
Halpern  713  783-4707. 

TEXAS — DALLAS-FORT  WORTH  AREA  Denton  County,  Texas  is  the 
fourth  fastest  growing  county  in  the  U S.  Due  to  this  growth,  we  are 
recruiting  physicians  in  all  specialties  to  meet  the  needs  of  our  grow- 
ing practice.  First  Texas  Medical,  Inc.  is  a growing,  multispecialty 
group  practice  operating  hospitals  and  offices  in  Denton,  Carrollton, 
and  Lewisville,  Texas.  Physicians  receive  a guaranteed  income  with 
liberal  benefits  and  the  opportunity  to  become  an  associate  of  the 
group.  We  have  no  junior/senior  partners  and  strive  to  provide  an 
atmosphere  that  ensures  the  practice  of  good  medicine.  If  interested  in 
the  opportunities  offered  to  practice  with  this  dynamic  group,  please 
call  or  send  CV  to:  Margaret  Bacon,  FTM,  Inc.,  560  West  Main  Street, 
Suite  201,  Lewisville,  Texas  75067 

PEDIATRICIAN:  BC/BE  interested  in  solo  practice  and  wishing  to  relo- 
cate and  share  call  with  existing  pediatrician.  Send  CV  to  Ad-477, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS:  AMERICAN  MEDI  -f  CENTERS,  INC.  is  now  offering  full  and 
part-time  positions  in  its  organization  of  Family  Health/Minor  Emer 
gency  Centers.  Facilities  are  now  operational  in  Wichita  Falls,  and 
Abilene,  Texas  with  subsequent  facilities  coming  on  line  in  the  Denton/ 
Lewisville  and  Dallas/Fort  Worth  areas  fourth  quarter  1984.  Full-time 
remuneration  based  on  hourly  guarantee  and  percent  profit  over  break- 
even. Paid  medical  liability  insurance.  Directorships  are  available  to 
qualified  individuals.  Reply  to  BVD  Associates,  P.A.,  Suite  830  The 
Wichita  Tower,  Wichita  Falls,  Texas  76301;  or  phone  817  723-7086 


TEXAS,  WICHITA  FALLS:  Private  group  staffing  moderate  volume 
emergency  department  has  opening  for  full  and  part-time  physician 
staff.  Full-time  remuneration  based  on  fee  for  service  vs.  guaranteed 
minimum.  Minimum  yearly  guarantee  in  excess  of  85K.  Paid  medical 
liability  insurance.  Independent  subcontractor  status.  Interested  parties 
reply  to  BVD  Associates,  P.A.,  Suite  830,  The  Wichita  Tower,  Wichita 
Falls,  Texas  76301;  or  phone  817  723-7086. 


TEXAS  PRIVATE  PRACTICES  in  many  fields  and  many  sized  communi- 
ties, including  DFW  metroplex.  We  will  not  send  your  CV  to  our 
clients  without  your  permission.  We  are  interested  in  your  family's 
lifestyle  preferences.  Please  send  CV  to  W.  Sanford  Smith,  Professional 
Practice1  Management,  Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


FAMILY  PRACTICE  CLINIC:  Very  active  family  clinic  in  beautiful  East 
Texas.  Lab  and  x-ray,  room  for  two  physicians.  Owner  wants  out  of 
the  rat  race.  Contact  Ralph  C.  Bailey,  MD,  Nacogdoches  Family  Clinic, 
1209  N.  Mound  St.,  Nacogdoches,  Texas.  409  564-3731. 


PSYCHIATRIST  urgently  needed  at  VA  Medical  Center,  Kerrville,  Texas. 
This  is  a 295-bed  GM&S  facility  with  120-bed  nursing  home  under  con- 
struction. Kerrville  offers  healthful  climate,  diversified  leisure  activities, 
excellent  schools,  and  all  amenities  of  country  living  with  easy  access 
to  metropolitan  San  Antonio,  Texas.  Texas  has  no  state  income  tax. 
Contact  Dr.  Robert  A.  Morse,  Chief  of  Staff,  VA  Medical  Center,  Kerr- 
ville, Texas  78028,  or  phone  512  896-2020,  e:. tension  112. 


EMERGENCY  CONSULTANTS,  INC.  is  now  reviewing  applications  for 
full-time  and  part-time  opportunities  in  Texas.  Competitive  hourly  rates. 
Malpractice  insurance  provided;  directorships  available.  Call  today  for 
more  information:  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Suite  126,  Traverse  City,  MI  49684;  1-800-253-1795,  or  in  Michigan 
1-800-632-3496. 


HOUSTON  AREA-FAMILY/GENERAL  PRACTITIONER  needed  for  satellite 
clinic.  Primary  care  + minor  emergencies.  Guaranteed  salary  + per- 
centage. Reply  to:  Ad-478,  TEXAS  MEDICINE,  1801  N.  Lamar  Blvd,, 
Austin,  Texas  78701. 


INTERNIST-CARDIOLOGIST  wanted  for  multispecialty  group  in  Texas. 
Send  resume:  Medical  Technology  Systems,  1101  Post  Oak  Blvd.,  Suite 
9,  Houston,  Texas  77056. 


RADIOLOGIST  WANTED  for  private  group  in  Texas.  Nuclear  medicine 
and  catscan  experience  necessary.  Send  resume:  Medical  Technology 
Systems,  1101  Post  Oak  Blvd.,  Suite  9,  Houston,  Texas  77056. 


CARDIOLOGIST  NEEDED  to  work  for  group  of  cardiologists  and  in- 
ternists in  Denison,  Texas  to  treat  diseases  of  heart  and  its  functions: 
examines  patient  for  symptoms  indicative  of  heart  disorders,  using 
stethoscope,  electrocardiograph,  x-ray  machine,  and  variety  of  labora- 
tory equipment.  Studies  x-ray  photographs  and  electrocardiograph 
recordings  to  aid  in  making  diagnoses.  Prescribes  medications  and 
recommends  dietary  and  work  activity  program  as  indicated.  Refers 
patient  to  Surgeon  I specializing  in  cardiac  cases  when  need  for  cor- 
rective surgery  is  indicated.  May  engage  in  research  to  study  anatomy 
of  and  diseases  peculiar  to  heart.  Must  have  Texas  medical  license, 
be  board  certified  in  internal  medicine  and  board  eligible  in  cardi- 
ology. Must  have  completed  residency  in  internal  medicine  and  two 
years’  fellowship  in  cardiology.  Salary  $55,000  per  year;  40  hours  per 
week.  Apply  at  Texas  Employment  Commission,  Sherman,  Texas  or 
send  resume  to  Texas  Employment  Commission,  TEC  Building,  Austin, 
Texas  78778,  J.O  #3651006.  Ad  paid  for  by  an  equal  employment 
opportunity  employer. 


FAMILY  PRACTICE  PHYSICIANS,  OB/GYNs,  ENTs,  orthopaedic  sur- 
geons and  ophthalmologists  are  needed  for  practice  situations  in  Texas. 
Financial  assistance  is  available.  For  additional  information  send 
curriculum  vitae  to:  Corporate  Director  Professional  Relations,  16633 
Ventura  Blvd.,  13th  Floor,  Encino,  California  91436. 


Situations  Wanted 


PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham, 
lexas  77833;  409  830-0400. 


DIAGNOSTIC  RADIOLOGIST— BOARD  CERTIFIED— available  for  locum 
tenens  coverage  in  southeastern  Texas.  Experience  and  training  in  all 
areas  of  medical  imaging  with  special  expertise  in  ultrasound.  Please 
reply  to  Ad-461,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


GENERAL  SURGEON,  41,  wanting  to  relocate.  ABS,  FACS,  Texas 
license.  Speaks  English/Spanish.  Please  answer  to  Ad-480,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


LUFKIN — MEDICAL  OFFICE  CONDOS  for  sale  or  lease  with  option 
to  buy.  Located  between  this  growing  city's  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901. 
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MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


Miscellaneous 


WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  fast  growth  south 
Austin  area.  Must  have  excellent  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
station.  The  latest  in  equipment.  Contact  Katherine  D.  Perkins,  MD, 
512-441-5678. 


WELL-ESTABLISHED  GENERAL/FAMILY  PRACTICE  CLINIC  in  Pre- 
mont,  Texas.  Fully  equipped.  1500  square  feet.  Lab,  x-ray.  Town  in 
need  of  doctor.  60  miles  southwest  of  Corpus  Christi.  Excellent  gross, 
net.  Quality  experienced  employees  available.  Close  to  hospital 
Contact  Robert  Rodriguez,  MD,  806  379-7888. 


FOR  SALE — MEDICAL  EUILDING.  Two  tenants  on  lease  in  San  Antonio. 
Rest  of  building  has  internal  medicine  practice.  Fully  equipped  labora- 
tory and  x-ray.  Grossing  over  $500,000.  a year.  Desirable  loan  obtain- 
able with  ten  percent  (10%)  down.  Will  sell  building  and  equipment 
for  appraised  value.  Practice  goes  with  the  sale.  Will  stay  and  intro- 
duce. Excellent  location  for  mini  emergency  clinic.  Twenty  years  of 
busy  medical  traffic.  Please  reply  to  Ad-460,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


MIDLAND,  TEXAS — Long  established  medical  clinic  building  for  sale. 
Approximately  5,434  square  feet  of  building,  plus  basement.  Designed 
for  a group  of  physicians,  or  can  be  subleased  to  other  professionals. 
Located  across  street  from  hospital,  and  adjacent  to  parking  garage. 
Contact  Charlie  Linebarger,  Broker,  915  699-1234. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


PEDIATRIC  PRACTICE:  Private  practice  in  Houston/Gulf  Coast  area. 
Fully  equipped  facilities  shared  with  three  pediatricians.  16  years  in 
same  location.  Hospital  nearby.  Doctor  enjoys  good  net  income. 
Financing  very  favorable  to  buyer.  Contact  Business  & Professional 
Associates  at  713  771-5011.  (TMH400) 


FAMILY  PRACTICE:  Located  in  community  northeast  of  Houston.  Busy 
practice  enjoys  large  new  patient  flow.  Established  over  9 years.  Five 
minutes  from  hospital.  No  OB,  no  surgery.  Fine  facilities  and  equip- 
ment including  x-ray  and  lab.  Contact  Business  & Professional  Asso- 
ciates at  713  771-5011.  (TMH386) 


OFFICE  SPACE— NORTH  CENTRAL  SAN  ANTONIO— two  blocks  north 
of  410  on  high  traffic  street.  New  family  medical-dental  center.  Approxi- 
mately 1200  sq.  ft.  for  lease.  Common  reception  area  with  busy  dentist. 
Good  parking,  charming  building,  on  one-half  acre  pecan  orchard,  good 
signs.  Will  finish  suite  to  suit  MD.  512  824-1482,  Beverly. 


FAMILY  PRACTICE  FOR  SALE — West  Central  Texas,  population  8,000. 
Good  schools,  good  churches,  nice  people.  All  water  sports  close  by. 
Includes  modern,  fully  equipped  office  and  building.  Hospital  adjacent. 
Great  opportunity  for  energetic  young  doctor.  Owner  specializing. 
Please  reply  to  Ad-476,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


HOUSTON:  RIVER  OAKS  AREA,  New  Georgian,  3-3  1/2 . sunken  whirl- 
pool, study,  TV  monitor,  2nd  story  sunroom  with  deck.  Many  more 
extras.  $499,000.  Owner,  713  523-5386. 


NORTH  DALLAS— FAMILY  PRACTICE  for  sale.  Net  income  120K  plus 
for  a four  day  week.  Priced  to  sell  with  100%  3rd  party  financing. 
Board  certification  required.  Serious  principals  send  resume  to  3511 
Golfing  Green,  Dallas,  Texas  75234. 


INTERNIST  RETIRING  after  33  years  in  wonderful,  progressive  East 
Texas  town  of  15,000  with  excellent  medical  facilities.  Wish  to  sell 
patient's  records  and  will  promote  good  will  and  referrals.  Chief  con- 
cern is  continued  care  of  patients.  Please  reply  to  Ad-479,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OUTSTANDING  OPPORTUNITY  in  West  Houston  for  joint  venture  part- 
ner or  sale.  Family  practice  clinic  with  extended  hours.  Call  713 
530-4057. 


MEDICAL  OFFICE — available  immediately.  Prime  North  Austin  location. 
Call  512  835-2997. 


Business  and  Financial  Services 


WHY  DOCTORS  LOSE  MONEY  TRADING  IN  COMMODITIES— Most  lose 
because  they  follow  an  undiversified  portfolio,  get  emotionally  in- 
volved, and  pay  high  commissions  and  fees.  FUTURES  MANAGE- 
MENT'S program  addresses  these  and  other  causes  for  losses  by 
investors.  Send  for  information  on  Futures  Management's  investor- 
oriented  managed  account  program.  Minimum  account  for  prudent 
diversification  $35,000.  This  '’reduced  risk"  approach  to  commodities 
may  also  provide  an  alternative  for  self  directed  retirement  plans, 
CFTC  and  NFA  registered.  Over  $7  million  under  management.  Reply 
to  Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


WRITING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  & Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  oflers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  New 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


CLINIC  ADMINISTRATOR:  To  direct  overall  administration  of  a clinic, 
to  include  the  hiring,  training  and  supervising  of  medical,  nursing  and 
administrative  staffs.  Responsible  for  all  budgetary  and  accounting 
matters.  Six  years  experience  required  with  managerial  experience  in 
supervising  a hospital  or  clinic.  BBA  or  equivalent.  Spanish  required. 
40  hours  per  week.  $2,000  monthly.  Contact:  Texas  Employment  Com- 
mission, Houston,  Texas,  or  send  resume  to  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3454907.  Ad  paid 
by  equal  opportunity  employer. 


Get  involved 
with  drugs 
before  your 
children  do. 

Sooner  or 
later,  someone's 
going  to  offer  to  turn 
your  children  on. 

And 

chances  are,  you 
won’t  be  anywhere 
in  sight. 

So  what  can 

you  do? 

Obviously,  tl 
time  to  talk  to  your  children  about  drugs 
is  before  they  have  to  make  a decision 
on  their  own. 

Which  means  you  have  to  learn 
something  about  drugs. 

Learn  the  dangers. 

Learn  about  peer  pressure  on  a 
twelve-year-old. 

But  it’s  through  love  and 
understanding  that  you  can  be  the 
most  effective. 

You  can  get  a lot  more  ideas  from 
the  booklet,  “Parents:  What  You  Can  Do 
About  Drug  Abuse.”  Write:  Get  Involved, 
P.O.  Box  1706,  Rockville,  Maryland  20850. 


I A public  service  of  this  publication 
(jCM/kH  and  the  National  Institute  on  Drug  Abuse. 
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Advertising  Directory 


DALLAS-FORT  WORTH  OPPORTUNITIES 

FAMILY 

PRACTITIONERS 

We  have  exceptional  opportunities  for  you  in  our 
dynamic  group  of  fee-for-service  primary  care  providers 
serving  Dallas,  the  Mid-Cities  and  Fort  Worth.  You  may 
elect  either  a salaried  position  with  extensive  fringe 
benefits  or  independent  contractor  status.  We  provide  a 
guaranteed  income  and  malpractice  insurance  at  a 
minimum  in  all  of  our  eight  attractive  office  settings. 

An  extensive  management  team  supports  your 
practice  allowing  you  to  enjoy  the  practice  of  medicine  in 
sunny,  growing  Dallas-Fort  Worth. 

For  more  information,  send  your  C.V. 
to  Director  of  Physician  Relations,  Primacare,  Inc., 

9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220, 
or  call  (214)352-1991. 

rimacare 


Primacare,  Inc.  Primacare  Physicians,  P.A. 


MEDICAL  SOFTWARE 
PROGRAMS  FOR  YOUR 
PERSONAL  COMPUTER 

Insure  the  tax-deductibility  of  your  computer  with  inex- 
pensive software  programs  for  medical  practice.  Fol- 
low trends  in  your  practice,  patient  flow  patterns, 
cross-reference  and  recall  patient  information.  Pre- 
vent patient  loss  to  follow-up. 

For  more  information  write  to  HARLAN  SYSTEMS, 
421  Laurel,  Suite  110,  Des  Moines,  Iowa  50314. 
Please  specify  your  computer  system. 


American  Diabetes  Association  37 

American  Medi-Lease  68 

American  Physicians  Insurance  Exchange  29,  31,  33 

Brown-Karhan,  Inc.  29 

Charter  Medical  Corporation  12,  13 

Curry  Auto  Leasing  76 

Dallas  Medical  & Surgical  Clinic  and  Hospital  2nd  Cover 

Davenport  X-ray  34 

Diagnostic  Clinic  of  Houston  32 

Harlan  Systems  93 

I.C.  System,  Inc.  4 

Institute  for  Health  Maintenance  61 

Insurance  Corporation  of  America  60 

Intech  Systems  Corp.  30 

Kelsey-Seybold  Clinic  3rd  Cover 

Killgore  Children's  Psychiatric  Center  37 

Eli  Lilly  and  Company  50 

Management  Systems  of  Wausau  27 

Marion  Laboratories  69,  70 

Med  Center  Bank  43 

Medical  Arts  Clinic  of  Corsicana  66 

The  Medical  Protective  Company  67 

Picker  International  73 

Plaza  Medical  Center  21 

Primacare,  Inc.  93 

Roche  Laboratories  1,2,74,75,76 

Santa  Rosa  Medical  Center  37 

Schick  Shadel  Hospital  31 

Scott  and  White  Clinic  Back  Cover 

Smith  Kline  & French  Laboratories  35 

Southern  California  Neuropsychiatric  Institute  66 

Staff  Leasing  42 

Starlite  Village  Hospital  34 

Texas  Medical  Association 

Memorial  Library  80 

Texas  Medical  Association  Automobile  Lease  Program  28 

Texas  Medical  Association  Insurance  Program  10 

Texas  Medical  Liability  Trust  24,  66 

Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett-Hutchings-Smith  Memorial  Hospital  2nd  Cover 

Trans-Texas  Leasing  8 

Upjohn  36 

Upjohn  Healthcare  Services  33 

Warm  Springs  Rehabilitation  Hospital  16-19 


Texas  Physicians'  Directory 
Classified  Advertising 
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Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


SEPTEMBER 
Emergency  Care 

Sept  22,  1984 

LEARN  TO  USE  THE  COMPUTER  FOR  THE  PRIMARY  CARE  PHYSI- 
CIAN Amfac  Hotel-DFW,  Dallas  Fee  $1 75,  Texas  ACEP  member; 
$255,  ACEP  member;  $245,  nonmember.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  5 hours.  Contact  Ruth  Hargrove,  Dean, 
Texas  ACEP,  PO  Box  61 071 7,  Dallas,  TX  75261-0717(214)255-2156 

General  Medicine 

Sept  20-21,  1984 

ADVANCED  TRAUMA  LIFE  SUPPORT  COURSE  Lubbock  General 
Hospital,  Lubbock.  Fee  $325.  Category  1 , AMA  Physician's  Recog- 
nition Award;  American  College  of  Surgeons,  1 6 hours.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Sept  20-22,  1984 

CARDIAC  REHABILITATION  -SCIENCE  AND  APPLICATION  Mar- 
riott Hotel-Medical  Center,  Houston  Fee  $275.  Category  1 , AMA 
Physician’s  Recognition  Award;  AAFP;  21  hours.  Contact  Carol  J. 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Sept  21-22,  1984 

PULMONARY  DISEASE  UPDATE  Wyndham  Hotel,  Dallas.  Fee 
$150.  Category  1 , AMA  Physician's  Recognition  Award;  AAFP;  9 
hours.  Contact  Diane  Averna,  Coordinator,  Continuing  Physician 
Education,  St  Paul  Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)689-4588 

Neurology 

Sept  15,  1984  CANCELLED 

NEUROLOGY  CONFERENCE.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Fee  TBA  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)743-2929 

Obstetrics  & Gynecology 

Sept  28-29,  1984 

SIXTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY 
Texas  Tech  University  Health  Sciences  Center,  Lubbock.  Fee  TBA. 
Credit  TBA  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)743-2929 

Ophthalmology 

Sept  21-24,  1984 

WELSH  CATARACT  CONGRESS  - 1 984  Westin  Galleria  Hotel, 
Houston.  Fee  $485.  Category  1 , AMA  Physician's  Recognition 
Award,  1 8 hours.  Contact  Lynne  Tiras,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Orthopedics 

Sept  4,  1984 

21  st  ANNUAL  G VALTER  BRINDLEY  SURGICAL  LECTURE.  Sid 
Richardson  Auditorium,  Scott  and  White  Clinic,  Temple.  Fee  none. 
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Credit  none  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st  St, 
Temple,  TX  76508  (81 7)774-2350 

Psychiatry 

Sept  7,  1984 

AN  OVERVIEW  OF  ADVANCES  IN  DIAGNOSTIC  METHODS  IN  PS' 
CHIATRY  Baylor  University  Medical  Center,  Dallas.  Fee  $100. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours.  Contact 
LaNelle  Chancellor,  Assistant  to  the  Dean,  Baylor  University  Medic 
Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214)820-231 7 

Radiology 

Sept  10-14,  1984 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING 
FOURIER  ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Scienc 
Center  at  San  Antonio  Fee  $600  Category  1 , AMA  Physician’s  Re 
ognition  Award,  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conferenc 
Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Toxicology 

Sept  10-14,  1984 

CURRENT  CONCEPTS  IN  TOXICOLOGY:  ANALYTICAL  METH- 
ODOLOGY. Minneapolis.  Fee  $625.  Category  1 , AMA  Physician's 
Recognition  Award,  35  hours.  Contact  Marjorie  Foutz,  EdD,  Confei 
ence  Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

OCTOBER 

Anesthesiology 

Oct  19-20,  1984  CANCELLED 

3rd  INTERNATIONAL  SYMPOSIUM  ON  ENDOCRINOLOGY  IN 
ANESTHESIOLOGY  AND  SURGERY.  Registry  Hotel,  Dallas.  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
June  Bovill,  Coordinator,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Emergency  Medicine 

Oct  27,  1984 

THE  5th  ANNUAL  SOUTH  PLAINS  EMS  UPDATE  ON  EMERGENC 
MEDICAL  SERVICES.  Texas  Tech  University  Health  Sciences  Cen 
ter,  Lubbock.  Fee  TBA  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  T 
79430  (806)743-2929 

Family  Medicine 

Oct  13,  1984 

ADVANCES  IN  CLINICAL  NUTRITION.  Texas  Tech  University  Hea 
Sciences  Center,  Lubbock  Fee  $40  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oct  18-19,  1984 

BIOETHICS  CONFERENCE:  THE  NATURE  OF  THE  HEALING  REL 
TIONSHIP  IN  THE  FACE  OF  DEATH.  Frank  Mayborn  Civic  Center, 
Temple.  Fee  TBA  Credit  TBA  Contact  Lynn  Calvert,  Office  of  Con 
tinuing  Medical  Education,  Scott  and  White  Memorial  Hospital,  24 
S 31  st  St,  Temple,  TX  76508  (81 7)774-2350 


TEXAS  MEDICIf 


Oct  20,  1984 

MENOPAUSE  UT  Health  Science  Center  at  San  Antonio  Fee  TBA 
Category  1 , AMA  Physician's  Recognition  Award,  AAFP  Prescribed; 

' hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
lonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

General  Medicine 

bet  8-12,  1984 

BOTH  ANNUAL  SCIENTIFIC  ASSEMBLY-AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS  Loew’s  Anatole  Hotel,  Dallas  Fee 
t>75-member;  $300-nonmember.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  30  hours.  Contact  Barbara  Danelson,  ACCP,  91 1 
3usse  Hwy,  Park  Ridge,  IL  60069  (312)698-2200 

Oct  13,  1984 

[clinical  psychiatry  for  the  aged,  an  update  for  pri- 
mary CARE  PHYSICIANS.  Learning  Center,  UT  Medical  Branch, 
Galveston.  Fee  $75-physicians;  $40-residents,  non-physicians. 
Oategory  1 , AMA  Physician's  Recognition  Award;  AAFP,  6 hours. 
Oontact  Martha  Berlin,  Coordinator,  Office  of  Continuing  Education, 
JT  Medical  Branch,  Galveston,  TX  77550  (409)761-2934 

Oct  26-27,  1984 

OFFICE  GYNECOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 
Marriott  Hotel,  Austin.  Fee  TBA.  Credit  TBA  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-2350 

nternal  Medicine 

Oct  8,  1984 

OLINICAL  AND  RESEARCH  UPDATE  OF  NEUROFIBROMATOSIS 
Oullen  Auditorium,  Baylor  College  of  Medicine,  Houston  Fee  $90 
Oategory  1 , AMA  Physician's  Recognition  Award;  6 hours.  Contact 
/icki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of 
vledicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Oct  12-13,  1984 

-tECENT  ADVANCES  IN  ENDOSCOPIC  DIAGNOSIS  South  Padre 
Hilton  Resort,  South  Padre  Island.  Fee  TBA  Credit  TBA  Contact  Lila 
<.  Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Oct  18-20,  1984 

3th  TARBOX  PARKINSON'S  DISEASE  SYMPOSIUM-THE  NORMAN 
HOCKWELL  CONFERENCE  ON  ALZHEIMER'S  DISEASE  Holiday 
nn  Civic  Center,  Lubbock,  Fee  $80.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
_ubbock,  TX  79430  (806)743-2929 

Obstetrics  & Gynecology 

Oct  20,  1984 

MENOPAUSE.  UT  Health  Science  Center  at  San  Antonio.  Fee  TBA 
Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Orthopedics 

Oct  25-27,  1984 

0ALLAS  SHORT  COURSE-OTHOTICS  AND  PROSTHETICS. 

Melrose  Hotel,  Dallas.  Fee  $225;  $1 75-residents.  Credit  TBA.  Con- 
act  Ann  Carlton,  Course  Coordinator,  Orthopedic  Surgery  Division, 

. JTHSCD,  5323  Harry  Hines,  Dallas,  TX  75235  (214)688-3525 


Psychiatry 

Oct  4,  1984 

CLINICAL  AND  LEGAL  ISSUES  IN  THE  PHARMACOLOGICAL 
TREATMENT  OF  ANXIETY,  DEPRESSION  AND  INSOMNIA 
Shamrock  Hilton,  Houston.  Fee  TBA,  Credit  TBA.  Contact  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (71 3)799-6020 

Oct  4,  1984 

TREATING  THE  TEENAGER,  IV  UT  Health  Science  Center  at  Dallas. 
Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Jan  Jacobs,  Coordinator,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Oct  19-20,  1984 

3rd  ANNUAL  PAN  AMERICAN  PSYCHIATRIC  SYMPOSIUM.  Texas 
Tech  University  Regional  Academic  Center,  El  Paso  Fee  TBA  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award.  Contact  Shauna 
Holden,  Department  of  Psychiatry,  Texas  Tech  University  Regional 
Academic  Center,  4800  Alberta,  El  Paso,  TX  79905  (91 5)533-3020 

Oct  20,  1 984 

PSYCHIATRY  UPDATE  UT  Health  Science  Center  at  San  Antonio 
Fee  $1 00.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Radiology 

Oct  16-17,  1984 

Gl  RADIOLOGY-THE  M.  KENNETH  GILBERT  SEMINAR  IN  RA- 
DIOLOGY. Baylor  University  Medical  Center,  Dallas  Fee  none 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  Contact 
LaNelle  Chancellor,  Assistant  to  the  Dean,  Baylor  University  Medical 
Center,  3500  Gaston,  Dallas,  TX  75246  (214)820-231 7 

Oct  22-23,  1984 

JCAH,  STATE  AND  FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  QUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS. 

UT  Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , 
AMA  Physician's  Recognition  Award,  16  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Oct  26-28,  1984 

RADIOLOGY  DIAGNOSTIC  IMAGING  UPDATE.  UT  Health  Science 
Center  at  Dallas.  Fee  $300  Category  1 , AMA  Physician's  Recogni- 
tion Award;  1 8 hours.  Contact  Dolly  Christensen,  Department  of 
Radiology,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2502 

NOVEMBER 

Anesthesiology 

Nov  9-10,  1984 

BAY-CAP  IX;  THE  PHYSIOLOGY  AND  PHARMACOLOGY  OF  THE 
PERIOPERATIVE  PERIOD.  Four  Seasons  Hotel,  Houston  Center, 
Houston.  Fee  $250.  Category  1 , AMA  Physician's  Recognition 
Award;  1 6 hours  Contact  Lynne  K Tiras,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 
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General  Medicine 

Nov  2-3,  1984 

INFECTIOUS  DISEASES  FOR  PRIMARY  CARE  PHYSICIANS  AN 
EVOLVING  SPECTRUM.  Learning  Center,  UT  Medical  Branch,  Gal- 
veston. Fee  $1 75-physicians;  $1 00-residents,  non-physicians. 
Category  1 , AMA  Physician's  Recognition  Award,  1 5 hours.  Contact 
Gayle  McKay,  Coordinator,  Office  of  Continuing  Education,  UTMB, 
Galveston,  TX  77550  (409)761-2934 

Internal  Medicine 

Nov  9-10,  1984 

SEXUALLY  TRANSMITTED  DISEASES.  UT  Health  Science  Center  at 
Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award; 

1 3 hours.  Contact  Gale  Quilter,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Obstetrics  & Gynecology 

Nov  6-10,  1984 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN.  UT 
Health  Science  Center  at  Dallas.  Fee  $400-complete;  $300-basic; 

$1 00-gynecologic  pathology  only.  Credit  TBA.  Contact  June  Bovill, 
Coordinator,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Orthopedics 

Nov  8-10,  1984 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Anatole  Hotel,  Dallas.  Fee  $225,  physicians,  $1 75,  residents.  Credit 
TBA.  Contact  Ann  Carlton,  Course  Coordinator,  Orthopedic  Surgery 
Division,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3524 

Plastic  Surgery 

Nov  1-3,  1984 

MAXILLOFACIAL  TRAUMA  WORKSHOP  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Credit  TBA  Contact  Marjorie  Foutz,  EdD 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Psychiatry 

Nov  1-2,  1984 

CRISIS  IN  THE  DIFFICULT-TO-SERVE  PATIENT  Warwick  Hotel, 
Houston  Fee  TBA  Category  1 , AMA  Physician’s  Recognition 
Award;  1 2 hours.  Contact  Linda  J.  Webb,  DrPH,  Director,  TDMHMR/ 
TRIMS,  1300  Moursund,  Houston,  TX  77030  (713)791-6603 

Radiology 

Nov  5-9,  1984 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Co- 
ordinator, Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Nov  14-17,  1984 

NMR  IMAGING  UT  Health  Science  Center  at  San  Antonio.  Fee 
$385.  Category  1 , AMA  Physician’s  Recognition  Award;  28  hours. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

96 


Surgery 

Nov  2-3,  1984 

GENERAL  SURGERY  UPDATE-1984  Michael  E DeBakey  Center,, 
Baylor  College  of  Medicine,  Houston.  Fee  $185.  Category  1 , AMA 
Physician’s  Recognition  Award;  AAFP;  1 1 hours.  Contact  Carol  J. 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicir 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

DECEMBER 

General  Medicine 

Dec  1-2,  1984 

MANAGEMENT  OF  THE  DIABETIC  FOOT  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Cor 
tinuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Ci 
Dr,  San  Antonio,  TX  78284  (512)691-6295 

Pathology 

Dec  8,  1984 

41  ST  ANNUAL  PATHOLOGY  SEMINAR  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

JANUARY 

General  Medicine 

Jan  16-18,  1985 

COMPUTERS  IN  HEALTH  CARE  & CLINICAL  INFORMATION  MAF 
AGEMENT  Galveston.  Contact  Gayle  McKay,  Coordinator,  Officer 
Continuing  Education,  UTMB,  Galveston,  TX  77550  (409)761  -293' 

Geriatrics 

Jan  12, 1985 

GERIATRIC  MEDICINE  San  Antonio.  Contact  Marjorie  Foutz,  EdD 
Conference  Coordinator,  Medical  School  Continuing  Education  Se 
vices,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Obstetrics  & Gynecology 

Jan  24-26,  1985 

7TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  ANC 
VAGINA  Houston.  Contact  Lynne  K.  Tiras,  Office  of  Continuing  Ed 
cation,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Radiology 

Jan  7-11,  1985 

RADIATION  SAFETY  OFFICERS  COURSE.  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Cor 
tinuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Cu 
Dr,  San  Antonio,  TX  78284  (512)691-6295 

Sports  Medicine 

Jan  24-26,  1985 

12TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  San  Antonio 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 


TEXAS  MEDICIN 


EBRUARY 

)bstetrics  & Gynecology 

eb  15-16,  1985 

THICAL  ISSUES  IN  OBSTETRICS,  Houston.  Contact  Carol  J 
Soroka,  Office  of  Continuing  Education.Baylor  College  of  Medicine, 
bne  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

)phthalmology 

;eb  17-18,  1985 

'OA  COURSE  IN  PRACTICE  MANAGEMENT,  Houston  Contact 
jiette  McAninch,  Cullen  Eye  Institute,  6501  Fannin,  Houston,  TX 
7030  (713)799-5942 


IEGULARLY  SCHEDULED  ACTIVITIES 


/londay-Friday 

‘OSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
1450.  Category  I,  AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
>f  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Londay-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Vward;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
ion,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
7030  (713)799-6020 

'uesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Jaso.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
veekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1 625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
\uditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynri 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

NTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1500  EAve,  Austin,  TX  78701  (512)476-6461  ext56C6 

Thursdays,  12  pm 

'UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 


Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000. 
Category  1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician’s  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 

CALENDAR  OF  MEETINGS  .Denotes  Texas  Meetings 


SEPTEMBER 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE,  Salt  Lake 
City,  Sept  25-28,  1 984.  Richard  S.  Myers,  2340  S Arlington  Hts  Rd, 
Arlington  Heights,  IL  60005 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  Las  Vegas,  Sept  1 6-20,  1 984.  Mary  Ann  Winter,  1101 
Vermont  Ave,  NW,  Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Las  Vegas, 
Sept  14-16,  1984.  Barbara  L.  Buchman,  1101  VermontAve,  NW, 
Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago,  Sept  1 5-20, 

1984.  William  G.  Janzen,  1801  Hinman  Ave,  Evanston,  IL  60204 

.AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  San  Antonio,  Sept 
19-20,  1984.  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chicago,  IL 
60610 
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AMERICAN  COLLEGE  OF  RADIOLOGY,  Los  Angeles,  Sept  1 7-20, 

1 984.  Sheila  A Aubm,  20  N Wacker  Dr,  Suite  1 660,  Chicago,  IL 
60606 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIETY,  Salt  Lake 
City,  Sept  10-15,  1 984  Fay  S.  Tyner,  2579  Melinda  Dr,  NE,  Atlanta, 
GA  30345 

■AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  San  Antonio,  Sept 
20-23,  1 984.  William  R Ramsey,  2550  M St,  NW,  Suite  620,  Wash- 
ington, DC  20037 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Houston,  Sept  5-9, 
1984.  Isabel  V.  Stringfield,  8301  Mo-Pac  Expressway,  Suite  309A, 
Austin,  TX  78759 

■TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  Sept  1 984.  Leslie  L 
Lemak,  MD,  1615  St  Joseph  Prof  Bldg,  Houston,  TX  77002 

■TEXAS  SOCIETY  OF  PEDIATRIC  SURGEONS,  Dallas,  Sept  21-23, 
1984  Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Kansas  City,  Mo, 
Oct  8-11,1 984.  Annette  Hoel,  1 740  W 92nd  St,  Kansas  City,  MO 
64114 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION, Boston,  Oct  21-26,  1 984.  Ike  A Mayeda,  30  N 
Michigan  Ave,  Suite  922,  Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  INC, 
Tarrytown,  NY,  Oct  30-Nov  2,  1984.  Stephen  M.  Stowe,  MD,  Chil- 
dren's Hospital  of  Los  Angeles,  4650  Sunset  Blvd,  Los  Angeles,  CA 
90027 

■AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  San  Antonio,  Oct 
1 9-24,  1 984  William  W.  Samuels,  1 828  L Street,  NW,  Suite  608, 
Washington,  DC  20036 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Houston,  Oct 

16- 18,  1984.  Jack  M.  Hardison,  Box  9863,  Austin,  TX  78766 

■AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Dallas,  Oct  7-1 1 , 
1984  Dale  Braddy,  91 1 Busse  Hwy,  Park  Ridge,  IL  60068 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Phila- 
delphia, Oct  25-26,  1 984.  W.  F.  Chaveas,  1 9 S 22nd  St,  Philadelphia, 
PA  19103 

■AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  Dallas,  Oct 

1 7- 20,  1 984.  Stan  Butler,  Box  61 91 1 , Dallas,  TX  75261 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Toronto,  Oct 
27-31 , 1 984.  Gardner  W.  McCormick,  1 3 Elm  St,  Manchester,  MA 
09144 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco,  Oct  21-26, 

1 984.  Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  6061 1 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE,  Boston, 
Oct  21  -26,  1984.  Ike  A.  Mayeda,  30  N Michigan  Ave,  Suite  922, 
Chicago,  IL  60602 

AMERICAN  DENTAL  ASSOCIATION,  Atlanta,  Oct  20-23,  1984. 
James  H Sweeney,  21 1 E Chicago  Ave,  Suite  2114,  Chicago,  IL 
60611 


AMERICAN  DIETETIC  ASSOCIATION,  Washington,  DC,  Oct  15-18, 
1984.  Karen  S DelVescovo,  RD,  430  N Michigan  Ave,  Chicago,  IL 
60611 

■AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Dallas,  Oct  24-27, 
1984  Russell  E.  Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Pittsburgh,  Oct 
11-13,  1984.  Dana  A.  Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  New  Orleans,  Oc 
13-17,  1984.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Las 
Vegas,  Oct  9-14,  1984.  Charles  A.  Janda,  MD,  120  Oak  Brook  Cen- 
ter Mall,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984.  Carol  Lazier,  233  N Michigan 
Ave,  Chicago,  IL  60601 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Chicago,  Oc 
27-Nov  1 , 1 984  Kathleen  S.  Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

■NATIONAL  DOWN'S  SYNDROME  CONGRESS,  San  Antonio,  Oct 
26-27,  1984.  National  Down's  Syndrome  Congress,  1 640  W Roose- 
velt Rd,  Chicago,  IL  60608 

■TEXAS  DERMATOLOGICAL  SOCIETY,  Galveston,  Oct  12-14, 1984 
Philip  W Giles,  MD,  1410  Pruett,  Fort  Worth,  TX  76104 

TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984  Frank  J.  Gerow,  MD,  6560 
Fannin  #1034,  Houston,  TX  77030 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Scotts- 
dale, Ariz,  Oct  25-27,  1984.  Joyce  M.  Gullixson,  1700  SW  Columbia 
Portland,  OR  97201 

NOVEMBER 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES 
San  Diego,  Nov  4-9,  1984.  Convention  Manager,  AMSUS,  PO  Box 
104,  Kensington,  MD  20895 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO, 
Guadalajara,  Jalisco,  Mexico,  Nov  14-1 7,  1984.  Kevin  Walker,  810 
W Bethany  Home  Rd,  Phoenix,  AZ  85013. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans,  Nov  4-7,  1984 
SMA,  PO  Box  1 90088,  Birmingham,  AL  3521 9 
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juvant  therapy  of  breast  cancer 

perlipidemia  in  uremic  children:  peritoneal  dialysis  and  hemodialysis 
blic/private  cooperation  in  rural  perinatal  care:  a case  report 
e graying  of  America  and  Texas . . . and  doctors 

I Fetal  surgery  in  utero:  an  overview 


tEarbett-lUttcljhtgs-j&mitb  JHmtarral  hospital 

nnb  ®orb£tt-^Sutct|mgs-^mttl|  (ttlmtc 


322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


4®tarltn,  ®exas  76661  TELEPHONE: 

(817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W Hughes,  M.D. 

ALLERGY 

S.  W Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley  Jr.,  M.D 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
♦DENTISTRY  FOR  CHILDREN 
T Brad  Willis,  D.D.S. 
RADIOLOGY 
J.  M.  Brown,  M.D.,  F.A.C.R. 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 
♦NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 
♦DERMATOLOGY 
Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
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EDITORIAL 


Project  MEDVOTE  needs  you . . . registered  to  vote! 

The  1984  elections  will  be  critical  in  their  impact  on  the  medi- 
cal profession  and  on  the  country  as  a whole.  Every  vote 
counts! 

Voter  registration  is  recognized  as  the  key  to  victory  this 
year  by  business,  professional,  labor,  and  political  groups. 
Unprecedented  emphasis  is  being  placed  on  registering  new 
voters  and  re-registering  those  voters  who  have  recently 
moved  to  the  sunbelt  states.  Organization,  funding,  and  vol- 
unteer effort  is  at  an  all-time  high.  The  labor  unions,  political 
parties,  ethnic  groups,  and  religious  coalitions  have  under- 
taken intensive  campaigns  to  register  their  members  to  vote 
in  the  1984  elections. 

We  have  a problem  to  solve  within  the  medical  community. 
A recent  study  of  physician  and  auxiliary  members  in  Texas 
indicates  that  a large  number  of  our  members  are  not  cur- 
rently registered  to  vote,  and  many  of  those  who  are  regis- 
tered have  not  voted  in  recent  elections. 

Project  MEDVOTE  is  a nationwide  voter  registration  effort 
to  register  all  eligible  physicians  and  members  of  their  fami- 
lies before  the  November  elections.  This  special  drive  is 
being  cosponsored  by  the  AMA  and  AMPAC,  with  the  TMA, 
TEXPAC,  and  the  TMA  Auxiliary  leading  the  program  for 
Texas.  Each  organized  auxiliary  chapter  has  been  asked  to 
participate  in  Project  MEDVOTE  with  a voter  registration 
drive  for  their  county  medical  society  between  mid-July  and 
mid-September.  To  be  eligible  to  vote  in  the  1984  November 
general  elections,  a voter  must  be  registered  before  Oct  6. 

There  are  many  reasons  why  citizens  do  not  register  to 
vote.  One  of  the  most  common  reasons  heard  for  doctors 
and  others  not  being  registered  is  that  they  do  not  want  to  be 
called  for  jury  duty.  Possibly,  we  don’t  take  seriously  the  idea 
that  our  votes  do  make  a difference. 

This  year’s  primary  elections  in  Texas  proved  that  point. 
Only  1 ,271  votes  separated  Kent  Hance,  Lloyd  Doggett,  and 
Bob  Krueger  after  the  May  5 primary.  After  the  June  2 runoff 
votes  were  counted  and  recounted,  Lloyd  Doggett  was  de- 
clared the  winner  over  Kent  Hance  by  a mere  1 ,345  votes. 

A fraction  of  one  vote  in  each  Texas  precinct  would  have 
changed  the  outcome  of  either  of  these  contests. 

Election  records  are  filled  with  instances  in  Texas  and  all 
the  other  states  where  one  vote  or  less  per  precinct  would 
have  changed  the  results. 

Political  experts  expect  that  the  voting  margins  in  Texas  for 
the  President  of  the  United  States  and  for  our  new  United 
States  senator  will  be  that  narrow  again.  Most  of  them  also 
agree  that  voter  registration  and  election  day  turnout  will 
make  the  difference. 

Certainly  the  Texas  medical  community  is  less  numerous 
than  some  of  the  other  groups  in  the  political  arena.  But  with 
23,535  members  of  the  TMA  plus  eligible  members  of  our 
families,  we  can  constitute  a group  of  more  than  50,000 
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voters.  When  you  think  of  it  in  relation  to  some  of  the  recent 
narrow  election  margins,  that  is  an  impressive  number.  We 
can  have  an  impact  if  we  assume  our  responsibility  to  partici- 
pate in  the  electoral  process! 

In  addition  to  registering  as  many  members  of  the  medical 
community  as  possible,  we  must  also  maximize  our  vote  on 
election  day.  Voting  absentee  is  especially  important  for  phy- 
sicians. Far  too  often  the  best  intentions  of  going  to  the  polls 
on  election  day  are  waylaid  by  an  emergency  call  to  the  hos- 
pital or  office.  Having  a ballot  sent  to  you  by  mail  ahead  of 
time  or  voting  at  an  absentee  box  will  guarantee  that  your 
vote  is  cast. 

When  we  vote,  we  declare  our  political  judgment  and  de- 
termine public  policies.  As  voters,  we  are  the  fourth  and  most 
important  branch  of  government.  The  legislative,  executive, 
and  judicial  branches  of  government  exist  by  our  will  alone  if 
we  exercise  it. 

I urge  you  to  support  Project  MEDVOTE  by  becoming  a 
registered  voter  if  you  are  not  already.  Please  urge  each  eli- 
gible member  of  your  family  and  your  professional  staff  to 
make  certain  they  also  are  registered  to  vote  this  year. 

Lynn  (Mrs  J.  Franklin,  Jr)  Howell 

TMA  Auxiliary,  Project  MEDVOTE  Chairman  for  Texas,  3206  Lipscomb, 

Amarillo,  TX  79109. 


Voter  Registration  the  Easy  Way 
To  become  a registered  voter,  fill  out  the  application  in  this 
journal  and  mail  to  the  Registrar  of  Voters  in  your  county.  It 
must  be  received  by  Oct  6.  Fill  in  the  county  seat  and  zip 
code  on  the  reverse  side  of  the  card.  If  you  are  a registered 
voter,  please  give  the  application  to  an  unregistered 
colleague. 


The  frontier  of  pediatric  surgery 

Recent  major  advances  in  pediatric  surgery  have  included 
the  Pena-De  Vries  posterior  sagittal  anorectoplasty  in  the 
management  of  imperforate  anus,  the  use  of  extracorporeal 
membrane  oxygenation  (ECMO)  to  tide  over  severely  dis- 
tressed neonates  who  would  otherwise  have  died,  and  the 
use  of  the  Martin  modified  endorectal  pull-through  procedure 
to  preserve  anal  function  in  certain  children  with  congenital 
multiple  colonic  polyposis  and  ulcerative  colitis. 

In  this  issue  of  Texas  Medicine  (p  40),  review  of  fetal  sur- 
gery describes  the  animal  experiments  which  hold  great 
potential  for  subsequent  clinical  use  in  humans. 

The  increasing  accuracy  of  diagnostic  obstetrical  ultra- 
sonography has  made  possible  early  prenatal  diagnosis  of 
abnormalities  of  the  kidneys,  lungs,  and  brain  which  may 
lend  themselves  to  prenatal  surgery. 

The  development  of  anesthetic,  obstetrical,  and  surgical 
techniques  in  parallel  with  the  increased  accuracy  of  ultra- 
sonography have  made  possible  the  spectacular  successes 
of  Harrison  and  his  colleagues  at  the  University  of  California 
at  San  Francisco. 

A word  of  caution,  though,  may  be  in  order.  These  fetal 
surgical  procedures  are  experimental  and  are  not  for  wide- 
spread clinical  application. 

For  an  institution  to  undertake  fetal  surgery  in  human  be- 
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ings  at  this  time  should  mean  the  commitment  of  a team  of 
specialists  including  obstetricians,  anesthesiologists,  sur- 
geons, neonatologists,  intensive  care  units,  and  the  re- 
sources of  an  experimental  animal  surgical  laboratory.  Hon- 
est, unsophisticated  discussion  of  the  potential  hazards  of 
these  techniques  to  mother  and  fetus  must  be  presented  to 
both  parents  as  well  as  to  an  institutional  review  committee 
charged  with  the  responsibility  for  human  experimentation. 

It  is  hoped  that  as  more  experience  with  fetal  surgical  pro- 
cedures emerges  from  those  institutions  able  and  willing  to 
make  the  necessary  commitments,  a clear  understanding  of 
the  place  of  fetal  surgery  will  be  found. 

Irving  A.  Ratner,  MD 

Chief,  Section  of  Pediatric  Surgery,  Santa  Rosa  Children's  Hospital,  San 

Antonio,  TX  78229. 

Funding  research  and  health  care  is  investment  in 
America’s  future 

Medical  research  has  converged  with  biotechnology  to  give 
physicians  a series  of  diagnostic  and  therapeutic  miracles. 
Neonates  weighing  only  1 ,200  mg  often  survive  in  the  high- 
tech  setting  of  a neonatal  intensive  care  unit.  A growing 
number  of  octogenarians  function  well  with  new  hips,  newly 
implanted  lenses,  aortocoronary  bypasses,  and  cardiac 
pacemakers.  Their  hearts  are  fine-tuned  with  calcium  chan- 
nel blockers,  coronary  dilators,  and  digitalis. 

This  demographic  shift  to  a rapidly  growing  segment  of 
people  over  60  years  of  age  has  been  called  the  “graying  of 
America.”  In  fact,  the  demographers  say  that  half  the  people 
ever  to  attain  the  age  of  65  years  still  live  today.  Life  expec- 
tancy for  females  approaches  80  years;  in  1 860,  life  expec- 
tancy was  45  years. 

These  medical  achievements  create  new  ethical,  moral, 
and  philosophical  challenges  for  society  and  a crisis  in  health 
care  financing.  Eleven  percent  of  the  population  is  over  65 
years  old,  and  that  11%  consumes  35%  of  the  health  care 
dollar.  Two  percent  of  the  gross  national  product  (GNP)  was 
spent  on  health  care  in  1965;  today  that  figure  is  10%.  Many 
schemes  for  reducing  the  cost  of  health  care  have  been  pro- 
posed and  there  is  a congressional  mandate  to  reduce  that 
part  of  the  costs  now  paid  by  the  federal  government.  We  in 
medicine  are  clearly  victims  of  our  own  successes  in  treating 
disease  and  prolonging  life.  Physicians  now  can  do  more  for 
patients  than  the  American  tax  payer  seems  willing  to  pay  for. 

The  Grace  Commission’s  recent  report*  revealed  that  a 
significant  factor  in  the  increasing  cost  of  medical  care  is  the 
result  of  new  technology  and  new  medical  procedures  that 
sustain  life  at  both  ends  of  the  biological  spectrum.  Using 
newly  compiled  data,  the  authors  concluded  that  seven 
health  care  advances  added  about  $20.4  billion  to  1 982  hos- 
pital costs.  Those  technologies  are  heart  bypass  and  valve 
surgery,  neonatal  intensive  care,  renal  dialysis,  arthroplasty 
and  joint  replacements,  parenteral  nutrition,  and  diagnostic 
imaging.  The  commission  speculated  that  some  of  these 
technologies  would  not  have  been  developed  under  govern- 
ment price  regulations.  They  warned  that  government  efforts 
to  regulate  technology  are  particularly  ill-advised  since  fed- 


eral officials  were  not  able  even  to  compile  an  “up-to-date 
list”  of  key  technology  changes  in  health  care. 

The  Carter  administration  conducted  a holy  war  against 
the  CAT  scanners  despite  their  undeniable  utility  and  cost 
effectiveness.  The  Reagan  administration's  push  for  budget 
cuts  may  have  dire  consequences  for  medical  research  and 
further  development  of  more  precise  diagnostic  imaging 
techniques.  Historically,  government’s  role  has  been  to  en- 
courage and  nurture  basic  research.  Policies  now  being  con- 
sidered by  Congress  and  the  administration  shall  likely  prove 
to  be  short-sighted  and  expensive. 

In  a world  of  totalitarian  governments,  anarchy,  and  ter- 
rorists, it  is  prudent  to  spend  money  for  defense  of  freedom. 

In  a world  of  hunger  and  suffering,  it  is  humanitarian  to  allo- 
cate resources  to  reduce  human  suffering.  Who  is  to  say  that 
10%  of  the  GNP  for  health  care  is  excessive?  As  physicians, 
dedicated  to  reducing  suffering,  we  have  a moral  imperative 
to  make  our  voices  heard  above  the  authoritarian  chorus  of 
politicians,  economists,  and  others.  As  organized  physicians, 
we  must  speak  loudly  with  one  voice  about  the  powerful 
forces  at  work  to  “restructure"  the  best  health  care  system  in 
the  world.  As  individual  physicians,  we  must  take  time  to  edu- 
cate our  patients  about  the  competitive  health  care  models 
now  proliferating.  We  must  make  it  clear  that  freedom  to 
choose  a trusted  physician,  a community  hospital,  and  treat- 
ment modalities  are  equally  important  in  the  frightening 
environment  of  life-threatening  illnesses.  As  concerned 
physicians,  we  must  remind  them  that  regardless  of  good  in- 
tentions, individual  liberties  once  surrendered  are  freedoms 
forever  lost. 

The  crisis  in  health  care  financing  is  not  likely  to  pass 
quickly.  Our  leaders  in  organized  medicine  have  taken  many 
positive  steps  in  this  critical  battle,  but  we  must  all  help  con- 
vince the  American  people  and  our  politicians  that  the  billions 
of  dollars  spent  for  health  care  are  prudently  and  wisely  in- 
vested. We  need  not  wait  for  instructions  from  our  elected 
officials  in  organized  medicine.  You  and  I can  begin  today  to 
educate  our  patients.  We  can  contact  our  elected  officials 
about  our  concerns  for  continued  high  quality  medical  care 
for  all  Americans.  As  advocates  for  our  patients,  we  must 
continue  to  demand  that  medicine  live  up  to  its  high  ethical 
standards. 

We  are  still  free  men  with  free  institutions.  We  must  con- 
tinue to  be  a powerful  force  for  good  in  our  communities  and 
our  nation.  We  must  prevail,  and  with  your  involvement  and 
dedication,  we  shall  prevail. 

Carroll  L.  Boone,  MD 

President,  Harris  County  Medical  Society,  3344  Plainview,  Pasadena,  TX 

77504. 


The  President's  Private  Sector  Survey  on  Cost  Control,  1 984. 
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LETTERS 


Adjuvant  therapy 

A table  (Fig  1 ) in  the  March  issue  of  Texas  Medicine  (Hendler 
FJ : Aspects  of  adjuvant  therapy,  Tex  Med  80(3) :35-36, 1 984) 
suggests  that  adjuvant  therapy  for  head  and  neck  cancer  has 
an  effect  on  survival  similar  to  that  of  breast  cancer  and 
ovarian  cancer.  This  is  totally  misleading  and  erroneous. 
There  is  no  trial  of  adjuvant  chemotherapy  in  head  and  neck 
cancer  that  has  shown  an  increase  in  survival  over  conven- 
tional therapy.  Squamous  carcinoma  of  the  upper  aero- 
digestive  tract  in  this  regard  runs  very  much  parallel  to 
non-small-cell  carcinoma  of  the  lung. 

The  drugs  available  today  for  systemic  chemotherapy  of 
head  and  neck  cancer  do  produce  objective  remissions,  but 
these  are  transient  and  often  associated  with  morbidity,  es- 
pecially in  patients  over  70  years  of  age. 

Helmuth  Goepfert,  MD 

Professor  and  Chairman,  Department  of  Head  and  Neck  Surgery,  The 
University  of  Texas  System  Cancer  Center,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Texas  Medical  Center,  6723  Bertner  Ave,  Houston,  TX 
77030. 


The  author  responds 

Analysis  of  the  data  in  using  chemotherapy  following  either 
surgery  and/or  radiation  therapy  in  cancers  of  the  head  and 
neck  suggests  that  it  is  probably  not  as  useful  as  adjuvant 
chemotherapy  in  breast  and  ovarian  cancer.  This  must  be 
reconsidered  with  respect  to  an  analysis  of  the  results  with 
adjuvant  therapy  in  breast  and  ovarian  carcinoma.  In  breast 
cancer,  adjuvant  therapy  has  demonstrated  efficacy — ie,  im- 
proved survival — in  patients  who  are  premenopausal.  In 
ovarian  cancer,  adjuvant  therapy  works  only  in  patients  with 
essentially  no  tumor  burden  (probably  less  than  2 cm  re- 
sidual tumor)  and  with  tumors  that  have  a lower  pathologic 
grade  (<grade  IV).  Similarly,  in  head  and  neck  tumors,  se- 
lected subsets  of  patients  appear  to  respond  to  adjuvant 
therapy. 

Recent  data  suggest  that  the  best  approach  in  treating 
head  and  neck  tumors  and  other  epidermoid  malignancies 
may  be  reduction  of  tumor  burden  with  chemotherapy  fol- 
lowed by  surgery  and/or  radiation  therapy.  A number  of 
studies  have  demonstrated  that  30%  complete  remission  and 
an  80%  response  rate  can  be  obtained  with  chemotherapy 
using  this  approach.  These  data  are  comparable  to  those 
achieved  with  chemotherapy  of  breast  and  ovarian  cancer. 
Preoperative  chemotherapy  has  been  shown  in  these  studies 
to  improve  the  disease-free  interval  and  survival  when  com- 
pared to  conventional  therapy. 

Fred  Hendler,  MD,  PhD 

Assistant  Professor  of  Internal  Medicine,  The  University  of  Texas  Health 

Science  Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235. 
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The  newest 
innovation  ^ 
in  office  equipment 
won’t  be  found 
in  the  office. 


It’s  not  a copier. 

And  it’s  not  a fancy  new  word  processor. 

It's  GTE  MobilnetSM  car  phone  service. 

And,  it  turns  your  car  into  a highly  productive  office. 

You  see,  it  utilizes  the  new  cellular  phone  technology 
that  lets  you  make  or  receive  telephone  calls  as  clearly 
and  easily  as  you  do  in  your  own  office  or  home. 

What’s  more,  you  have  everything  from  the  ease  of 
push  button  dialing  to  special  features  like  speed  call- 
ing and  automatic  re-dialing  of  busy  numbers.  Not  to 
mention  call  forwarding,  call  waiting  and  three-way 


conference  calling. 

But  we  don’t  just  sell  you  a phone  and  tell  you  to  hit 
the  road. 

Because  when  you  go  to  GTE  Mobilnet,  you  can  get  a 
phone  and  a reservation  for  our  service  (which  will  con- 
nect you  to  the  rest  of  the  world) . 

Then  you  won't  have  to  waste  time  in  your  car  talking 
to  yourself  and  agonizing  over  all  the  things  you  forgot 
to  do  or  couldn’t  get  done. 

Because  now  you  can  do  something  about  them. 


Mobilnet 


The  car  phone  service  everyone’s  talking  about. 


I want  to  know  why  everyone’s  talking 
about  GTE  Mobilnet.  713-683-0063,  ext.  37. 

□ Please  send  me  further  information. 

□ Please  have  a representative  call  me  at 

Name Title 


Company. 
City 


.Address 


.State. 


© 1984  GTE  Mobilnet  Incorporated 


. GTE  Mobilnet,  1287  North  Post  Oak  Road 
| Suite  160,  Houston,  Texas  77055 


TEXAS 

AMERICAN 

BANKS 


Some  people  have  a special 
quality. 

They  know  who  they  are  and 
where  they’re  going. 

And  they  look  for  a special 
quality  in  the  people  they  do 
business  with. 


At  Texas  American,  special 
people  like  these  are  discovering 
bankers  who  are  committed  to 
building  long-range  relationships. 
Who  are  eager  to  solve  problems 
in  innovative  ways.  Who  see  their 
own  success  in  terms  of  success- 
ful customers. 


If  you’re  looking  for  a special 
kind  of  banker,  come  to  Texas 
Amencan.  It's  where  special  people 
discover  the  special  kind  of  bank- 
ers they  deserve. 


Texas  American. 

A special  kind  of  banker. 
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TMA  IN  ACTION 

Fall  Conference  convenes 
Sept  14-16  in  Austin 

Texas  Medical  Association’s  Fall  Con- 
ference Sept  1 4-1 6 will  offer  an 
“Update  on  Issues  in  Medicine,”  ac- 
credited continuing  medical  education, 
and  entertainment. 

Among  the  headliners  at  the  Satur- 
day session  at  the  Hyatt  Regency 
Austin  is  Joseph  F.  Boyle,  MD,  Los  An- 
geles, who  will  speak  about  current 
issues  in  medicine.  Dr  Boyle  is  presi- 
dent of  the  American  Medical  Associa- 
tion and  was  chairman  of  the  AMA 
Board  of  Trustees  from  1 981  to  1 983. 

Richard  J.  Hanley,  Toledo,  vice- 
president  of  corporate  staff  and  director 
of  health  care  policy  and  programs, 
Owen-lllinois  Corporation,  will  speak  on 
“Partners  in  Health  Care  Costs— Work- 
ing with  Industry  and  Business  and 
Their  Viewpoints.” 

Also  scheduled  for  the  Saturday  pro- 
gram is  James  S.  Todd,  MD,  Ridge- 
wood, NJ,  president,  Physicians  Insur- 
ers Association  of  America,  and  a 
member  of  the  American  Medical  Asso- 
ciation Board  of  Trustees  and  of  its 
Executive  Committee.  Dr  Todd  will 
speak  on  reducing  the  risk  of  profes- 
sional liability. 

Alan  R.  Nelson,  MD,  Salt  Lake  City, 
will  speak  on  increasing  competition 
and  government  regulation  of  reim- 
bursement. Dr  Nelson  has  served  on 
the  AMA  Board  of  Trustees  since  1 980 
and  in  1 983  was  elected  to  its  Execu- 
tive Committee.  He  is  a past  member  of 
the  AMA  Council  on  Legislation. 

Karen  Zupko,  Chicago,  will  advise  on 
marketing  for  physicians  and  practice 
management.  Ms  Zupko  is  director 
of  the  AMA  Department  of  Practice 
Management. 

Additionally,  a panel  discussion  dur- 
ing the  morning  will  update  the  medical 
alphabet — DRGs  and  how  they  and 
the  prospective  pricing  system  may  im- 
pact the  practice  of  medicine. 

TMA  will  host  a luncheon  for  partici- 


pants in  the  Saturday  programs,  and 
the  TMA  Insurance  Trust  and  the  Pru- 
dential Insurance  Company  of  America 
will  host  evening  hospitality  before  the 
University  of  Texas-Auburn  University 
football  game. 

In  addition  to  socioeconomic  topics, 
the  conference  will  address  four  clinical 
fields  as  continuing  medical  education 
courses  focus  on  cardiac  life  support, 
fluids  and  electrolytes,  new  drugs  and 
interactions,  and  office  dermatology. 

These  courses  are  offered  Saturday 
and  Sunday.  Although  there  is  a Sept  7 
deadline  for  registration,  participants 
will  be  admitted  at  the  door  on  a space 
available  basis. 

The  TMA  Medical  Student  and  Resi- 
dent Physician  Sections  both  will  have 
business  meetings  in  conjunction  with 
the  conference.  The  meetings  begin  at 
1 pm  Saturday  at  the  Sheraton  Crest 
Inn. 

TMA  committees,  councils,  and 
boards  also  will  meet  during  the 
conference. 

Provisional  members  may  fulfill  the 
membership  requirement  to  attend  a 
state-level  meeting  by  attending  the 
Saturday  program  from  9 am  to  4 pm. 


James  S.  Todd,  MD,  (left)  Ridgewood,  NJ,  presi- 
dent, Physicians  Insurance  Association  of  Amer- 
ica, and  Karen  Zupko,  (right)  Chicago,  director  of 


There  is  no  registration  fee  for  the 
conference,  but  fees  will  be  collected 
for  the  continuing  education  courses. 

Members  will  be  charged  $40,  and 
nonmembers  $45,  for  the  basic  cardiac 
life  support  provider  course.  The 
courses  on  fluids  and  electrolytes,  new 
drugs  and  interactions,  and  office  der- 
matology cost  $75  for  members  and 
$80  for  nonmembers. 

Executive  Board  authorizes 
management  study 

Texas  Medical  Association’s  Executive 
Board  has  allotted  $30,000  to  finance  a 
management  study  to  enhance  the 
association’s  future  operations  and 
effectiveness. 

George  G.  Alexander,  MD,  TMA 
president,  recommended  the  study  dur- 
ing the  May  meeting  of  the  Board  of 
Trustees,  and  the  Executive  Board  ap- 
proved during  a meeting  July  1 3-1 5 in 
Kerrville. 

Through  the  study,  the  boards  hope 
to  ensure  cooperation,  active  liaison, 
and  utilization  of  resources  among 
TMA,  Texas  Medical  Foundation,  Texas 
Medical  Insurance  Trust,  and  Texas 
Medical  Liability  Trust.  These  organi- 


se AMA  Department  of  Practice  Management, 
are  scheduled  to  speak  during  the  Texas  Medical 
Association  fall  conference,  Sept  14-16. 
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I compared  Disability  Insurance 
I did  not  switch. 

I found  that  my 

Texas  Medical  Association 

Long  Term  Disability  Insurance 
SERVES  ME  BEST! 


It  offers  SOLID  PROTECTION  for  Long  Term  TOTAL  and  PARTIAL  disability.  I found 
no  need  to  spend  money  on  options  for  my  disability  coverage. 


The  low  cost  of  TMA’S  SOLID  PROTECTION  enables  me  to  purchase  a larger  monthly 
benefit.  This  means  that  should  I become  totally  disabled,  the  larger  monthly  benefit  is 
THEN  payable.  No  waiting  for  “IF”  and  “WHEN”  optional  benefits  to  become  effective 
should  my  disability  be  lengthy. 


My  larger  monthly  benefit  for  total  disability  enhances  the  value  of  my  benefit  for  long 
term  partial  disability.  It’s  simple  . . . Payments  for  partial  disability  are  a percentage  of 
the  monthly  benefit  for  total  disability. 


With  these  proven  facts , my  next  move  is  to  apply  to  increase  my 
monthly  benefit  to  TMA’s  new  $7000  maximum. 


>VL 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

1901  N.  Lamar  Blvd  Austin,  Texas  78705  1-800-252-9318 


Prudential 

Group  Insurance 
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zations  will  be  invited  to  participate 
actively  and  give  financial  support  to 
the  study. 

The  study  also  is  expected  to  encom- 
pass TMA’s  structure  and  governing 
bodies,  and  staff  organization  and 
function. 

The  boards  authorized  TMA  Execu- 
tive Director  C.  Lincoin  Williston  to 
retain  a management  consulting  firm. 

At  press  time,  four  management  con- 
sulting firms  had  submitted  proposals: 
Ernst  & Whinney;  McManis  Associates, 
Inc;  Booz,  Allen  & Hamilton;  and  the 
American  Society  of  Association 
Executives. 

The  trustees  also  appropriated  funds 
to  permit  the  executive  director  to  retain 
a consultant  to  explore  options  for  the 
sale  or  development  of  672  acres 
southwest  of  Kerrville,  which  the  late 
Sam  E.  Thompson,  MD,  and  his  wife 
Mrs  (Annie  Lee)  Thompson  bequeathed 
to  TMA. 

The  object  of  the  study  is  to  secure 
the  greatest  revenues  possible  for 
medical  student  loans  and  the  TMA 
Memorial  Library,  which  will  benefit 
from  sale  or  development  of  the 
property. 

Conservative  estimates  place  the 
value  of  the  property  in  excess  of  $1 
million. 

In  other  action,  the  Executive  Board 
approved  a recommendation  from  the 
Committee  on  Long-Range  Planning 
that  the  Council  on  Medical  Education 
prepare  a report  on  the  extent  to  which 
Texas  medical  schools  teach  students 
the  facts  of  medical  economics  and 
cost  effectiveness. 

As  a corollary,  the  board  approved  a 
recommendation  that  the  Council  on 
Medical  Education  evaluate  the  use- 
fulness and  feasibility  of  TMA  estab- 
lishing and  funding  a pilot  program  stu- 
dent retreat  to  inform  students  about 
cost-effective  medical  practice  and  cost 
containment.  The  pilot  program  would 
determine  student  interest  in  the  sub- 
ject and  the  effectiveness  of  the  retreat. 

The  Executive  Board  approved  and 
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referred  to  the  Board  of  Trustees  a 
proposal  from  the  Council  on  Public 
Health  and  the  Subcommittee  on  Peri- 
natal Health,  to  produce  public  service 
announcements  for  radio  on  teenage 
pregnancy. 

Membership  directories  mailed 
to  19,000  TMA  members 

Texas  Medical  Association’s  1984 
membership  directory  has  been  mailed 
to  approximately  19,000  dues-paying 
members. 

Because  of  a 9%  increase  in  physi- 
cian membership,  the  directory  ran  336 
pages,  several  pages  longer  than  origi- 
nally projected. 

At  press  time,  $57,846.50  had 
been  spent  to  produce  and  mail  the 
directories. 

In  addition  to  dues-paying  members, 
the  directory  is  sent  to  Blue  Cross  and 
Blue  Shield  of  Texas,  auxiliary  leaders, 
key  staff  members  of  the  American 
Medical  Association,  county  medical 
society  executives,  and  staff  at  Texas 
Medical  Liability  Trust,  Texas  Academy 
of  Family  Physicians,  Texas  Medical 
Foundation,  1C  System,  and  the  Texas 
State  Board  of  Medical  Examiners. 

Dues-exempt  members  who  wish  to 
receive  a free  copy  of  the  directory  and 
dues-paying  members  who  have  not  re- 
ceived their  copies  should  contact  the 
Membership  Department,  Texas  Medi- 
cal Association,  1230  W Martin  Luther 
King  Blvd,  Austin,  TX  78705,  phone 
(512)477-6704.  Price  lists  for  non- 
members are  available  from  the 
Membership  Department. 

Library  contributes  to  exhibit 
marking  hospital’s  centennial 

Thanks  to  Texas  Medical  Association’s 
Memorial  Library,  an  exhibit  commem- 
orating the  100th  anniversary  of  the 
oldest  public  hospital  in  Texas  has  been 
enhanced. 

The  library  loaned  its  collection  of  an- 
tique medical  instruments  to 
Brackenridge  Hospital,  Austin,  for  the 
exhibit,  which  also  featured  text,  photos 


and  videos,  and  murals  of  significant 
events  in  the  hospital’s  100  years. 

Titled  “The  Illustrated  Hospital:  The 
Brackenridge  Centennial  Exhibit,”  the 
collection  will  travel  to  various  locations 
around  Austin.  It  was  displayed  at  the 
Austin  History  Center  June  30  through 
Aug  30. 

The  exhibit  highlights  three  medical 
firsts  in  Central  Texas:  the  first  kidney 
transplant,  first  intracranial  neuro- 
surgery, and  first  open-heart  surgery. 

The  exhibit  was  part  of  a series  of 
special  events  marking  the  hospital’s 
centennial,  and  more  activities  are 
scheduled  for  the  fall. 

Pat  Durham  wins  office 
during  AMAA  meeting 

Pat  (Mrs  Mylie  E.)  Durham,  Houston, 
is  the  new  secretary  of  the  80,000- 
member  American  Medical  Association 
Auxiliary. 

Mrs  Durham  was  installed  during  the 
group's  annual  meeting  in  June  in 
Chicago. 

Mrs  Durham,  a 30-year  member  of 
TMAA,  has  served  the  state  auxiliary 
as  convention  chairman,  newsletter 
editor,  finance  committee  chairman, 
eastern  regional  vice-president,  and 
first  vice-president.  During  1978-1979, 
she  was  president  of  TMAA  at  the  same 
time  her  husband,  Houston  surgeon 


Pat  (Mrs  Mylie  E.)  Durham,  Houston,  was  installed 
as  secretary  of  the  American  Medical  Association 
Auxiliary  during  the  group's  convention. 
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Mylie  E.  Durham,  Jr,  MD,  was  president 
of  Texas  Medical  Association. 

Outside  of  auxiliary  activities,  Mrs 
Durham  has  modeled  professionally, 
taught  modeling  and  self-improvement, 
and  served  as  director  of  fashion  and 
special  events  for  two  major  Houston 
department  stores. 

TMAA  organizes 
five  new  chapters 

The  Texas  Medical  Association  Auxil- 
iary, the  largest  state  medical  auxiliary 
in  the  country,  was  recognized  for 
organizing  five  new  chapters  during  the 
American  Medical  Association  Auxiliary 
Chicago  convention,  June  14-16. 

The  five  newly  formed  county  auxili- 
aries are  Fort  Bend,  Erath-Hood- 
Somervell-Comanche,  Wilbarger, 
Cass-Marion,  and  Collin-Fannin. 

New  brochure  promotes 
Community  Medical  Forum 

A new  brochure  will  promote  Texas 
Medical  Association’s  Community 
Medical  Forum,  a speaker’s  bureau  for 
the  public,  to  employee  groups,  school 
audiences,  and  civic  and  community 
groups. 

Designed  to  meet  the  public’s  health 
information  needs,  the  Community 
Medical  Forum  provides  speakers  on 
13  topics.  Speakers  are  available  to 
discuss  the  doctor-patient  relationship, 
fitness  after  40,  stress  management,  al- 
lergies in  Texas,  heart  disease/heart 
surgery,  and  prevention  and  treatment 
of  cancer. 

Other  speech  topics  are  exercise,  ac- 
cident prevention,  safe  weight  loss, 
preventive  medicine,  medical  consid- 
erations and  the  new  medical  technol- 
ogy, and  health  care  costs. 

Other  speakers  address  the  ques- 
tion, “So  you  want  to  be  a doctor?” 

A month’s  lead  time  for  scheduling  a 
speaker  is  suggested,  but  last-minute 
requests  will  be  filled  if  possible. 

The  speaker’s  bureau  is  described  as 
“one  of  the  best  ways  to  get  up-to-date, 
individualized  health  and  medical  infor- 
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mation”  because  it  affords  two-way 
communication. 

TMA  members  who  want  to  partici- 
pate in  the  Community  Medical  Forum 
should  contact  Lisa  Stark  Walsh,  Com- 
munication Department,  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701. 

HEALTH  LINE 

TDH  educates  public  on 
use  of  child  safety  seats 

The  Texas  Department  of  Health  (TDH) 
is  involved  in  a statewide  awareness 
effort  to  inform  the  public  about  using 
car  safety  seats  properly  and  consis- 
tently. During  the  June  special  session, 
Texas  legislators  approved  a law  requir- 
ing the  use  of  automobile  safety  seats 
or  seat  belts  for  children  under  age  4 
(see  related  story  on  p 24  in  Capital 
Comments). 

The  Safe  Riders  program,  conducted 
by  the  TDH  in  cooperation  with  the 
state  Department  of  Highways  and 
Public  Transportation,  includes: 

— Promotional  and  educational  ma- 
terials for  consumers  and  health  care 
providers  concerning  the  use  and  avail- 
ability of  car  safety  seats; 

— Education  resource  materials  for 
community  leaders  who  want  to  estab- 
lish loaner  and  reduced-cost  sales 
programs;  and 

— A toll-free  information  hotline 
(1-800-252-8255)  manned  by  bilingual 
(English/Spanish)  operators  from  8 am 
to  5 pm  Monday  through  Friday. 

“Information  in  English  and  Spanish 
about  localized  child  passenger  safety 
programs  which  loan  or  sell  seats  at  re- 
duced prices  is  available  through  the 
hotline.  In  addition,  callers  may  order 
bilingual  educational  materials,  as  well 
as  receive  consumer  information  about 
safety  seats,”  said  John  Snider,  child 
passenger  safety  coordinator  at  the 
Texas  Department  of  Health. 

Individuals  or  groups  who  wish  to  do- 
nate or  contribute  to  the  child 


passenger  safety  effort  in  Texas  may 
call  the  hotline  number. 

Heart  disease,  cholesterol 
subjects  of  NIH  conference 

Will  reduction  of  cholesterol  levels  pre- 
vent coronary  heart  disease?  This  is 
one  of  the  questions  to  be  studied  at  a 
consensus  development  conference  at 
the  National  Institutes  of  Health  on  Dec 
10-12, 1984. 

Participating  in  the  Consensus  De- 
velopment Conference  on  the  Lowering 
of  Blood  Cholesterol  to  Prevent  Heart 
Disease  will  be  researchers,  medical 
specialists,  clinicians,  and  represen- 
tatives of  other  interested  groups. 

Following  two  days  of  presentations 
by  medical  experts  and  discussion  by 
the  audience,  a consensus  panel  will 
weigh  the  scientific  evidence  and  for- 
mulate a draft  statement  in  response  to 
the  following  questions:  Is  the  rela- 
tionship between  blood  cholesterol 
levels  and  coronary  heart  disease 
causal?  At  what  level  of  blood  cho- 
lesterol should  treatment  be  started 
and  what  is  appropriate  treatment? 
Should  the  population  at  large  attempt 
to  reduce  their  cholesterol  levels?  What 
are  appropriate  directions  for  research 
to  explore? 

On  the  final  day  of  the  meeting,  the 
panel  chairman  will  read  the  draft  state- 
ment before  the  conference  audience 
and  invite  comments  and  questions. 

For  more  information  about  the  con- 
ference contact  Ms  Peggy  Connolly, 
Prospect  Associates,  Suite  401 ,2115 
East  Jefferson  St,  Rockville,  MD  20852 
telephone  (301  )468-6555. 

TDH  targets  Hispanics 
for  diabetes  prevention 

Texas  is  among  several  states  which 
are  focusing  on  Hispanics  in  diabetes 
control  activities.  The  Texas  Depart- 
ment of  Health  (TDH)  reports  that  the 
Division  of  Diabetes  Control  of  the  Cen 
ters  for  Disease  Control  (CDC)  in 
Atlanta,  Ga,  has  accumulated  evidence 
that  diabetes  mellitus  is  a major  health 
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risk  for  Hispanics. 

Among  the  conclusions  of  the  CDC 
are: 

1.  The  prevalence  of  diabetes  in  His- 
panics is  increased  in  persons  over  the 
age  of  45  years. 

2.  The  majority  of  Hispanics  with  dia- 
betes have  Type  II  or  non-insulin 
dependent  diabetes  mellitus. 

3.  Diabetes  mellitus  mortality  ap- 
pears to  be  two  to  three  times  higher  in 
Hispanics  than  in  whites. 

4.  The  prevalence  of  non-insulin  de- 
pendent diabetes  mellitus  is  more  than 
twice  as  high  among  barrio  men  as 
among  the  more  affluent  suburban  men 
and  almost  five  times  as  high  among 
the  barrio  women  as  among  suburban 
women. 

The  Texas  Diabetes  Council,  estab- 
I lished  in  1 983  by  the  state  Legislature, 
is  charged  with  the  responsibility  of  de- 
veloping and  implementing  a state  plan 
for  diabetes  services  and  education. 

The  council  encourages  primary  care 
practitioners  to  be  aware  that  Hispanic 
patients  are  at  increased  risk  for  dia- 
betes mellitus.  Early  diagnosis  of  the 
: disease  with  subsequent  control  of 
hyperglycemia  can  reduce  the  costs 
associated  with  the  complications  of 
: diabetes. 

The  diabetes  council  continues  to 
study  the  issues  of  professional  and 
patient  education  on  diabetes,  and 
third-party  reimbursement  for  diabetes 
services  and  supplies.  The  TDH  an- 
ticipates that  future  activities  of  the 
council  will  include  the  establishment  of 
projects  for  patient  and  professional 
education. 

Fellowship  program  supports 
training  in  adult  cardiology 

The  American  College  of  Cardiology 
and  The  Merck  Company  Foundation 
are  offering  fellowships  to  support 
advanced  training  in  adult  cardiology. 
The  deadline  for  applications  for 
1985-1986  Adult  Cardiology  Fel- 
lowship Training  Awards  is  Jan  1 , 1 985. 
Each  fellowship  offered  will  provide  a 
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$20,000  stipend  and  an  additional 
$5,000  for  the  purchase  of  supplies  and 
equipment  to  carry  out  the  projects. 

Applicants  for  the  awards  must  be  in 
their  first  or  second  year  of  adult  car- 
diology fellowship  training.  Recipients 
will  be  announced  in  March  1985. 

The  fellowships  will  be  conducted 
July  1985  through  June  1986.  The 
Merck  Fellow  of  the  American  College 
of  Cardiology  is  expected  to  complete  a 
clinically-oriented  project  during  his  or 
her  year  of  training.  The  project  could 
involve  a study  in  the  broader  aspects 
of  the  discipline  such  as  teaching  and 
delivery  of  cardiovascular  health  care. 

For  more  information  about  the  fel- 
lowship awards  program,  contact  the 
American  College  of  Cardiology,  91 1 1 
Old  Georgetown  Rd,  Bethesda,  MD 
20814. 

SOCIOECONOMICS 

Oct  6 is  deadline 
for  voter  registration 

Texas  physicians  who  are  not  regis- 
tered to  vote  can  expect  a nudge  from 
representatives  of  Project  MEDVOTE 
with  the  approach  of  the  Oct  6 deadline 
for  voting  in  the  November  elections. 
They  also  may  use  the  voter  registra- 
tion form  that  has  been  dropped  into 
this  issue  of  Texas  Medicine. 

Project  MEDVOTE,  a national  effort 
initiated  by  the  American  Medical  Asso- 
ciation, will  enlist  volunteers  from  Texas 
Medical  Association,  TEXPAC,  and  the 
TMA  Auxiliary.  The  volunteers  will  iden- 
tify unregistered  members,  spouses, 
and  family  members,  register  them  to 
vote,  and  encourage  active  participa- 
tion in  the  general  election  Nov  6. 

MEDVOTE’s  July  kick-off  in  Wash- 
ington, DC,  established  guidelines  and 
offered  suggestions  for  successful 
drives.  TEXPAC  and  TMAA  staff  and 
Lynn  (Mrs  J.  Franklin)  Howell,  Amarillo, 
Texas  MEDVOTE  chairman,  along  with 
representatives  of  36  other  states  at- 
tended the  meeting.  (See  Mrs  Howell's 
editorial  on  p 6 of  this  issue.) 


TMAA  conducted  regional  meetings 
in  Lubbock,  July  17,  and  Dallas/Fort 
Worth,  July  1 8.  At  press  time,  meetings 
in  Corpus  Christi  and  Houston  were 
scheduled  for  later  in  the  month. 

Regional  meeting  leaders  delivered 
voter  registration  lists,  MEDVOTE  but- 
tons and  literature,  and  facts  about 
Texas  voter  registration  laws. 

TMAA  will  recognize  success  in  "nail- 
ing down”  unregistered  voters  with 
“Golden  Nail"  awards.  At  the  national 
level,  the  most  successful  MEDVOTE 
chairman  will  be  recognized  during  the 
AMA  Leadership  Conference  in  Febru- 
ary 1985. 

Attorney  general  sponsors 
Conference  on  Child  Abuse 

The  first  annual  Texas  Attorney  Gen- 
eral's Conference  on  Child  Abuse  will 
meet  Sept  21 , 1 984,  at  the  Joe  C. 
Thompson  Center,  Austin. 

The  conference  will  focus  on  obtain- 
ing support  and  guidance  from  prose- 
cutors, judges,  social  workers,  law  en- 
forcement personnel,  and  lay  persons 
in  the  development  of  legislative  pro- 
posals regarding  child  abuse  preven- 
tion, reporting,  and  prosecution. 

The  conference  planners  promise  a 
realistic  perspective  on  the  problems 
and  frustrations  encountered  by  both 
the  victims  of  child  abuse  and  profes- 
sionals involved  with  child  abuse 
victims  and  perpetrators. 

Seating  for  the  conference,  for  which 
there  is  no  charge,  is  limited  to  250. 

For  further  information,  call  Jane 
Kline  or  John  Crane  at  (512)475-3131. 

DRGs  effective  cost  cutters, 
but  not  acceptable,  doctors  say 

Even  though  fixed  fees  based  on 
diagnosis-related  groups  (DRGs)  are 
unacceptable  to  a majority  of  physi- 
cians, most  of  them  concede  that  it  is 
an  effective  cost-containment  strategy. 

This  finding  is  the  result  of  a survey 
by  the  Equitable  Life  Assurance  So- 
ciety of  the  United  States,  as  sum- 
marized by  Sen  David  Durenberger 
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A 


Computer  System  That  SpeaKs 
Your  Language. 


What  better  way  to  run  your  practice  than  with  a computer  system 
designed  by  a M.D.  and  programmed  in  a medical  language. 
MOSTAR  is  written  in  Standard  MUMPS,  the  most  widely  used 
language  for  medical  programming.  It  is  an  economical,  highly 
integrated  system  combining  state-of-the-art  hardware  and  soft- 
ware to  meet  your  specific  office  administration  needs.  MOSTAR 
is  an  expandable  single  or  multi-user  medical  system,  and  will 
accommodate  multiple  doctors  with  integrated  or  separate  practi- 
ces. 

Choose  the  system  that  meets  your  needs. 

MOSTAR  B is  a computerized  Billing  system  that  includes 
Arrival  Ticket  • HIC  Claim  Form  • Patient  information  and  Advice 
Sheet  • Clinical  Record  Summary  • Daily  Transaction  Register  • 
Statements  • Aged  Receivables  Report  • Flexible  Delinquent 
Ledger  .Age/ Sex  Register  • Flexible  Diagnostic  Indexing  and 
Reporting  • Financial  Summaries  • Letter  Writing  • On-line  Drug 
and  Diagnostic  Dictionaries  • Worldwide  Access  to  Medical  infor- 
mation Databases. 

MOSTAR  C offers  a complete  Billing  and  Clinical  record 
system  combining  all  the  features  of  MOSTAR  B plus:  Nurse 
Instructions  • Prescriptions  • Chart  Notes  • School  or  Work 
Excuses  • Workers  Comp  Reports. 


A computer  system  you  can  live  with. 

Entering  the  computer  age  doesn't  have  to  be  a traumatic  exp$ 
rience.  With  practical  screen  prompts,  easy  to  read  manuals  am 
on-line  documentation,  your  staff  will  be  up  and  running  will 
minimum  training. 

You  are  not  alone. 

With  15  years  of  experience  behind  us,  we  at  Eclectic  Systerr 
Corporation  know  that  an  on-going  support  is  the  key  ingredient 
successfully  integrating  the  computer  in  your  office.  That's  wl 
we're  with  you  through  the  introduction  stage  and  throughout  tl 
life  of  the  system.  We  even  have  a radio  dispatched  service  fleet 
respond  to  your  needs  quickly. 

MOSTAR.  It  speaks  your  language,  It  has  our  support., 
belongs  in  your  practice.  For  more  information,  write  or  call  l 


16260  Midway 
Dallas,  TX  752 < 
(214)  661-1370 


System  prices  range  from  $13,000  - $27,000 
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Motrin 


600 mg  Tablets 


Upjohn 


The  Upjohn  Company*  Kalamazoo,  Michigan  49001  USA 


Company 


j-4044  January 


WlATCAN 

GIVE  YOU  A BETTER 
RETURN  THAN 

ACJX,  MONEY 

MARKET  OR 
SAVINGS  ACCOUNT? 


^Jelieve  it  or  not,  it’s  your 
own  home.  Investing  in  ener- 
gy-saving improvements  in 
your  home  can  help  you  save 
money  and  make  money.  It’s 
one  of  the  best  investment 
choices  you  can  make — even 
better  than  a C.D.,  money 
market  or  savings  account. 

H ow  is  energy  efficiency 
profitable? 

Owning  an  energy  efficient 
house  can  make  you  money. 
Conservation  features  can 
more  than  pay  for  themselves 
through  reduced  energy 
costs,  giving  you  a handsome 
rate  of  return  on  your  initial 
investment.  And  the  money 
you  save  on  energy  is  tax- 
free.  The  same  holds  true 
when  you  buy  an  energy  effi- 
cient house.  The  graph  ( right) 
illustrates  the  potential  return 
on  investing  an  additional 
$200  down  payment  in  a house 
with  $ 1 ,000  worth  of  energy- 
saving features. 


For  more  details  on  these 
and  other  conservation  in- 
vestment tips,  write  the 
Alliance  to  Save  Energy. 

Return  the  coupon  below  an< 
you’ll  receive  Your  Home 
Energy  Portfolio,  a compre- 
hensive guide  to  conservatio 
investment  opportunities  in 
your  own  home.  If  you’re 
looking  for  a great  invest- 
ment, there’s  no  place  like 
home. 


Please  send  my  free  copy  of  Your  Home  Energy  Portfolio. 

Name 

Add  ress 

j City State Zip. 

| Mail  to:  Alliance  to  Save  Energy,  P.O.  Box 
57200,  Washington,  DC  20037 

[_  ALLIANCE  TO  SAVE  ENERGY 


A public  service  message  from  this  magazine  and  the  Advertising  Council. 

Also  sponsored  by:  Federal  Home  Loan  Mortgage  Corporation.  Federal  National  Mortgage  Association.  National 
Institute  of  Building  Sciences.  U S.  Department  of  Energy 


GREAT  EXPECTATIONS 

become  proven  facts  with  . . . 


CORTISPORIN  OTIC 
Solution/  Suspension 

STERILE  (POLYMYXIN  B- 
NEOMYCIN-HYDROCORTISONE) 

“In  159  of  163  clinically  evaluated  patients, 
the  otic  preparation  (solution  or  suspension) 
was  rated  clinically  effective,  giving  a clinical 
effectiveness  for  acute  diffuse  external  otitis 
of  97.5%.” 1 (Emphasis  added.) 

EFFICACY  RATES  FOR  OTIC 
SUSPENSION  AND  OTIC  SOLUTION  (COMBINED 
RESULTS  FROM  4-CENTER  STUDY) 


Clinical  Efficacy 

Suspension 

Total  ears 

93 

Responders 

Solution 

91  (97.8%) 

Total  ears 

107 

Responders 

Combined  suspension 
and  solution 

104  (97.2%) 

Total  ears 

200 

Responders 

195  (97.5%) 

Adapted  from  Cassisi  et  al. 1 
REFERENCE: 

1.  Cassisi  N,  Cohn  A.  Davidson  T,  et  al:  Diffuse  otitis  externa:  Clinical 
and  microbiologic  findings  in  the  course  of  a multicenter  study  on  a 
new  otic  solution.  Arm  OtolRhinol  Laryngol  86 (suppl  39,  pt  3):1-16, 
1977. 


Broad  antibiotic  spectrum  • PLUS  hydrocortisone  for  relief  of  inflammation  and  pain 


ortisporin*  Otic  Suspension  Sterile  (Polymyxin  B-Neomycin-Hydrocortisone) 
escription:  Each  cc  contains 

irosporin*  (Polymyxin  B Sulfate)  10,000  units.  Neomycin  sulfate  (equivalent  to 
5 mg  neomycin  base)  5 mg.  Hydrocortisone  10  mg  (1%), 

The  vehicle  contains  the  inactive  ingredients  cetyl  alcohol,  propylene  glycol, 
ilysorbate  80,  water  for  injection  and  thimerosal  (preservative)  0 01%. 
idications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external 
iditory  canal  caused  by  organisms  susceptible  to  the  action  of  the  antibiotics, 
id  for  the  treatment  of  infections  of  mastoidectomy  and  fenestration  cavities 
lused  by  organisms  susceptible  to  the  antibiotics 
recautlons:  This  drug  should  be  used  with  care  in  cases  of  perforated  eardrum 
id  in  long-standing  cases  of  chronic  otitis  media  because  of  the  possibility  of 
otoxicity  caused  by  neomycin, 

ortisporln’  Otic  Solution  Sterile  (Polymyxin  B-Neomycin-Hydrocortisone) 
ascription:  Each  cc  contains 
irosporin"'  (Polymyxin  B Sulfate)  10,000  units.  Neomycin  sulfate  (equivalent  to 
5 mg  neomycin  base)  5 mg  Hydrocortisone  10  mg  (1%), 

The  vehicle  contains  the  inactive  ingredients  cupric  sulfate,  glycerin,  hydrochloric  acid,  propylene 

ycol,  water  for  injection  and  potassium  metabisulfite  (preservative)  01%. 

dications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external  auditory  canal 

lused  by  organisms  susceptible  to  the  action  of  the  antibiotics 

recautions:  This  drug  should  be  used  with  care  when  the  integrity  of  the  tympanic  membrane 

in  question  because  of  the  possibility  of  ototoxicity  caused  by  neomycin. 

Iverse  Reactions:  Stinging  and  burning  have  been  reported  when  this  drug  has  gained  access 
the  middle  ear. 

intraindications,  Warnings,  Precautions  and  Adverse  Reactions  Common  to  Both 
oducts 

intraindications:  These  products  are  contraindicated  in  those  individuals  who  have  shown 
persensitivity  to  any  of  the  components,  and  in  herpes  simplex,  vaccinia  and  varicella. 
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Warnings:  As  with  other  antibiotic  preparations,  prolonged  treatment  may  result 
in  overgrowth  of  nonsusceptible  organisms  and  fungi.  If  the  infection  is  not  improved 
after  one  week,  cultures  and  susceptibility  tests  should  be  repeated  to  verify  the 
identity  of  the  organism  and  to  determine  whether  therapy  should  be  changed. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the 
chronic  dermatoses,  such  as  chronic  otitis  externa,  it  should  be  borne  in  mind  that 
the  skin  in  these  conditions  is  more  liable  than  is  normal  skin  to  become  sensitized 
to  many  substances,  including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
L may  be  manifest  simply  as  a failure  to  heal.  During  long-term  use  of  neomycin- 

\ containing  products,  periodic  examination  for  such  signs  is  advisable  and  the  patient 

should  be  told  to  discontinue  the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

Precautions:  If  sensitization  or  irritation  occurs,  medication  should  be  discontinued 
promptly.  Patients  who  prefer  to  warm  the  medication  before  using  should  be  cautioned  against 
heating  the  solution  above  body  temperature,  in  order  to  avoid  loss  of  potency. 

Treatment  should  not  be  continued  for  longer  than  ten  days.  Allergic  cross-reactions  may  occur 
which  could  prevent  the  use  of  any  or  all  of  the  following  antibiotics  for  the  treatment  of  future 
infections:  kanamycin,  paromomycin,  streptomycin,  and  possibly  gentamicin. 

Adverse  Reactions:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  There  are  articles 
in  the  current  literature  that  indicate  an  increase  in  the  prevalence  of  persons  sensitive  to  neomycin 
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(R-Minn),  and  published  in  the  Con- 
gressional Record — Senate,  June  29, 
1984. 

Senator  Durenberger  is  chairman 
of  the  subcommittee  on  health,  a 
component  of  the  Senate's  Finance 
Committee. 

“Physicians  are  out  of  step  with  the 
nation  on  many  key  issues,”  the  sena- 
tor noted  in  his  summary. 

“They  are  less  critical  of  the  status 
quo,  much  more  likely  to  believe  that 
the  health  care  system  is  price  competi- 
tive, and  much  less  willing  to  accept 
alternatives  to  the  traditional  fee-for- 
service,  doctor-patient  relationship  than 
the  public,  hospital  administrators,  em- 
ployers, union  leaders,  or  insurance 
executives.” 

“However,”  he  added,  “practicing 
physicians  are  more  likely  to  see  the 
need  for  change  than  are  their  elected 
leaders.” 

According  to  Senator  Durenberger, 
the  survey  also  showed  that  a majority 
of  physicians  believe  that  the  third- 
party  payment  system  is  a major  con- 
tributor to  increased  health  care 
spending. 

A majority  of  physicians  believe  that 
the  present  health  care  system  is  price 
competitive,  even  though  a majority  of 
the  public  (76%)  believe  that  one  of  the 
problems  of  health  care  is  that  there  is 
no  competition  to  keep  prices  down,  he 
continued. 

Overwhelming  majorities  of  physi- 
cians endorse  change  in  the  health 
care  system  that  would  reduce  hospi- 
talization, and  the  notion  of  government 
price  controls  drew  the  greatest  con- 
sensus of  negative  responses  from 
physicians. 

The  survey  also  revealed  that  while 
most  physicians  believe  that  reducing 
the  use  of  “heroic”  medicine  would  con- 
trol health  care  spending,  a smaller 
majority  find  the  proposal  acceptable. 

“In  most  instances,  younger  physi- 
cians (ie,  physicians  who  have  grad- 
uated more  recently)  are  more  recep- 
tive to  the  proposed  changes  in  the 


health  care  system  than  are  older  phy- 
sicians,” the  summary  said. 

“The  changes  that  older  physicians 
endorse  in  larger  numbers  than  younger 
physicians  are  those  that  would  shift 
additional  costs  to  the  patient.  AMA 
members,  who  tend  to  be  older  than 
nonmembers,  also  tend  to  be  more 
conservative  than  nonmembers  in  ac- 
cepting changes  in  the  health  care 
system  that  would  place  constraints  on 
the  price  or  use  of  health  care  services 
and  on  equipment  purchases.” 

The  majority  of  physicians,  according 
to  Senator  Durenberger’s  summary,  at- 
tribute the  rise  of  health  care  spending 
to  seven  factors:  the  increasing  use  of 
expensive  equipment  and  technology, 
an  older  population,  expensive  mal- 
practice suits  and  malpractice  in- 
surance, increased  availability  of 
government-funded  programs  such  as 
Medicare  and  Medicaid,  increased 
availability  of  employer-provided  health 
insurance,  unnecessary  laboratory 
tests  and  unnecessary  hospitalization. 

“I  am  encouraged  that  physicians 
can  and  will  continue  to  play  a valuable 
role  in  the  effort  to  reform  our  nation’s 
health  care  system  to  make  it  afford- 
able and  accessible  to  all  Americans,” 
he  said. 

“I  urge  my  colleagues  to  consider 
these  attitudes  when,  in  the  days 
ahead,  we  confront  the  problem  of  con- 
trolling health  costs.” 

Regents  approve  $119  million 
for  UT  medical  schools 

The  educational  and  general  budgets 
for  The  University  of  Texas  System’s 
four  medical  schools  will  top  $119  mil- 
lion during  the  1984-1985  fiscal  year, 
beginning  Sept  1. 

The  new  budget  represents  a 4% 
increase  over  the  general  and  educa- 
tional funds  allotted  for  the  1 983-1 984 
fiscal  year. 

Educational  and  general  funds  are 
derived  primarily  from  legislative  ap- 
propriations, tuition,  and  fees  which 


support  an  institution’s  operating 
budget. 

Such  funds  underwrite  the  costs  of 
faculty  salaries,  departmental  op- 
erating expense,  and  instructional 
administration. 

The  funds  are  almost  evenly  divided 
among  the  institutions,  with  the  UT 
Medical  School  at  Houston  receiving 
$29,218,872;  UT  Southwestern  Medi- 
cal School,  Dallas,  $29,486,172;  UT 
Medical  School  at  San  Antonio, 
$30,072,867;  and  UT  Medical  School  at 
Galveston,  $30,362,608. 

The  regents  adopted  the  budgets 
during  a meeting  June  15  in  Port 
Aransas. 

Austin  invited  to  join 
disaster  medical  system 

Following  preliminary  meetings  with 
Texas  Medical  Association  and  other 
interested  organizations,  Austin  has 
been  invited  to  join  the  National  Disas- 
ter Medical  System  (NDMS). 

The  Texas  capital  is  the  first  city  to  be 
tapped  for  the  system,  a new  federal  in- 
itiative to  improve  the  nation’s 
emergency  response  capability. 

Among  other  dignitaries,  Leonard  M. 
Riggs,  MD,  Dallas,  chairman  of  TMA’s 
Committee  on  Emergency  Medical  Ser- 
vices and  Trauma,  and  Edward  N. 
Brandt,  Jr,  MD,  Washington,  DC,  as- 
sistant secretary  for  health,  Depart- 
ment of  Health  and  Human  Services, 
and  a TMA  member,  were  on  hand  to 
announce  Austin’s  selection  to  the 
press. 

NDMS  provides  a single  national 
medical  response  for  major  civil  disas- 
ters and  backup  support  to  the  military 
medical  system  in  case  of  a national 
security  emergency. 

It  joins  the  Departments  of  Defense 
and  Health  and  Human  Services,  the 
Federal  Emergency  Management 
Agency,  and  other  federal  departments 
with  state  agencies,  major  national  pro 
fessional  societies,  voluntary  agencies 
and  the  private  sector. 

NDMS  has  identified  71  metropolitan 
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areas  for  inclusion  in  the  system.  With 
minor  exceptions,  each  area  pos- 
sesses at  least  2,500  acute  care 
hospital  beds,  has  an  institution  capa- 
ble of  acting  as  a coordinating  facility, 
and  is  served  by  an  airport  capable  of 
handling  aeromedical  evacuation 
aircraft. 

Other  metropolitan  areas  in  Texas 
that  have  been  identified  for  the  system 
are  El  Paso,  Dallas/Fort  Worth,  San 
Antonio,  and  Houston. 

These  cities  already  participate  in  the 
Civilian-Military  Contingency  Hospital 
System  (CMCHS),  a military  medical 
support  program.  Beginning  in  January, 
the  Department  of  Defense  will  invite 
CMCHS  cities  to  join  the  more  compre- 
hensive NDMS. 

CAPITAL  COMMENTS 

Legislature  okays  taxes, 
education  package 

On  July  3,  the  Texas  Legislature  ended 
its  second  special  session  by  enacting 
a watershed  public  education  package 
and  a $4.8  billion  tax  program  to  fi- 
nance it.  The  tax  bill,  HB  1 22,  repre- 
sents the  largest  state  tax  increase  in 
the  history  of  Texas  or  any  state. 

Most  observers  had  high  praise  for 
the  comprehensive  primary  and 
secondary  public  education  program 
forged  under  the  joint  leadership  of  Rep 
Gibson  (Gib)  Lewis  (D-Fort  Worth), 
speaker  of  the  House;  Lt  Gov  William  P. 
(Bill)  Hobby,  and  Gov  Mark  White.  A 
strong  majority  of  the  press  commen- 
taries also  praised  the  Legislature  for  its 
courage  in  assuming  the  politically  dan- 
gerous responsibility  of  adequately 
funding  the  new  program.  But,  several 
editorialists  warned  of  an  anti-tax  back- 
lash when  the  public  feels  the  effects  of 
the  new  taxes  beginning  Oct  1 . 

The  final  tax  bill  represents  a com- 
promise between  the  House  approach 
of  expanding  the  sales  tax  base  and  the 
Senate  approach  of  increasing  the 
sales  tax  rate.  In  its  final  form,  the  bill 
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calls  for  significant  tax  increases  on 
corporate  franchise  taxes;  a one-eighth 
cent  increase  in  the  state  sales  tax, 
vehicle  sales,  and  registration  fees; 
doubling  of  the  state  fuel  taxes;  and  sig- 
nificant increases  in  “sin  taxes”  on 
liquor,  beer,  wine,  and  cigarettes. 

The  House  Ways  and  Means  Com- 
mittee, chaired  by  Rep  Stan  Schlueter 
(D-Killeen)  proposed  expansion  of 
Texas’  narrow  sales  tax  base  by  elim- 
inating a number  of  exemptions,  rather 
than  increasing  the  sales  tax  rate  itself. 
They  believed  this  approach  would  help 
forestall  the  need  for  personal  and  cor- 
porate income  tax  in  the  future.  One  of 
the  key  areas  considered  for  first-time 
taxation  was  personal  and  professional 
services,  including  medical  services. 

During  hearings  held  by  the  Ways 
and  Means  Committee,  TMA  Vice- 
president  Gary  W.  Williamson,  MD, 
Austin,  testified  in  opposition  to  includ- 
ing medical  services  under  the  state 
sales  tax.  Dr  Williamson  argued  that 
taxing  necessities  such  as  groceries 
and  medical  services  would  make  the 
sales  tax  too  regressive,  impose  an  on- 
erous burden  on  the  state's  elderly  and 
poor,  and  undercut  efforts  to  contain 
health  care  costs.  Chairman  Schlueter 
publicly  opposed  extending  the  sales 
tax  to  groceries,  medical  care,  and 
other  professional  services. 

Nevertheless,  the  committee  initially 
considered  extending  the  tax  to  certain 
personal  services,  including  laundry 
and  dry  cleaning,  barber  and  beauti- 
cian, shoe  repair,  and  tax  preparation 
services.  Press  commentators  and  a 
number  of  House  members  objected  to 
this  approach  as  favoring  white-collar 
professionals  over  blue-collar  trades, 
and  “all  service”  amendments  were 
prepared  to  include  all  professional  ser- 
vices under  the  tax.  The  Ways  and 
Means  Committee  then  dropped  the  tax 
on  all  personal  services  except  those  of 
laundry,  dry  cleaning,  and  advertising. 
Subsequently,  the  Senate  dropped  the 
advertising  provision  in  favor  of  a more 
limited  tax  on  newspaper  and  periodical 


subscriptions  and  a one-eighth  cent  in- 
crease in  the  base  sales  tax  rate. 

Governor  White  signed  both  new  bills 
into  law  July  1 3.  The  tax  bill  raised  only 
the  funds  necessary  to  finance  the  edu- 
cation reform  bill.  It  provided  no  extra 
tax  revenues  which  will  be  necessary  to 
fund  state  government  after  the  current 
budgetary  cycle  ends  Sept  1 , 1 985. 
Therefore,  the  next  regular  session  of 
the  Legislature  must  enact  either  sub- 
stantial reductions  in  state  govern- 
mental services  or  substantial  addi- 
tional state  tax  increases,  or  a com- 
bination of  the  two,  in  1 985. 

Both  houses  are  examining  the  cur- 
rent state  budget  and  alternatives  for 
new  tax  revenues.  The  $203  million 
which  would  be  raised  in  the  1986- 
1987  biennium  by  bringing  medical 
services  under  the  state  sales  tax  is  ex- 
pected to  receive  even  more  attention 
in  the  coming  months. 

House  subcommittee  completes 
study  of  mandated  benefits 

A subcommittee  of  the  Texas  House  In- 
surance Committee  has  completed  an 
interim  study  on  the  effects  of  state- 
mandated  health  insurance  benefits. 
Rep  John  Gavin  (D-Wichita  Falls) 
chaired  the  Subcommittee  on  Man- 
dated Coverages,  which  began  its  work 
in  November  1983.  The  subcommittee 

Rep  Stan  Schlueter  (D-Killeen),  left,  confers  with 
TMA  Vice-president  Gary  W.  Williamson,  MD,  Aus- 
tin. Dr  Williams  represented  TMA  during 
discussions  of  the  recently  enacted  tax  bill.  Rep- 
resentative Schlueter,  chairman  of  the  House 
Ways  and  Means  Committee,  authored  the  bill. 
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“We  used  to  worry  we  could  not  meet  John’s  needs  at  home. 
He  was  almost  40  and  did  not  belong  in  a hospital. 

Then  we  found  Brown-Karhan.” 


Brown-Karhan  offers  a variety  of 
exclusive  residential  programs 
for  developmentally  disabled  and 
emotionally  disturbed  adults. 

For  more  information  call  toll 


free  1-800-252-3430  in  Texas, 
out  of  state  call  1-512-858-7705. 
Or  write  P.O.  Box  33280,  Austin, 
Texas  78764. 


Licensed  by  the  Texas  Department  of  Health 
Professional  care  in  a home  like  environment 


EXPLORE  BHHH 


RIGHT  HERE  IN  TEXAS  II 


Discover  the  new  era  in  medical  office  management  now  that  P*A*RTS  is  available  for  AT  & T's 
newly  announced  Personal  Computer  with  true  16  bit  processing.  Put  these  two  innovators  together  and 
what  do  you  have?  Not  only  an  economical  solution  to  improved  cash  flow  and  office  efficiency,  but  one 
of  the  fastest  running  medical  systems  available. 


Major  features  of  P'A’RTS  include: 

* Automated  billing  and  aging  of  accounts 

• Automated  insurance  claim  processing 

* Automated  day  sheets 

' Patient  recall  and  scheduling 

• Multi-user  capability 


P A R I S offers  excellent  support  with  its  manufacturer  being  right  here  in  Texas,  and  is  also 
available  for  the  IBli  PC,  its  look-alikes,  and  the  Apple  I II. 

For  more  information,  contact:  Parker  Computer  Systems 

2601  Ridgmar  Plaza,  Suites  1-4 
Fort  Worth,  Texas  76116 
(817)  737-8026  or  735-9515 
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took  advantage  of  the  special  legis- 
lative session  in  June  to  complete  its 
charge. 

Mandated  coverages  generally  add 
to  benefits  being  offered,  expand  cover- 
ages and  the  types  of  practitioners  or 
settings  that  are  to  be  reimbursed,  or 
prescribe  conditions  under  which  the 
insurance  can  be  sold.  The  final  report 
will  recommend  that  the  1 985  Texas 
Legislature  follow  guidelines  estab- 
lished by  the  National  Association  of 
Insurance  Commissioners  (NAIC) 
when  considering  mandated  benefit 
legislation.  In  summary,  the  NAIC  crite- 
ria for  evaluating  such  legislation  seeks 
a determination  of  (1 ) clear  and  current 
need,  (2)  measurement  of  short-  and 
long-term  costs  to  consumers  and  to 
total  health  care  expenditures,  and 
(3)  the  extent  of  utilization  of  the  man- 
dated benefit. 

Texas  Medical  Association  recom- 
mended to  the  subcommittee  a morato- 
rium on  further  state-mandated  health 
insurance  benefits.  In  May,  the  House 
of  Delegates  adopted  its  policy  posi- 
tion stating  that  TMA  is  pledged  to  a 
concerted  effort  to  contain  health  care 
costs  and  that  a more  comprehensive 
understanding  of  the  impact  of  manda- 
tory coverages  on  health  care  costs 
should  be  achieved. 

The  NAIC  guidelines  represent  a 
positive  first  step,  however.  The  sub- 
committee’s recommendation  will  bring 
a much  needed,  consistent  approach 
to  the  review  of  mandated  benefit 
legislation. 

Conferees  debate  tuition  hike 
for  schools  of  higher  learning 

Substantial  tuition  increases  for  stu- 
dents attending  schools  of  higher 
education  in  Texas  were  hotly  debated 
during  the  June  special  session.  One 
proposal  that  did  not  pass  sought  to  in- 
crease medical  school  tuition  for  Texas 
residents  from  a nationwide  low  of  $400 
per  year  to  $5,763  annually  in  1 989. 

The  finally-approved  tax  bill  (HB  122) 
did  include  modest  tuition  hikes  for  non- 


resident and  foreign  students. 

The  69th  Texas  Legislature  will  ad- 
dress the  issue  of  increasing  tuition  for 
both  general  and  medical  school  edu- 
cation in  1985.  House  Bill  122  included 
legislative  language  that  requires  the 
House  Committee  on  Higher  Education 
to  immediately  begin  development  of  “a 
plan  for  a reasonable  and  equitable  in- 
crease in  tuition  at  all  institutions  of 
higher  education  in  the  state. " This  pro- 
vision requires  such  a plan  be  reported 
to  the  Legislature  in  1 985  with  a recom- 
mendation for  early  passage. 

Public  hearing  addresses 
Valley  health  care  issues 

Health  care  in  South  Texas  was  the 
topic  of  discussion  and  testimony  dur- 
ing a public  hearing  in  June  at  the 
state  Capitol.  The  Texas  House  Com- 
mittee on  Public  Health’s 
Subcommittee  on  Health  Care  in 
South  Texas  heard  testimony  from  in- 
volved groups  and  individuals  on  a 
range  of  Valley  health  care  issues.  The 
subcommittee  was  particularly  inter- 
ested in  the  findings  and  deliberations 
of  the  state-appointed  Task  Force  on 
Indigent  Health  Care. 

Rep  Don  Lee  (D-Harlingen),  sub- 
committee chairman,  said  the  task 
force  is  charged  with  the  responsibility 

Harold  D.  Stephens,  MD,  Edinburg,  president  of 
the  Hidalgo-Starr  County  Medical  Society,  left,  vis- 
its with  Rep  Don  Lee  (D-Harlingen).  Dr  Stephens 
testified  before  the  Subcommittee  on  Health  Care 
in  South  Texas,  which  Representative  Lee  chairs. 


of  developing  pilot  health  care  pro- 
grams to  submit  to  the  Legislature  in 
1985.  "There  is  a good  possibility  that 
the  task  force  will  select  the  Valley  as 
a pilot  area  and  such  enabling  legisla- 
tion will  likely  be  referred  to  the 
Committee  on  Public  Health.  I felt  it  to 
be  important  that  our  subcommittee 
begin  educating  itself  on  all  aspects  of 
health  care  in  the  Valley  from  all  inter- 
ested parties,”  Lee  stated. 

In  addition  to  serving  as  vice- 
chairman  of  the  Committee  on  Public 
Health,  Representative  Lee  is  a mem- 
ber of  the  House  Insurance  Committee 
and  Executive  Committee  of  the  Task 
Force  on  Indigent  Health  Care. 

Texas  is  49th  state  to  require 
restraints  for  child  passengers 

Texas  became  the  49th  state  to  require 
the  use  of  child  safety  seats  when  the 
House  of  Representatives  approved 
SB  3 during  the  June  special  session. 
Passed  on  a 102-42  vote,  the  legisla- 
tion was  carried  by  Sen  Carl  Parker 
(D-Port  Arthur)  and  Rep  Charles 
Gandy  (D-Mesquite). 

Effective  Oct  31,  1984,  the  new  law 
requires  children  under  the  age  of  2 to 
be  secured  in  safety  seats  in  cars  and 
trucks,  and,  children  between  the  ages 
of  2 and  4 to  be  transported  in  safety 
seats  or  fastened  in  seat  belts.  Offend- 
ers may  be  punished  by  fines  of  $25  to 
$50,  but  persons  who  acquire  an  ap- 
proved child  safety  seat  within  ten 
days  after  the  date  of  the  offense  are 
excused  from  prosecution. 

TMA,  TMA  Auxiliary,  and  the  Texas 
Pediatric  Society  (TPS)  supported  SB 
3.  Pediatricians  and  auxiliary  members 
across  the  state  were  particularly  help- 
ful in  the  passage  of  this  bill.  Under 
the  direction  of  John  R.  Asbury,  MD, 
Temple,  chairman  of  the  TPS  Legis- 
lative Committee,  pediatricians  began 
talking  to  legislators  locally  about  this 
issue  immediately  following  its  failure  in 
the  1 983  regular  session.  And,  only 
days  before  the  bill's  passage  in  June, 
members  of  the  TMA  Auxiliary  con- 
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verged  on  the  state  Capitol  to  gather 
votes.  Many  other  organizations  joined 
in  this  statewide  effort. 

Subcommittee  considers 
commitment  process 

A subcommittee  of  the  House  Public 
Health  Committee  met  twice  during  the 
special  session  to  hear  testimony  on 
the  role  of  psychologists  in  the  mental 
health  commitment  process.  The  Men- 
tal Health  Code  requires  one  or  two 
certificates  of  medical  examination 
signed  by  physicians  as  a prerequisite 
for  commitment.  The  Texas  Psychologi- 
cal Association  advocates  allowing  one 
certificate  of  medical  examination  to  be 
replaced  by  a certificate  signed  by  a 
specially  designated  psychologist.  Leg- 
islation to  that  effect  was  approved  by 
the  Public  Health  Committee  and  then 
rejected  on  the  House  floor  during  the 
last  regular  session. 

The  subcommittee  will  make  recom- 
mendations to  the  full  Public  Health 
Committee,  which  will  submit  the  re- 
sults of  its  interim  studies  to  the  next 
session  of  the  House  in  January. 

Looking  on  as  Gov  Mark  White  signs  the  child 
safety  restraint  bill  into  law  are  Herbert  L.  O'Brien, 
MD,  Pasadena,  Texas  Pediatric  Society;  Darby 
(Mrs  Ernest)  Brady,  Tyler,  TMA  Auxiliary;  Alfred 
Gilchrist  and  Mary  Greene,  TMA  staff;  Robert 


Members  of  the  subcommittee  are 
Alan  Schoolcraft  (R-Universal  City), 
chairman,  Brad  Wright  (R-Houston), 
Jesse  Oliver  (D-Dallas),  Don  Lee 
(D-Harlingen),  and  one  of  the  newest 
members  of  the  House,  Mike  McKin- 
ney, MD,  (D-Centerville). 

National  health  laws 
move  through  Congress 

While  most  physicians’  attention  has 
been  focused  on  Congress’  efforts  to 
hold  down  Medicare  costs,  other  bills 
have  been  moving  through  the  legis- 
lative process. 

The  Compassionate  Pain  Relief  Act, 
HR  5290,  would  make  injectable  heroin 
available  to  terminally  ill  cancer  pa- 
tients. The  American  Medical  Associa- 
tion and  Texas  Medical  Association 
have  contacted  Texas  congressmen  in 
opposition  to  the  bill.  The  two  main  ob- 
jections to  the  bill  are  the  availability  of 
equally  effective  medications  and  the 
inappropriate  precedent  the  bill  would 
set  by  circumventing  the  Food  and 
Drug  Administration’s  new  drug  ap- 
proval process.  Most  Texas  congress- 

Bernstein,  MD,  and  P.  Clift  Price,  MD,  Austin, 
Texas  Department  of  Health;  Ben  H.  White,  MD, 
Austin,  Texas  Pediatric  Society;  and  Gary  W. 
Williamson,  MD,  Austin,  TMA  vice-president. 


men  are  opposed  to  the  bill. 

HR  5438  would  add  two  new  under- 
secretaries to  the  executive  manage- 
ment level  of  the  Department  of  Health 
and  Human  Services.  The  current  ex- 
ecutive management  positions  are  the 
secretary  and  one  undersecretary.  The 
bill  would  promote  the  current  under- 
secretary to  a new  position  of  deputy 
secretary  and  create  the  new  positions 
of  undersecretary  for  health,  who  would 
be  a physician,  and  undersecretary  of 
human  services.  The  sponsors  of  the 
bill  believe  the  additional  level  of  man- 
agement is  needed  because  of  the 
number  and  variety  of  programs  the  de- 
partment administers.  A physician  is 
needed  to  oversee  the  medically  re- 
lated programs  such  as  the  Health 
Care  Finance  Administration  and  the 
Public  Health  Service,  particularly  as 
federal  spending  for  health  care  is  cur- 
tailed. Texas  Congressmen  Bill  Archer 
(R-Houston),  Kent  Hance  (D-Lubbock), 
Marvin  Leath  (D-Waco),  and  Bill  Pat- 
man (D-Ganado)  are  cosponsors  of  the 
bill,  which  TMA  and  AMA  support. 

Legislation  to  facilitate  organ  trans- 
plants has  passed  both  the  House  and 
Senate  and  has  been  sent  to  a confer- 
ence committee  where  differences 
between  the  two  versions  will  be  recon- 
ciled. Both  bills  authorize  grants  to 
regional  organ  procurement  organiza- 
tions, provide  funding  for  a private 
sector  registry  for  organ  donors  and  re- 
cipients, create  a task  force  to  study  the 
economic  and  social  issues  involved  in 
organ  procurement  and  transplantation, 
and  ban  the  sale  or  purchase  of  human 
organs.  The  House  version  also  would 
authorize  funds  for  the  Department  of 
Health  and  Human  Resources  to  pur- 
chase immunosuppressive  drugs  for 
organ  transplant  centers. 

The  bill  authorizing  funding  for  the 
Department  of  Defense  also  has 
passed  both  houses  and  is  in  con- 
ference committee.  Two  provisions 
inserted  in  the  bill  by  Sen  Strom  Thur- 
mond (R-SC)  have  caused  concern. 
One  provision  would  reclassify  po- 
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BEFORE  PLAZA  MEDICAL  CEI\ITERf  a medical  office 
building  meant  hardly  more  than  a place  to  practice  medi- 
cine. But  it  will  never  be  that  way  again.  The  totally  planned 
environment  that  doctors  have  long  deserved  is  finally 
here.  Occupancy  begins  soon.  And  prime  spaces  are  still 
available  at  competitive  prices.  See  Plaza  Medical  Center, 
1200  Binz,  north  of  Park  Plaza  Hospital  and  the  Texas 
Medical  Center.  For  information  please  call  John  Hansen 
Investment  Builder.  961-7700 


diatrists  as  members  of  the  armed 
services’  medical  corps.  The  medical 
corps  currently  are  composed  of  MDs 
and  DOs.  Podiatrists  are  members  of 
the  medical  services  corps  with  other 
allied  health  providers.  The  second  pro- 
posal would  expand  CHAMPUS,  the 
military  insurance  program,  to  include 
coverage  for  chiropractic  care.  AMA 
and  TMA  have  contacted  Sen  John 
Tower  (R-Tex),  the  only  Texan  on  the 
conference  committee,  in  opposition  to 
these  provisions. 

NEWSMAKERS 

DANIEL  W.  FOSTER,  MD,  professor  of 
internal  medicine  at  The  University  of 
Texas  Health  Science  Center  at  Dallas, 
received  the  Banting  Medal  for  Scien- 
tific Achievement  from  the  American 


Diabetes  Association.  Dr  Foster  was 
cited  for  his  achievements  as  a clinical 
investigator  and  as  editor  of  Diabetes. 
He  is  a member  of  the  National  Dia- 
betes Advisory  Board  and  president  of 
the  Texas  Affiliate  of  the  American  Dia- 
betes Association. 

CHARLES  R.  BAXTER,  MD,  professor 
of  surgery  at  The  University  of  Texas 
Health  Science  Center  at  Dallas  and  di- 
rector of  the  UT  Parkland  Burn  Center, 
has  been  awarded  the  first  G.  Whitaker 
International  Burns  Prize.  Dr  Baxter  is 
known  for  his  role  in  the  development  of 
fluid  replacement,  improved  nutritional 
management,  and  skin  grafting. 

DONALD  W.  SELDIN,  MD,  Dallas,  is 
the  new  president  of  the  International 
Society  of  Nephrology.  Dr  Seldin,  chair- 
1 man  of  the  department  of  internal 


medicine  at  The  University  of  Texas 
Health  Science  Center  at  Dallas,  has 
been  honored  by  the  American  Society 
of  Nephrology  which  presented  him  the 
first  annual  John  P.  Peters  Award  for  his 
work  on  kidney  research. 

M.  BENJAMIN  PERRYMAN,  PHD, 
Houston,  has  received  the  LBJ  Award 
from  the  American  Heart  Association, 
Texas  Affiliate,  for  research  on  a test  to 
determine  heart  attack  damage.  Dr 
Perryman,  assistant  professor  of  medi- 
cine at  Baylor  College  of  Medicine, 
received  the  award  and  grant  to  con- 
tinue studying  creatine  kinase. 

LOUISE  STRONG,  MD,  Houston,  was 
named  by  President  Reagan  to  serve 
on  the  1 8-member  National  Cancer  Ad- 
visory Board. 


Attend  the 

Texas  Medical  Association  1984  Fall  Conference 
Hyatt  Regency  Austin  September  1 5 
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PRACTICE  CLOSED 


DR.  BOB’S  PATIENTS  WILL  BE  SEEN  BY  DR.  REYNOLDS. 

(for  several  weeks) 

Dr.  Adams  bought  his  malpractice  insurance  based  on  who  had  the  lowest  price  instead  of  who  was 
dedicated  to  protecting  the  physician.  At  API,  professional  liability  is  our  specialty.  Protecting  the 
physician  is  our  expertise.  API  is  designed  by  physicians,  owned  and  directed  by  physicians,  to  protect 
you.  the  physician.  And  you  should  know  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
2505  Ibrtle  Creek  Boulevard 

Dallas,  Texas  75219  . 


ost  home 


There’s  no  place  likehome. 
But  there’s  one  place  at 
Houston’s  Medical  Center,  where 
your  patients  can  feel  at  home. 
Surrounded  with  quiet  comfort 
in  spacious  suites.  Their  privacy 
valued,  their  special  needs  met 
by  a dietician  and  a caring  staff. 

The  Wyndham  Hotel  at 
Travis  Centre.  Close  to  every- 
thing your  patients  and  their 
families  come  here  for -but  closer 
in  feeling  to  the  things  they’ll  go 
home  to. 


Wyndham  Hotel 


CENTER 
Houston,  Texas  77030 
• Telex:  790633 
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"wnen  your  Doay  1001 
leg  is  gone,  you’re  privately  afraid  of  being  rejected 

"For  awhile,  I even  pushed  my  family  and 


'For  awhile,  I even  pushed  my  family  and  friends 
away.  But  my  doctors,  nurses  and  physical 
therapists  at  Hermann  Hospital  gave  me  the 
support  I needed  to  accept  myself  and  fight 
my  way  back  to  recovery,”  said 
1 7-year-old  Troy  Stalinsky,  after 
amputation  below  his  left  knee  and 
seven  surgeries  to  skin  graft  the 
severe  second  and  third  degree 
burns  on  his  back,  arms  and  legs. 

"For  six  weeks  I stayed  in 
Hermann’s  Institute  for  Thermal 
Injuries.  It  was  hard  getting 
through  the  painful  daily  scrubs 
that  most  burn  victims  must 
endure.  But  I wasn’t  just  another 
patient.  Everyone  treated  me 
like  I counted.  We  talked. 

We  laughed.  We  cried. 

And  we  worked. 

"Today,  I’ve  adjusted  to  my 
prosthesis  and  the  scar  tissue  is 
healing.  I don’t  know  why  the 
accident  happened.  I’ve  asked  myself 
that  many  times.  But  I do  know  I 
wouldn’t  be  back  in  school,  walking, 
water  skiing,  or  riding  my  motorcycle  if 
my  family — and  my  friends  at  Hermann 
— hadn’t  reached  out  to  me.” 


t/fi-. 


Hermann  Hospital 

Life  is  our  life’s  work.™ 


To  locate  a physician  or  to  learn  more  about  the 
services  provided  by  Hermann  Hospital,  call 
Physician  Finder  Hotline  at  (713)  797-4300. 

Located  in  the  Texas  Medical  Center,  Hermann  Hospital  is  affiliated  with  The  University  of  Texas  Medical  School  at  Houston. 
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Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where's  the  cash-flow?  Where’s  the 
income?  API  Life  could  have  helped.  Because  physicians’  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians  for  physicians.  And  you  should  know  that. 


CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 


API  LIFE  INSURANCE  COMPANY 
2505  Turtle  Creek  Boulevard 
Dallas,  Texas  75219 


DR.  BOB  IS  AT  HOME  IN  BED. 

(for  several  months) 


Rfor  a 

successful  practice. 

F lling  short  of  your  goals?  Today  many  physicians  are. 
Competition,  the  economy,  governmental  and  insurance 
regulations  all  contribute  to  the  problem.  A comprehensive 
marketing  program  will  help. 

Marketing  is  not  advertising.  Marketing  is  a solution  to  your 
problems  that  begins  with  a critical  look  at  your  practice.  A 
marketing  program  enables  you  to  build  the  practice  your 
skills  deserve. 

We  are  Professional  Marketing  Associates.  We  are  not  an  ad 
agency  and  we  deal  only  with  physicians.  Our  services  are 
ethical  and  are  designed  according  to  professional  society 
guidelines. 


Chimney  Hill  Business  Park  301  Arguello,  Suite  102  College  Station,  Texas  77840  (409)846-3573 
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At  last ...  a grand  new  hotel 

in  the  heart 
of  the  Medical  Center. 


NOW  OPEN 


You’ve  watched  it  go  up ...  reaching  for  the 
sky ...  and  now  it’s  here.  The  magnificent 
new  Marriott... truly  a luxury  hotel  in  the 
heart  of  the  Texas  Medical  Center. 

Across  from  the  Methodist  Hospital, 
ideally  located  for  doing  business  both  in  the 
Medical  Center  and  Downtown  Houston. 
Convenient  to  the  Astrodome  and  Rice 


University  as  well.  399  beautiful  rooms... 
26  stories  high...  with  the  top  two  floors 
dedicated  to  concierge  service. 

Come  see  how  accommodating  a fine 
hotel  can  be... and  how  convenient.  For 
reservations  or  information  call  your  travel 
agent,  or  call  us  toll  free  (800)  228-9290. 


HOUSTON 


Marriott 

W ^ MEDICAL  CENTER 


6580  Fannin  Street,  Houston,  Texas  77030  • (713)  796-0080 
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Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

rostcfaduate 
Medicine  IA 


Where  Clinical  Diversity  is  an  Art. 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  j r..  m.d.,  d.a.b.p.,  d.a.b.a.i. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE,  ENNIS,  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCAS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

HERBERT  B.  DANIELS,  III,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

GENERAL,  VASCULAR  & THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WHITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BLITZ,  M.D.,  F.A.C.P.* 
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KENT  ROGERS,  M.D.* 

JACK  R.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P.* 

INTERNAL  MEDICINE— Nephrology 

RONALD  L.  WILSON,  M.D.,  F.A.C.P.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*,  F.A.C.S. 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III,  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARNYGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR„  M.D.,  F.A.A.O.-HNS,  F.A.C.S/ 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 
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Everything  you  need  to  manage 
your  one-to-fbur  doctor  office! 
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Managing  your  office  shouldn’t  be  hard.  It 
shouldn’t  be  a worry.  It  shouldn’t  drain  away 
precious  time  that  you  need  to  spend  with  your 
patients.  Last,  but  not  least,  it  shouldn’t  be  costly. 

That’s  why  Management  Systems  of  Wausau 
is  making  it  possible  for  you  to  own  a complete 
low-cost  computerized  PCMED  package.  Designed 
for  offices  with  one  to  four  physicians,  it  handles 
all  your  billing,  insurance  form  processing, 
charge  tickets,  and  a whole  lot  more. 

A ROSE.  For  starters,  you  need  a fresh  flower 
to  remind  both  patients  and  staff  that 
your  office  is  a warm  and  friendly  place. 

AN  IBM  PERSONAL 
COMPUTER  XT  WITH  PRINTER 
AND  SOFTWARE.  Next,  you  need  a 
self  contained  system  that  takes  up  very 
little  space  and,  with  a little  help  from  us, 
is  very  easy  to  use.  You  can  even  use  it  for 
your  personal  finances.  Yet,  it  handles  all 
the  following  and  more: 

Family  or  individual 
billing 


Medical  reports. 
Patients’  name  search. 
Charge  tickets. 
Collection  letters. 
Aging  account 
balances. 

Patients’  mailing 
labels. 

Before  long,  you’ll  wonder  how  you  ever 
managed  without  it! 


Cycle  billing. 

Bill  on  demand. 
Insurance  forms. 
Patient  recall. 
Finance  charge 
calculations. 


A DEPOT.  Finally,  you  need  the  reassurance 
of  this  Wausau  symbol.  It  represents  the  spirit 
of  small-town  helpfulness  that  backs  your  state- 
of-the-art  equipment.  We  train  your  people 
and  are  never  further  than  a “Hot  Line”  phone 
call  away.  We’re  already  helping  more  than  400 
medical  offices  in  30  states.  We’ll  be  happy  to 
help  you,  too. 

A FREE  FACT  BOOK.  Yes,  I’m  interested  in  the  latest  ideas  for  managing 
my  medical  office.  Please  send  me  a colorful  IBM  PC  XT  Fact  Book. 

Be  sure  to  include  full  details  on  your  low-cost  PCMED  package  built  around 
an  IBM  Personal  Computer.  I understand  there’s  no  obligation  at  all. 


.Title. 


(please  print) 


Phone. 


Address. 
State  . 
of  Physicians 


.Zip. 


Specialty. 


TM-9 
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All  Bankers  make 
housecalls.  Some  have  more 
in  their  little  black  bags 
than  others. 


Municipal  Portfolio  Reuters  Financial 

Bonds  Analysis  Newsservice 


Money'  Management / 
Trust  Services 


Payroll 

Management 


Stocks 
and  Bonds 


Precious 

Metals 


Financial  Planning 
Seminars 


Tax  Shelter ~ 
Counseling 


IRA/KEOGH 


Contact:  Bob  Combs,  President  713/790-1976 

tjbP  Med  Center  Bank 

6631  South  Main  Houston,  Texas  (713)  790-1976  Member  FDIC 


A concept  in  banking  to  which 
it  is  easy  to  become  accustomed. 
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TEXAS  MEDICIN 


BALANCED 
CALCIUM  CHAT 
BLOCKADI 


• * 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  ( classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AR  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:660-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilfazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM®  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylammo)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)-cis-.The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  ( 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  i 
were  reported  infrequently  (less  than  1%)  with  the  order  of  pre 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System: 
Gastrointestinal: 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  br; 
dia,  palpitations,  congestive  heart  f 
syncope 

Paresthesia,  nervousness,  somnoi 
tremor,  insomnia,  hallucinations,  and  am 
Constipation,  dyspepsia,  diarrhea,  voi 
mild  elevations  of  alkaline  phosphatase 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosen: 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episor 
vasospastic  angina  developed  periods  of  transient  asymplr 
asystole  approximately  five  hours  after  receiving  a single 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported 
quently  in  patients  receiving  CARDIZEM  erythema  multiform 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  be 
these  events  and  CARDIZEM  therapy  is  yet  to  be  establishei 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  li 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tot 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagg 
response,  appropriate  supportive  measures  should  be  emplo 
addition  to  gastric  lavage.  The  following  measures  may  be  consi 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  II 
is  no  response  to  vagal  blockade,  adm 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  wii 
diac  pacing. 

Administer  inotropic  agents  (isoprote 
dopamine,  or  dobutamine)  and  diuretic: 
Vasopressors  (eg,  dopamine  or  levart 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity 
clinical  situation  and  the  judgment  and  experience  of  the  tr 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740 1 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LC 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  t 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethali 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  k 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  asso 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pa 
needs  Starting  with  30  mg  four  times  daily,  before  meals  i 
bedtime,  dosage  should  be  increased  gradually  (given  in  C 
doses  three  or  four  times  daily)  at  one-  to  two-day  interval: 
optimum  response  is  obtained.  Although  individual  patient; 
respond  to  any  dosage  level,  the  average  optimum  dosage 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  co 
ing  dosage  requirements  in  patients  with  impaired  renal  or  It 
function.  If  the  drug  must  be  used  in  such  patients,  titration  sho 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abod 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  bui 
have  been  no  controlled  studies  to  evaluate  the  antia 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1 771-47)  and  in  Unit  Dose  Identification  Paks  of  100 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  ( 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  : 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the 
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Adjuvant  therapy  of  breast  cancer 

Aman  U.  Buzdar,  MD 

Breast  cancer  is  the  leading  cause  of  death  in  US  women. 
One  in  1 2 women  will  develop  breast  cancer  during  their  life- 
time. Approximately  1 14,000  new  cases  of  breast  cancer 
were  diagnosed  in  1 982,  and  40%  to  50%  of  these  women 
will  die  of  metastatic  disease  following  regional  therapy.  A 
number  of  factors  influence  the  prognosis.  The  most  impor- 
tant factors  are  stage  of  disease  at  diagnosis  (Fig  1 ) and  the 
number  of  axillary  nodes  involved  at  the  time  of  surgery.  In 
patients  with  stage  I disease,  25%  to  30%  develop  recurrent 
disease.  Several  factors  in  stage  I disease  have  been  associ- 
ated with  higher  recurrence  rate,  including  estrogen  receptor 
negative  tumor,  anaplastic  tumor  (poor  nuclear  grade),  blood 
vessel  or  lymphatic  invasion.  In  patients  with  stage  II  dis- 
ease, prognosis  varies  according  to  the  number  of  positive 
axillary  nodes.  Among  patients  with  one  to  three  positive 
nodes,  50%  to  60%  have  recurrent  disease  within  five  years, 
and  of  patients  with  four  or  more  positive  nodes,  80%  de- 
velop recurrent  disease  within  five  years.  The  five  year 
disease-free  survival  of  stage  III  breast  cancer  is  1 5%  to  20% 
with  regional  therapy. 

Brief  review  of  systemic  adjuvant  therapy  trials 

It  is  obvious  that  a large  percentage  of  patients  with  operable 
breast  cancer  have  undetected  microscopic  metastases  at 
the  time  of  diagnosis  and  subsequently  die  of  the  disease. 

A number  of  systemic  adjuvant  therapy  trials  have  been  done 
in  stage  II  breast  cancer,  and  from  the  available  data  the  fol- 
lowing conclusions  can  be  drawn. 

First,  single  agent  chemotherapy  (melphalan,  thiotepa,  flu- 
orouracil,  cyclophosphamide)  results  in  little  or  no  improve- 
ment in  disease-free  or  overall  survival  and  should  not  be 
utilized  in  high  risk  patients  (1 ).  In  one  trial,  a short  course  of 
cyclophosphamide  did  result  in  improved  disease-free  sur- 
vival after  a follow-up  of  three  years  (2).  In  the  first  three 
years  of  the  study  there  were  no  differences  in  disease-free 
survival  between  the  treated  and  control  patients,  but  differ- 
ences in  survival  emerged  with  longer  follow-up  and  have 
persisted  for  at  least  13  years.  Although  these  results  are 
encouraging,  they  require  confirmation  in  another  trial  al- 
ready under  way. 

Second,  combination  chemotherapy  has  been  evaluated  in 
a number  of  studies  and  shown  to  be  superior  to  single  agent 
chemotherapy.  Various  combinations  of  cyclophosphamide, 
methotrexate,  fluorouracil,  vincristine,  prednisone,  and  dox- 
orubicin have  been  evaluated.  The  combinations  shown  to 
be  effective  in  prolonging  the  disease-free  and  overall  sur- 
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vival  consist  of  either  (a)  cyclophosphamide,  methotrexate, 
fluorouracil,  vincristine,  and  prednisone  regimens  (CMFVP 
or  CMF)  or  (b)  a combination  which  included  fluorouracil, 
Adriamycin,  and  cyclophosphamide  (FAC)  or  Adriamycin  and 
cyclophosphamide  (3-5). 

The  estimated  five  year  disease-free  survival  in  patients 
with  stage  II  disease  treated  with  CMFVP  or  FAC  regimens 
has  been  62%  to  70%  (3-5);  in  these  studies  disease-free 
survival  of  pre-  and  postmenopausal  women  has  been  simi- 
lar. The  estimated  five  year  disease-free  survival  of  the 
patients  with  one  to  three  positive  nodes  has  been  75%  to 
87%;  58%  to  65%  of  patients  with  four  or  more  positive 
nodes  have  survived  without  evidence  of  disease  for  five 
years.  In  one  study,  stage  III  patients  received  adjuvant 
therapy;  their  estimated  five  year  disease-free  survival  was 
48%  (5). 

Another  conclusion  that  can  be  drawn  from  research  is  that 
patients  initially  treated  with  reduced  doses  of  chemotherapy 
drugs  have  not  shown  improved  disease-free  survival,  in- 
dicating the  limited  effectiveness  of  the  currently  available 
drugs.  To  achieve  the  therapeutic  benefit,  each  patient 
should  be  initially  treated  with  recommended  doses;  subse- 
quent doses  might  be  modified  to  keep  the  toxicity  to  an 
acceptable  level.  Myelosuppression  with  lowest  absolute 
granulocyte  count  of  greater  than  1 ,000/mm3  and  platelet 
count  of  greater  than  75,000/mm3  usually  is  not  associated 
with  infectious  or  hemorrhagic  complications;  appropriate 
dose  modification  should  be  done  in  each  patient  to  maintain 
the  myelosuppression  in  that  range.  The  toxicities  of  these 
regimens  have  been  tolerable,  and  there  has  been  no  in- 
creased incidence  of  second  neoplasms  or  chronic  organ 
damage.  With  doxorubicin-containing  combinations,  fewer 
than  2%  of  patients  have  myocardial  dysfunction.  This  has 
been  observed  soon  after  the  chemotherapy,  and  long-term 
follow-up  of  Adriamycin-treated  patients  has  not  shown 
delayed-onset  cardiomyopathy. 

Endocrine  therapies  have  also  been  evaluated  as  an  adju- 
vant therapy  in  pre-  and  postmenopausal  patients.  Oopho- 
rectomy in  unselected  patients  was  ineffective  in  prolonging 
the  survival.  Ovarian  irradiation  in  combination  with  pred- 
nisone in  one  study  (6)  resulted  in  the  improved  disease-free 
and  overall  survival  in  premenopausal  patients  at  least  45 
years  of  age.  In  other  subgroups  it  had  no  impact  on  disease- 
free  or  overall  survival  (6).  Availability  of  hormone  receptors 
has  renewed  the  interest  in  adjuvant  endocrine  therapies. 
There  are  a number  of  ongoing  trials  to  evaluate  endocrine 
therapies  in  estrogen  receptor  positive  patients.  The  early 
results  of  a few  trials  have  shown  that  anti-estrogens 
alone  have  little  effect  on  the  disease-free  survival  in  pre- 
menopausal patients  (7).  In  postmenopausal  patients, 
however,  there  was  some  prolongation  of  the  disease-free 
survival,  but  the  follow-up  of  these  studies  is  limited  and 
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the  differences  are  marginal.  In  estrogen  receptor  positive 
patients,  agents  that  counteract  estrogenic  effects  (anti- 
estrogen) also  have  been  evaluated  in  combination  with 
chemotherapy  (8,9).  The  addition  of  these  "anti-estrogens” 
had  no  therapeutic  benefit  in  premenopausal  patients,  but  in 
postmenopausal  patients  has  resulted  in  improved  disease- 
free  survival. 

Nonspecific  immunotherapy  with  BCG,  MER,  and  levami- 
sole  have  been  evaluated  in  a number  of  trials  (9- 1 3),  and 
have  been  shown  to  be  of  no  value.  The  question  of  duration 
of  chemotherapy  has  been  addressed  in  a few  trials.  The 
optimum  duration  of  chemotherapy  is  not  known,  but  a few 
trials  have  suggested  that  short-term  chemotherapy  is  as 
effective  as  prolonged  therapy  (14,1 5). 

In  summary,  postoperative  systemic  therapy  can  favorably 
influence  the  disease-free  and  overall  survival  of  high-risk 
breast  cancer  (stage  II  and  III).  In  patients  with  stage  I breast 
cancer,  there  is  too  little  information  to  draw  any  definite  con- 
clusion. Certain  high  risk  subgroups  have  been  identified  in 
patients  with  stage  I disease,  and  a number  of  ongoing  trials 
of  systemic  chemotherapy  in  these  patients  are  being  evalu- 
ated. Advances  in  adjuvant  therapy  of  breast  carcinoma  are 
continuing  as  new  clinical  trials  are  evaluated.  Patients 
should  be  encouraged  to  participate  in  ongoing  trials  to  fur- 
ther develop  appropriate  therapy  for  each  stage  of  disease. 

If,  however,  a patient  is  unwilling  to  participate  in  a trial  or  it  is 
not  feasible  to  enter  the  patient  in  the  study,  the  patient 
should  be  treated  with  combination  chemotherapy  regimens 
of  known  efficacy  (Fig  2). 


7.  Stages  of  breast  cancer. 

Stage 

Description 

1 

Primary  tumor  <2  cm  without  skin  involvement  and  no  nodal  or 
distant  metastasis 

II 

Primary  tumor  >2-5  cm  without  skin  involvement  with  or  without 
nodal  metastasis  and  no  distant  metastasis.  The  nodes  should 
not  be  matted  due  to  tumor  involvement. 

III 

Primary  tumor  >5  cm  or  any  size  tumor  with  matted  axillary 
nodal  metastasis  without  distant  metastasis. 

IV 

Primary  tumor  of  any  size  with  skin  involvement  or  tumor  fixed  to 
chest  wall  or  with  supra  or  infraclavicular  nodal  metastasis  or 
distant  metastasis. 

2.  Treatment  schema. 

Stage 

Standard  Approach 

Recommendation 

1 

No  Therapy 

Encourage  participation  in 
research  protocols 

II  or  III 

FAC  or  CMFVP  ± 
Tamoxifen* 

Encourage  participation  in 
ongoing  research  protocols 

* In  postmenopausal  patients  with  positive  estrogen  receptors  addition  of  anti- 
estrogen therapy  may  be  considered. 
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Fetal  surgery  in  utero 

A variety  of  fetal  malformations  can  now  be  detected  in 
utero.  Several  ultimately  lead  to  severe  impairment  or 
death  soon  after  delivery.  Present  research  is  evaluating 
surgical  techniques  to  correct  these  defects  in  utero  in 
hope  of  saving  these  patients.  Congenital  hydronephro- 
sis, hydrocephalus,  and  diaphragmatic  hernia  appear 
to  be  the  most  likely  defects  to  benefit  from  in  utero 
correction. 


Advancement  of  medical  technology  has  significantly  im- 
proved prenatal  care.  Physicians  in  the  recent  past  had 
limited  resources  to  evaluate  the  growth  and  development  of 
the  fetus  in  utero.  Now,  techniques  such  as  ultrasonography, 
amniocentesis,  maternal  serum  studies,  amniography,  and 
fetoscopy  have  dramatically  increased  our  understanding  of 
fetal  development  and  have  made  it  possible  to  detect  early 
malformations.  Harrison  has  summarized  a guideline  for 
management  of  fetal  malformations  (Fig  1 ) (1 ).  Several  defi- 
ciency states  can  be  treated  in  utero  by  providing  the  mother 
with  the  missing  substrate,  hormone,  or  medication.  Many 
lesions  do  not  influence  fetal  development  and  can,  there- 
fore, be  corrected  following  delivery.  Other  lesions  can  ad- 
versely affect  late  development  and,  in  these  instances, 
consideration  should  be  given  to  early  delivery.  Preterm  de- 
livery carries  the  risk  of  respiratory  distress  if  the  fetal  lungs 
are  immature.  Glucocorticoids  can  increase  pulmonary  surf- 
actant and  decrease  the  incidence  of  respiratory  distress,  but 
if  the  anatomic  lesion  occurs  early  in  gestation,  vital  organ 
development  may  be  fatally  impaired.  Such  lesions  include 
bilateral  hydronephrosis,  diaphragmatic  hernia,  and  obstruc- 
tive hydrocephalus. 

Until  recently  the  physician  could  do  little  more  than  ob- 
serve the  anatomic  lesions  and  fetal  development  until 
delivering  the  infant  at  the  earliest  possible  moment.  Optimal 
immediate  treatment  was  then  available  at  delivery.  During 
the  past  five  years  researchers  have  attempted  to  develop 
techniques  to  correct  these  anatomic  lesions  in  utero  and 
thus  permit  normal  development  of  the  fetus. 


This  article  has  been  named  a recipient  of  the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The  award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  recognizes  review  articles  of  exceptional 
scientific  quality  published  in  the  journal. 
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This  review  briefly  discusses  the  experimental  and  early 
clinical  management  of  congenital  hydronephrosis,  hydro- 
cephalus, and  diaphragmatic  hernia. 

Congenital  hydronephrosis 

Obstruction  of  the  urethra  by  posterior  valves  may  lead  to 
progressive  bladder  dilatation  with  hypertrophy,  massively  di- 
lated ureters,  and  bilateral  hydronephrosis  in  the  developing 
fetus.  The  fetus  with  such  a malformation  is  born  with  renal 
failure,  hypoplastic  lungs,  and  a “prune-belly.”  The  exact 
mechanism  for  the  pulmonary  hypoplasia  is  unknown;  how- 
ever, it  has  been  hypothesized  that  the  lungs  fail  to  develop 
as  a result  of  events  initiated  by  the  urethral  obstruction. 
Urethral  obstruction  leads  to  hydronephrosis,  which,  in  turn, 
leads  to  urinary  ascites  (either  a transudate  or  small  leak) 
and  results  in  a distended  abdomen.  This  distention  elevates 
the  diaphragm  which  decreases  available  thoracic  volume  for 
pulmonary  development.  The  wrinkled  appearance  of  the 
fetal  abdomen,  “prune-belly,”  is  most  likely  secondary  to  the 
ascites  and  massive  hydroureteronephrosis  (2).  Many  be- 
lieve that  in  utero  correction  of  the  urinary  obstruction  will 
alleviate  the  adverse  effects  on  pulmonary  and  renal  develop- 
ment. This  concept  remains  controversial.  Opponents  feel 
that  the  syndrome  is  irreversible  at  the  time  of  diagnosis. 

Diagnosis 

Urinary  tract  obstruction  in  a fetus  is  usually  detected  by  ul- 
trasonography. Since  fetal  urine  is  a major  component  of 
amniotic  fluid,  the  volume  of  amniotic  fluid  declines  as  the 
fetal  output  decreases.  Once  oligohydramnios  is  recognized, 
ultrasonography  of  the  uterus  may  detect  the  dilated  bladder, 
ureters,  and  kidneys. 

Animal  studies 

Harrison  and  associates  from  the  Fetal  Treatment  Program  in 
San  Francisco  have  studied  the  effects  of  congenital  hydro- 
nephrosis in  fetal  lambs  and  have  demonstrated  the  potential 
for  reversing  the  progressive  renal  failure  and  pulmonary  hy- 
poplasia (3-5). 

Sheep  can  undergo  hysterotomy  during  pregnancy  without 
the  frequent  complications  of  premature  labor  and  abortion 
that  accompany  hysterotomy  in  primates.  In  their  experi- 
ments, Harrison  et  al  initially  simulated  congenital  urethral 
obstruction.  Through  maternal  hysterotomy  incisions,  they  li- 
gated the  fetal  lambs’  perineal  urethra  or  bladder  neck  in 
addition  to  the  urachus  at  1 00  days  gestation.  Severe  hydro- 
nephrosis and  pulmonary  hypoplasia  proved  fatal  in  seven  of 
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the  eight  neonates  at  birth. 

A second  group  of  lambs  underwent  the  same  obstructive 
urinary  procedure  at  1 00  days  gestation  but  also  underwent 
a subsequent  decompressive  operation.  This  second  opera- 
tion, cutaneous  cystostomy,  was  performed  at  120  days 
gestation.  Seven  of  nine  lambs  survived  with  only  mild  to 
moderate  respiratory  distress 
All  the  lambs  in  the  first  and  second  groups,  in  addition  to 
eight  control  lambs  (no  urinary  obstruction)  were  killed  to 
permit  further  study.  At  autopsy,  lambs  with  uncorrected 
obstruction  had  dilated  bladder  and  ureters,  bilateral  hydro- 
nephrosis, and  pulmonary  hypoplasia.  Microscopic  examina- 
tion of  the  kidneys  revealed  cortical  thinning,  medullary 
damage,  and  fibrosis  with  severe  tubular  atrophy;  lambs  that 
underwent  decompression  had  significantly  less  dilatation  of 
^the  bladder  and  ureters.  Histology  of  both  the  obstructed  and 
3 corrected  lungs  was  similar  to  that  of  the  control  group  with 
no  evidence  of  abnormal  maturation.  The  lung  weights  and 
1 air  capacity  in  the  corrected  lambs  were  significantly  greater 
than  in  the  obstructed  lambs,  but  significantly  less  than  in  the 
controls. 

1 As  mentioned  previously,  there  are  major  differences  be- 
tween the  uterus  of  the  primate  and  the  uterus  of  the  sheep. 

A sheep  has  a relatively  insensitive  uterus,  whereas  pre- 
mature labor  and  abortion  often  are  associated  with  primate 
uterine  manipulation.  The  monkey  has  been  used  as  an  ani- 
mal model  because  of  its  similarity  to  the  human.  In  fact,  the 
rate  of  spontaneous  abortion  in  the  second  half  of  pregnancy 
is  slightly  higher  in  the  monkey  than  in  the  human. 

^ Prostaglandins  play  a major  role  in  initiating  and  main- 
f taining  contractions.  They  are  synthesized  by  placental 
membranes  and  are  present  in  high  concentrations  there. 
Hysterotomy  probably  stimulates  release  and  synthesis  of 
membrane  prostaglandins  and  induces  premature  labor. 

1 Short-term  administration  of  prostaglandin  synthetase  inhibi- 
tors has  been  shown  to  prevent  labor  following  fetal  opera- 
tions in  monkeys,  and  halothane  has  been  effective  in 
''providing  maternal  and  fetal  anesthesia  and  adequate  relax- 
ation of  the  uterus.  Harrison  and  associates  developed  an 
^anesthetic,  surgical,  and  tocolytic  technique  after  operating 
on  25  monkey  fetuses  (6).  They  were  able  to  decrease  the 
fetal  mortality  rate  from  an  initial  73%  (11  of  1 5)  to  20%  (2  of 
10).  The  control  group  of  56  had  a spontaneous  perinatal 
1 death  rate  of  21%.  The  researchers  used  indomethacin 
preoperatively,  halothane  anesthesia  during  surgery,  and  di- 
H azepam  postoperatively. 
o 


1.  Management  of  fetal  malformations  (adapted  from  Harrison  et  al  11]). 

Detectable  In  utero  but  best  corrected  after  delivery  at  term.  Most  correctable 
malformations  are  in  this  category.  The  full-term  infant  is  a better  anesthetic 
and  surgical  risk  than  the  fetus. 

Esophageal,  duodenal,  jejunoileal,  and  anorectal  atresias 
Meconium  ileus  (cystic  fibrosis) 

Enteric  cysts  and  duplications 
Small  intact  omphalocele 

Small  intact  meningocele,  myelomeningocele,  and  spina  bifida 
Unilateral  multicystic  dysplastic  kidney 
Craniofacial,  extremity,  and  chest  wall  deformities 
Small  sacrococcygeal  teratoma 
Ovarian  cysts 

May  require  induced  preterm  delivery  for  early  correction  ex  utero.  For  these 
conditions,  continued  gestation  would  have  a progressive  ill  effect  on  the  fetus. 
An  organ  system  may  be  compromised. 

Obstructive  hydronephrosis 
Obstructive  hydrocephalus 
Amniotic  band  malformation  complex 
Gastroschisis  or  ruptured  omphalocele 

Intestinal  ischemia-necrosis  secondary  to  such  conditions  as  volvulus  and 
meconium  ileus 
Hydrops  fetalis 

Intrauterine  growth  retardation 

May  require  cesarean  delivery.  Anomalies  in  this  group  may  cause  dystocia  or 
they  may  require  immediate  surgical  correction  in  a sterile  environment. 

Conjoined  twins 

Giant  omphalocele,  ruptured  omphalocele/gastroschisis 

Large  sacrococcygeal  teratoma 

Large  cystic  hygroma 

Large  or  ruptured  meningomyelocele 

Malformations  requiring  preterm  delivery  in  the  presence  of  inadequate 
labor  or  fetal  distress 

May  require  treatment  in  utero.  Interventions  may  be  medical  or  surgical.  Sur- 
gical correction  is  limited  to  cases  in  which  organ  development  is  impaired  but 
would  be  normal  if  treated. 

Deficiency  states  that  may  be  alleviated: 

Deficient  pulmonary  surfactant  (pulmonary  immaturity) 
Anemia-erythroblastosis  and  hydrops 
Hypothyroidism  and  goiter 
Methylmalonic  acidemia  (B12-dependent) 

Nutritional  deficiency  and  intrauterine  growth  retardation 

Anatomic  lesions  that  interfere  with  development: 

Bilateral  hydronephrosis  (urethral  obstruction) 

Diaphragmatic  hernia 
Obstructive  hydrocephalus 
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Management 

Although  many  fetuses  have  congenital  hydronephrosis,  not 
ail  require  intervention.  In  some  fetuses  the  hydronephrosis 
spontaneously  resolves;  but  at  the  other  extreme,  many 
fetuses  have  irreversible  renal  and  pulmonary  damage  at  the 
time  of  diagnosis.  If  a cystic  renal  mass  is  discovered  with 
ultrasonography,  it  is  important  to  distinguish  irreversible 
multicystic  dysplasia  from  potentially  reversible  hydro- 
nephrosis. Techniques  for  evaluating  fetal  renal  function 
have  been  developed.  Urine  output  can  be  estimated  with 
real-time  ultrasonography  focusing  on  distention  of  the  fetal 
bladder.  If  the  fetus  has  recently  voided,  the  bladder  may  be 
difficult  to  visualize.  Furosemide  may  be  given  to  the  mother 
to  facilitate  fetal  urine  output.  A poor  diuretic  response  is  evi- 
dence of  poor  renal  function.  Severe  oligohydramnios  is 
another  ominous  sign  of  renal  failure.  The  composition  and 
osmolarity  may  be  determined  with  ultrasound-guided  nee- 
dle aspiration  of  the  bladder.  In  addition,  contrast  material 

2.  Suggested  treatment  of  fetus  with  urinary  tract  malformation  based  on 
prenatal  sonographic  assessment  of  urinary  tract  anatomy  and  function. 


may  be  injected  through  the  needle  to  obtain  a cystogram  or 
pyelogram  for  further  evaluation.  Once  the  renal  function  ha 
been  assessed,  a number  of  alternatives  become  available. 
Harrison  and  colleagues  studied  the  prenatal  course  of  13 
human  fetuses  with  urinary  tract  malformations  and  pro- 
posed the  following  guidelines  for  management  (Fig  2)  (7): 
(a)  a fetus  with  bilateral,  multicystic,  dysplastic,  or  agenetic 
kidneys  with  poor  function  should  be  considered  for  termina 
tion;  (b)  a fetus  with  good  renal  function  despite  the  malfor- 
mation should  be  observed  closely,  and  the  defect  correctec 
after  delivery;  (c)  a fetus  with  hydronephrosis  and  poor  or 
deteriorating  renal  function  should  be  delivered  early  and  de 
compressed  or  decompressed  in  utero. 

In  utero  decompression  for  hydronephrosis 

Three  alternatives  exist  for  in  utero  decompression  of  the 
obstructed  urinary  tract:  (a)  repeated  transabdominal  reno- 
centesis;  (b)  placement  of  an  indwelling  shunt;  (c)  hydro- 

Reprinted  from  Pediatr  Ann  11:899,  1982.  Copyright  1982,  Charles  B. 
Slack,  Inc. 
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nephrotic  decompression  through  hysterotomy. 

REPEATED  TRANSABDOMINAL  RENOCENTESIS 
The  first  case  of  in  utero  management  of  fetal  hydronephrosis 
by  repeated  renocentesis  was  reported  by  Kirkinen  et  al  in 
Finland  (8).  The  case  involved  a 32-year-old  woman  with 
large  symphyseal-fundal  measurement  at  28  weeks  of  preg- 
nancy. Ultrasound  revealed  a left  hydronephrotic  kidney  and 
a normal  right  kidney.  At  29  weeks,  the  uterine  distention  sig- 
nificantly increased  and  premature  contractions  began. 
Sonography  revealed  significant  enlargement  in  the  left  hy- 
dronephrotic kidney  and  slight  dilation  of  the  right  side.  To 
prevent  premature  delivery  and  to  protect  the  right  kidney,  it 
was  decided  to  decompress  the  urinary  tract.  A needle  was 
guided  with  ultrasound  into  the  left  kidney,  and  400  mL  of 
urine  was  aspirated.  The  procedure  was  repeated  four  times 


at  intervals  of  six  to  nine  days  (volume  aspirated  ranged  from 
350  mL  to  700  mL).  The  mother  delivered  at  36  weeks  and  a 
needle  biopsy  revealed  that  the  baby’s  left  renal  cortex  was 
almost  completely  atrophied.  A left  nephrectomy  was  per- 
formed when  the  baby  was  2 days  old. 

Others  have  decompressed  the  urinary  tract  in  this  fash- 
ion. The  relief  is  only  temporary  as  the  fetus  produces  about 
5 mL/kg/hr  of  urine.  Repeated  needle  punctures  increase  the 
risk  of  infection  and  bleeding.  In  addition,  decompression  is 
incomplete.  Echographic  measurements  made  by  Kirkinen 
estimate  that  only  one  half  to  three  fourths  of  the  contents  of 
the  kidney  was  emptied  with  each  puncture. 

PLACEMENT  OF  AN  INDWELLING  SHUNT 

The  use  of  an  indwelling  shunt  offers  the  lowest  risk  and  the 

most  effective  decompression.  The  first  case  of  in  utero 


3.  Catheter  placement  technique.  The  catheter  is  pushed  off  the  needle  so 
that  the  curled  end  is  in  the  fetal  bladder  and  the  flared  end  is  in  the 
amniotic  cavity.  Reprinted  from  Am  J Obstet  Gynecol  142:386,  1982.  Copy- 
right 1 982  by  The  C.  V.  Mosby  Company. 


4.  Bilateral  ureterostomies  in  a fetus  with  hydronephrosis.  Reprinted  from  N 
Engl  J Med  306:592,  1982.  Copyright  1982  by  the  Massachusetts  Medical 
Society. 
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placement  of  a suprapubic  catheter  was  reported  by  Golbus 
et  al  in  the  fetus  of  a 41  -year-old  woman  (3).  At  1 7 weeks 
gestation,  a routine  sonogram  and  amniocentesis  showed 
normal  twins  of  normal  karyotype.  At  23  weeks,  twin  A had 
developed  ascites  and  left  hydroureteronephrosis,  while  twin 
B remained  normal.  By  30  weeks  gestation,  the  condition  in 
twin  A progressed  to  bilateral  hydroureteronephrosis,  dilated 
hypertrophied  bladder,  and  oligohydramnios.  No  change  was 
noted  in  twin  B.  Early  delivery  would  have  placed  twin  B in 
jeopardy  of  respiratory  distress;  therefore,  in  utero  de- 
compression was  considered  the  best  alternative.  At  32 
weeks  gestation,  a 7.5  cm  length,  7-Fr  polyethylene  catheter 
with  a curled  end  was  inserted  through  the  maternal  abdomi- 
nal wall  and  introduced  suprapubically  into  the  fetal  bladder 
(Fig  3).  The  guide  needle  was  withdrawn  leaving  the  curled 
end  of  the  catheter  in  place  and  the  flared  end  draining  into 
the  amniotic  fluid.  The  bladder  was  immediately  de- 
compressed and  a 20%  reduction  was  noted  in  the  size  of 
the  hydroureters.  Uterine  contractions  began  two  weeks  later 
(34  weeks  gestation).  After  unsuccessful  attempts  to  inhibit 
labor  with  intravenous  ritodrine,  the  twins  were  delivered. 
Twin  B was  normal,  whereas  twin  A had  the  appearance  of 
mild  “prune-belly”  syndrome.  However,  his  renal  and  pulmo- 
nary function  were  within  normal  limits.  Lung  biopsies 
revealed  only  mild  pulmonary  dysplasia. 

HYDRONEPHROTIC  DECOMPRESSION  THROUGH 
HYSTEROTOMY 

The  first  urinary  tract  decompression  through  a hysterotomy 
was  carried  out  by  Harrison  and  colleagues  (4,9,10).  The 
case  involved  an  18-year-old  primigravida  with  oligohydram- 
nios at  20  weeks  gestation.  The  fetal  bladder  was  diagnosti- 
cally aspirated  (95  mL  urine)  and  found  to  refill  gradually  over 
the  next  several  days.  This  indicated  partial  renal  function 
and  it  was  hoped  that,  with  decompression,  renal  function 
would  improve.  Without  intervention  the  fetus  would  de- 
finitely die.  The  position  of  the  fetus  and  the  severe  oli- 
gohydramnios precluded  percutaneous  placement  of  an 
indwelling  catheter;  therefore,  the  best  available  alternative 
was  decompression  through  a hysterotomy. 

The  mother  was  given  1 00  mg  indomethacin  per  rectum  90 
minutes  before  the  surgery.  Halothane  effectively  relaxed  the 
uterus  and  provided  adequate  maternal  and  fetal  anesthesia. 
Sonogram  revealed  that  the  fetus  was  head-down  facing  the 
mother’s  back  with  a posterior  placenta.  The  maternal  ab- 
domen was  entered  through  a low  transverse  incision,  and 
the  uterus  was  opened  with  a stapling  device  to  decrease 
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trauma  and  help  prevent  separation  of  the  membranes.  The 
lower  half  of  the  fetus  was  brought  through  the  incision.  Bilat- 
eral fetal  flank  incisions  were  made,  and  the  dilated  ureters 
were  marsupialized  to  the  skin  (Fig  4).  After  25  minutes,  the 
fetus  was  again  placed  in  the  uterus,  and  the  uterus  was 
closed  with  interrupted  resorbable  sutures.  The  mother  was 
given  intravenous  ritodrine  for  five  days,  then  changed  to  oral 
ritodrine  until  delivery.  After  surgery,  both  the  fetus  and  the 
mother  did  well  with  no  uterine  contractions.  Fetal  activity 
returned  after  24  hours.  Serial  sonograms  revealed  complete 
decompression  of  the  urinary  tract,  but  the  oligohydramnios 
continued.  Contractions  began  at  35  weeks.  The  mother  was 
given  steroids  to  induce  fetal  lung  maturity,  and  the  neonate 
was  delivered  by  cesarean  section  two  days  later.  The  infant 
died  nine  hours  later  from  respiratory  distress  despite  ag- 
gressive ventilatory  effort.  Autopsy  revealed  hypoplastic 
lungs  and  irreversible  cystic  dysplasia. 

This  case  demonstrated  that  the  techniques  learned  from 
primate  experiments  were  effective  in  the  human.  Complica- 
tions of  premature  labor  were  inhibited. 

Hydrocephalus 

Approximately  one  neonate  per  500  births  is  afflicted  with 
neural  tube  defects  in  the  United  States.  Of  these  defects, 
spina  bifida  cystica  is  associated  with  hydrocephalus.  The 
increasing  volume  of  cerebrospinal  fluid  (CSF)  within  the 
ventricles  of  the  fetal  brain  causes  an  elevated  intracranial 
pressure  resulting  in  irreversible  brain  damage.  The  extent  of 
the  damage  is  variable  in  the  neonate,  ranging  from  subtle 
neurologic  abnormalities  to  death. 

Detection  can  be  made  with  ultrasound  by  measuring  the 
biparietal  diameter.  In  addition,  neural  tube  defects  are  also 
associated  with  elevated  maternal  alpha-fetoprotein  levels. 
Direct  in  utero  visualization  of  the  malformation  is  possible 
with  fetoscopy.  This  method  involves  penetrating  the  uterus 
percutaneously  (11). 

ANIMAL  STUDIES 

Michejda  and  Hodgen  have  used  rhesus  monkeys  to  study 
hydrocephalus  and  evaluated  diagnostic  techniques  and 
treatment  with  an  indwelling  shunt  (1 1,12).  They  injected  20 
pregnant  rhesus  monkeys  with  a steroid  teratogen  (triam- 
cinolone acetonide)  at  21 , 23,  and  25  days  gestation  (term 
167  days).  Sixteen  of  the  20  fetuses  developed  severe 
hydrocephalus. 

Researchers  devised  an  intracranial  shunt,  composed  of  a 
stainless  steel  alloy,  that  acts  as  a one-way  pressure  release 
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valve  between  the  cerebrospinal  fluid  and  amniotic  fluid.  The 
valve  allows  the  passage  of  cerebrospinal  fluid  for  intra- 
cranial pressures  of  greater  than  60  mm  H20.  In  this  study, 
the  control  fetuses  had  CSF  pressures  in  the  range  of  45-55 
mm  H20,  while  those  with  hydrocephalus  had  pressures 
often  greater  than  100  mm  H20.  The  shunt  is  placed  through 
the  fetal  skull  and  passed  into  the  lateral  ventricle  through  a 
hysterotomy  incision.  In  one  experiment  by  Michejda  and 
Hodgen  (12),  19  monkey  fetuses  with  hydrocephalus  were 
fitted  with  shunts  in  utero.  Following  delivery,  they  grew  at  a 
nearly  normal  rate  and  demonstrated  progressive  physical 
dexterity,  whereas  ten  unaided  hydrocephalic  neonates  in 
the  study  died  from  seizure  disorders  and  respiratory  distress 
within  two  weeks  of  delivery . 

IN  UTERO  DECOMPRESSION  FOR  HYDROCEPHALUS  IN 
HUMANS 

These  studies  from  the  National  Institutes  of  Health  demon- 
strate the  potential  for  preventing  brain  damage  with  in  utero 
decompression.  At  present,  two  methods  of  decompression 
have  been  attempted  in  humans:  serial  cephalocentesis  and 
ventriculoamniotic  shunt. 

SERIAL  CEPHALOCENTESIS 

Birnholtz  and  Frigoletto  (13)  attempted  to  decompress  a hy- 
drocephalic fetus  in  utero  with  serial  aspirations  of  cerebro- 
spinal fluid  from  the  lateral  ventricles.  However,  as  with  hy- 
dronephrosis, the  decompression  is  only  temporary.  The  ex- 
perience of  Mantovani  indicates  that  decompression  with  this 
method  may  be  required  on  a daily  basis  in  order  to  be  effec- 
tive (13). 

VENTRICULOAMNIOTIC  SHUNT 
An  alternative  to  serial  cephalocentesis  is  the  placement  of  a 
ventriculoamniotic  shunt  similar  to  that  used  in  the  monkey 
experiments.  Clewell  et  al  devised  a shunt  that  could  be 
placed  percutaneously  (14). 

The  first  ventriculoamniotic  shunt  placed  by  Clewell  was  in 
the  fetus  of  a 26-year-old  woman  with  a family  history  of  aq- 
ueductal  stenosis  (14).  She  had  given  birth  to  a male  infant  of 
this  genetic  disorder  and  associated  hydrocephalus.  Serial 
sonograms  of  her  present  fetus  indicated  progressive  hydro- 
cephalus. Neither  parent  wanted  to  terminate  the  fetus  and 
instead  opted  for  placement  of  the  intrauterine  shunt. 

With  the  guidance  of  ultrasound,  the  guide  needle  was  in- 
serted percutaneously  into  the  amniotic  cavity.  Local  anes- 
thesia was  used.  With  steady  pressure  and  gentle  twisting, 


the  needle  penetrated  the  fetal  skull  and  passed  into  the  left 
lateral  ventricle.  The  shunt  was  passed  through  the  needle 
and  advanced  into  place  with  a second  stylet.  Needle  and 
stylet  were  withdrawn  leaving  one  end  of  the  shunt  in  the 
ventricle  and  the  other  in  the  amniotic  fluid.  Weekly  sono- 
grams demonstrated  decreased  ventricular  size,  decreased 
ratio  of  lateral  ventricular  width  to  hemispheric  width,  and  de- 
creased biparietal  diameter.  At  32  weeks,  the  biparietal 
diameter  suddenly  increased,  indicating  a shunt  malfunction. 
The  mother  was  given  steroids,  and  the  fetus  was  delivered 
by  cesarean  section  to  avoid  contaminating  the  shunt  and 
compressing  the  fetal  head.  The  infant’s  appearance  was 
normal  with  almost  normal  neurologic  findings.  Follow-up  at 
four  months  revealed  moderate  developmental  and  social 
delay,  but  the  infant  continues  to  progress.  Final  evaluation  of 
this  case,  and  others  like  it,  depends  on  long-term  follow-up 
of  growth  and  development. 

Congenital  diaphragmatic  hernia 

The  precise  incidence  of  neonatal  death  due  to  congenital 
diaphragmatic  hernia  (CDH)  is  unknown.  Estimates  range 
from  1 in  5,000  to  1 in  2,000  births.  The  difficulty  in  assessing 
accurate  figures  stems  from  the  high  mortality  rate  of  50%  to 
80%.  Abortions  and  stillborn  fetuses  are  frequently  absent 
from  surveys;  diaphragmatic  hernias  diagnosed  later  in  life 
are  also  excluded.  The  incidence,  therefore,  actually  may  be 
significantly  greater  than  believed  (15). 

ANIMAL  STUDIES 

Harrison  has  used  the  fetal  lamb  as  a model  to  simulate  con- 
genital diaphragmatic  hernia  (16-18)  and  to  study  correla- 
tion of  it  (5).  Inflatable  silicone  rubber  balloons  were  inserted 
into  the  left  hemithorax  in  fetal  lambs  at  1 00  gestational  days 
through  posterolateral  thoracotomy  incisions  (Fig  5).  At  the 
time  of  balloon  insertion,  a fetal  electrocardiogram  monitor 
was  also  placed.  The  intrathoracic  balloons  were  initially 
filled  with  30-50  mL  of  saline  while  monitoring  the  fetal  elec- 
trocardiogram. If  a decrease  in  heart  rate  occurred,  the 
balloon  was  deflated  until  the  rate  stabilized.  Thereafter,  the 
balloons  were  progressively  filled  with  1 0 mL  saline  twice 
weekly.  At  about  1 45  days  gestation,  each  fetus  was  deliv- 
ered by  cesarean  section.  Each  neonate  was  immediately 
intubated  and  given  100%  02  delivered  at  30  cm  H20  airway 
pressure  for  two  hours.  All  seven  of  the  fetuses  with  inflated 
balloons  died.  All  six  of  the  controls  delivered  by  cesarean 
section  lived  (five  of  the  controls  had  not  had  surgery).  In  one 
ewe  with  twins,  balloons  were  placed  in  each  fetus  but  in- 
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flated  in  only  one.  The  control  twin  was  easily  resuscitated, 
whereas  the  fetus  with  CDH  died  from  respiratory  distress. 

All  of  the  fetuses  underwent  autopsy,  revealing  pulmonary 
hypoplasia  with  associated  decrease  in  parenchymal  mass, 
volume  of  air  space,  and  vascular  bed.  Pressure-volume 
curves  were  also  extrapolated  on  the  excised  lungs,  demon- 
strating significantly  less  compliance  in  the  hypoplastic 
lungs. 

This  model  was  successful  in  producing  a clinical  and 
pathological  condition  similar  to  that  seen  in  infants  with 
CDH.  Using  the  same  model  for  simulated  CDH,  the  effects 
of  correcting  CDH  in  utero  were  simulated.  Once  again,  in- 
flatable silicone  rubber  balloons  were  inserted  in  utero  into 
the  left  hemithorax  in  fetal  lambs  at  1 00  gestational  days. 

The  balloons  were  progressively  inflated  with  50  ml_  to  1 50 
ml.  saline  through  the  exteriorized  catheter.  At  1 20  days  ges- 
tation, the  balloons  were  deflated  to  simulate  surgical 
correction.  Five  of  five  lambs  with  simulated  correction  and 
six  of  the  control  lambs  survived.  Six  of  six  lambs  with  simu- 
lated CDH  died  of  respiratory  distress  despite  maximum 
resuscitation  efforts.  All  of  the  lambs  were  killed  and  autop- 
sies performed.  The  lungs  of  the  corrected  group  had  greater 
weight,  compliance,  and  air  capacity  than  the  lungs  in  the 
uncorrected  group,  but  less  than  in  the  control  group. 

Pulmonary  hypoplasia  appears  to  be  a reversible  abnor- 
mality in  fetuses  with  CDH  in  utero,  if  corrected  early  (19). 
Surgical  techniques  were  developed  in  sheep  to  correct  CDH 
in  utero.  Diaphragmatic  defects  were  surgically  created  in  20 

5.  Fetal  lamb  preparation  used  to  simulate  congenital  diaphragmatic  hernia: 
a conical  silicone  rubber  balloon  placed  in  the  left  hemithorax  at  day  100  is 
progressively  inflated  over  the  last  trimester  to  simulate  the  herniated  vis- 
cera. Reprinted  from  Surgery  88:175,  1980.  Copyright  1980  by  The  C.V. 
Mosby  Company. 


fetal  lambs  at  about  100  days  gestation.  The  technique  in- 
volved anesthetizing  maternal  sheep  with  halothane,  per- 
forming a hysterotomy  with  a GIA  stapling  device,  removing 
a small  piece  of  fetal  diaphragm  through  a small  left  postero- 
lateral thoracotomy,  and  inserting  an  index  finger  into  the 
abdomen.  Closure  of  the  uterus  was  done  with  a TA-90  sta- 
pler. When  the  fetuses  were  re-explored  at  about  120  days 
gestation,  they  were  all  found  to  have  very  similar  diaphrag- 
matic hernias.  The  herniated  viscera  included  the  stomach, 
small  and  large  bowel,  spleen,  and  occasionally  the  left 
hepatic  lobe. 

The  technique  for  intrauterine  surgical  repair  evolved  over 
a two-year  period.  The  transthoracic  approach  proved  diffi- 
cult for  reducing  the  hernia.  A left  subcostal  approach  is 
technically  less  difficult,  but  caution  must  be  exercised  to 
avoid  severing  the  midline  umbilical  vein.  With  the  viscera 
reduced  into  the  abdomen,  the  intrathoracic  defect  was  filled 
with  warm  Ringer’s  lactate.  Closure  of  the  diaphragmatic  de- 
fect was  accomplished  with  a single  layer  of  nonabsorbable 
suture.  Initial  postoperative  mortality  was  100%,  with  six  of 
six  postoperative  deaths.  These  deaths  occurred  a few  days 
after  reduction  of  the  hernia  and  primary  closure  of  either  the 
abdominal  wall  (five  fetuses)  or  the  skin  only  (one  fetus).  It 
was  speculated  that  the  abdominal  cavity  was  too  small  to 
accommodate  the  returning  viscera,  and  consequently,  com- 
promised the  umbilical  blood  flow.  To  avoid  this  problem,  the 
abdominal  cavity  was  enlarged  by  suturing  an  oval  Silastic 
patch  (abdominoplasty)  to  the  edges  of  the  anterior  fascia 
(Fig  6)  (20).  It  is  difficult  during  the  procedure  to  assess  the 
fetal  fluid  status  accurately;  therefore,  warm  Ringer’s  lactate 
solution  was  left  in  both  the  left  hemithorax  and  peritoneal 
cavities.  Using  abdominoplasty,  six  of  nine  fetal  lambs  were 
viable  after  cesarean  delivery.  All  were  killed  and  underwent 
autopsies.  The  lungs  were  found  to  have  normal  compliance, 
and  repairs  of  the  diaphragm  and  abdominal  wall  were  intact. 

Developing  this  technique  for  surgical  in  utero  correction  of 
CDH  in  sheep  demonstrates  the  potential  for  reversing  pul- 
monary hypoplasia.  This  technique  has  not  been  attempted 
in  human  beings,  and  no  studies  of  attempted  correction  in 
non-human  primates  have  been  published. 

Prenatal  diagnosis  is  difficult  because  no  prenatal  risk  fac- 
tors have  been  positively  identified.  If  diagnosis  is  suspected, 
ultrasound  may  be  used  to  make  the  diagnosis.  Amniography 
can  confirm  CDH  if  the  sonographic  findings  are  incon- 
clusive. This  involves  injecting  contrast  material  into  the 
amniotic  fluid.  The  fluid  is  swallowed  by  the  fetus  and  will 
reveal  intestines  within  the  thoracic  cavity. 

Summary 

Fetal  surgery  is  in  a very  early  stage  of  development.  The 
potential  for  correcting  anatomic  malformations  in  utero  has 
been  demonstrated  in  animal  models  and  in  several  cases 
with  human  beings  (21 ).  Research  continues  in  over  1 3 cen- 
ters in  five  countries.  This  past  July  1 982,  at  a conference 
held  in  California,  a number  of  researchers  joined  together  to 
formulate  guidelines  for  further  research,  to  establish  a regis- 
try for  cases  of  fetal  therapy  and  to  propose  an  agreement  of 
cooperative  exchange  of  information. 

There  was  general  agreement  that,  although  numerous 
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fetal  malformations  may  now  be  detected  before  birth,  only 
those  structural  defects  that  interfere  with  organ  develop- 
ment should  be  considered  for  in  utero  operation.  These 
lesions  have  been  discussed.  On  the  basis  of  animal  experi- 
ments and  human  case  studies,  the  group  developed  the 
following  general  guidelines  for  fetal  candidates  to  be  consid- 
ered for  intrauterine  surgical  correction: 

a.  The  fetus  should  not  be  a twin. 

b.  There  should  be  no  concomitant  anomalies  found  with 
sonogram,  amniocentesis  for  karyotype,  alpha-fetoprotein 
levels,  or  viral  cultures. 

c.  There  should  be  in-depth  family  counseling  about  risks 
and  benefits,  and  an  agreement  for  long-term  follow-up 
should  be  established. 

d.  Treatment  should  be  carried  out  by  a multidisciplinary 
team,  including  a pediatric  surgeon,  perinatal  obstetrician,  ul- 
trasonographer,  and  neonatologist. 

e.  An  impartial  review  board  should  grant  approval  for 
each  individual  case. 

f.  The  treatment  team  should  have  access  to  a high-risk 
obstetrical  unit  and  a neonatal  intensive  care  unit. 

Decompression  of  obstructed  urinary  tracts  by  placement 
of  intrauterine  shunt  catheters  has  been  carried  out  in  21  hu- 
man fetuses.  Ten  of  these  fetuses  have  survived.  There  has 
been  a high  mortality  rate  among  fetuses  with  severe  oligo- 
hydramnios. 

Specific  indications  for  fetal  in  utero  urinary  tract  decom- 
pression include  (1 ):  bilateral  hydronephrosis  with  compro- 
mised renal  function;  a fetus  too  immature  to  survive  preterm 
delivery  for  ex  utero  decompression;  oligohydramnios  asso- 
ciated with  a fetus  less  than  22  weeks  gestation  and 
documentation  of  the  fetus’  ability  to  produce  urine. 

Decompression  of  obstructed  congenital  hydrocephalus  by 
placement  of  ventriculoamniotic  shunt  catheters  has  been  at- 
tempted in  eight  human  fetuses.  Six  neonates  survived,  and 
I seven  demonstrated  decreased  ventricular  size.  Long-term 
evaluation  of  these  infants  is  necessary  to  evaluate  the 
efficacy  of  this  procedure. 

Harrison  et  al  (1 ) have  also  recommended  that  the  ven- 
triculoamniotic shunting  be  done  under  the  following 
conditions: 

a.  only  when  there  is  isolated  ventriculomegaly  with  evi- 
l dence  of  progressive  dilatation  and  decreasing  mantle 
thickness  seen  with  serial  sonograms; 


b.  when  there  are  no  other  serious  central  nervous  system 
abnormalities; 

c.  when  the  fetus  is  too  immature  to  survive  preterm  deliv- 
ery to  allow  ventriculoperitoneal  shunting. 

Correction  of  CDH  in  utero  has  not  yet  been  attempted  in 
humans.  It  will  be  the  most  difficult  of  the  intrauterine  surg- 
eries discussed  in  this  article. 

Conclusion 

Fetal  surgery  in  utero  is  in  its  earliest  stages  of  development, 
and  the  potential  for  improving  the  quality  of  life  for  future 
generations  is  overwhelming.  The  evidence  from  animal 
studies  indicates  that  surgical  correction  in  utero  is  both 
beneficial  and  feasible.  As  our  technology  improves,  fetal 
surgery  undoubtedly  will  become  routine.  At  the  present 
time,  research  is  focusing  the  most  attention  on  anatomic 
lesions  that  threaten  the  life  of  the  developing  fetus.  Should 
fetal  surgery  evolve  to  the  point  where  the  risk  is  sufficiently 
low,  elective  fetal  surgery  may  be  considered.  Cleft  lips  and 
palates,  limb  deformities,  cyanotic  heart  disease,  gastro- 
schisis,  and  many  intestinal  disorders  may  one  day  be 
routinely  corrected  before  birth.  Fetal  surgery  may  one  day 
even  be  subspecialized  into  fetal  orthopedics,  fetal  thoracic, 
fetal  plastic  surgery  (transsexual  surgery?) — consider  the 
possibilities. 
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Hyperlipidemia  in 
uremic  children: 
response  to  peritoneal 
dialysis  and 
hemodialysis 

Following  reports  that  hemodialysis  of  children  with 
endstage  renal  disease  might  predispose  them  to  hy- 
pertriglyceridemia, we  decided  to  determine  whether 
peritoneal  dialysis  might  be  a safer  alternative.  Lipid  de- 
terminations in  59  children  with  endstage  renal  disease, 
however,  revealed  that  triglyceride  levels  were  greater  in 
patients  treated  with  peritoneal  dialysis  than  in  those 
treated  by  hemodialysis,  transplantation,  or  medical 
management.  Direct  measurement  of  hepatic  and  lipo- 
protein lipase  values  in  a subset  of  the  study  group 
showed  that  an  absolute  decrease  in  these  enzymes  may 
be  a factor  contributing  to  the  hypertriglyceridemia. 


The  relationship  between  dialysis  and  hypertriglyceridemia 
has  been  well  established  both  in  children  and  adults  (1-5). 
Much  attention  has  been  focused  upon  dialysis-associated 
hypertriglyceridemia  since  it  was  first  reported  that  hemo- 
dialysis is  associated  with  accelerated  atherosclerosis  (6). 
Recent  studies,  however,  have  questioned  that  assumption, 
showing  that  although  dialysis  may  allow  preexisting  coro- 
nary artery  disease  to  become  manifest,  the  atherosclerosis 
is,  in  fact,  not  accelerated  (7-9).  The  importance  of  hyper- 
triglyceridemia as  a cardiovascular  risk  factor  (1 0,1 1 ) re- 
mains, however,  as  triglyceride  appears  to  be  an  accurate 
predicator  of  coronary  artery  disease  in  patients  on  dialysis 
(12). 

This  article  is  an  extension  of  an  earlier  report  (4)  which 
examined  the  relative  occurrence  of  hyperlipidemia  in  chil- 
dren with  endstage  renal  disease  treated  by  medical  manage- 
ment, hemodialysis,  peritoneal  dialysis,  and  transplantation. 

In  an  attempt  to  identify  an  etiologic  factor  for  the  hyper- 
lipidemia that  occurs  in  dialysis  patients,  we  obtained  direct 
measurements  of  both  hepatic  lipase  and  lipoprotein  lipase 
in  a subset  of  the  study  group. 
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Methods 

Fifty-nine  children  followed  by  the  Division  of  Pediatric  Neph- 
rology at  The  University  of  Texas  Medical  Branch  were  studied 
between  July  1 , 1 975,  and  May  1 5, 1 978.  Of  this  group,  38 
were  included  in  an  earlier  report  (4).  Criteria  for  inclusion  in 
the  study  consisted  of  evidence  of  renal  failure,  either  by  bio- 
chemical determination  (ie,  serum  creatinine  or  blood  urea 
nitrogen)  or  performance  of  renal  function  tests  (clearance  of 
Glofil-1 25,  sodium  iothalamate  1-125)  and  exclusion  of  other 
causes  of  hyperlipidemia  by  history,  physical  examination,  or 
laboratory  evaluation. 

The  study  group  consisted  of  25  males  (9  white,  6 black,  9 
Mexican  American  and  1 Latin  American)  and  34  females  (16 
white,  6 black,  and  1 2 Mexican  American).  Ages  of  the  pa- 
tients at  the  time  of  their  entrance  into  the  study  ranged  from 
4 months  to  1 9 years  1 0 months;  the  average  age  was  1 2 
years  8 months.  The  study  protocol  was  in  accord  with  the 
ethical  standards  of  the  Human  Research  Committee  of  The 
University  of  Texas  Medical  Branch,  and  we  obtained  in- 
formed consent  from  patients’  parents  or  guardians.  Patient 
diagnoses  included:  pyelonephritis,  13;  hereditary  nephritis, 
2;  hypertension,  5;  focal  sclerosing  glomerulonephritis,  5; 
membranoproliferative  glomerulonephritis,  4;  obstructive 
uropathy,  8;  polycystic  kidney  disease,  1 ; medullary  cystic 
disease,  1 ; cystinosis,  1 ; hypoplastic  kidneys,  2;  rapidly  pro- 
gressive glomerulonephritis,  3;  microcystic  disease,  1 ; 
transplant  failure,  1 ; endstage  renal  disease,  etiology  undeter- 
mined, 5;  chronic  renal  failure,  etiology  undetermined,  3; 
hemolytic  uremic  syndrome,  1 ; Fanconi  syndrome,  1 ; prune 
belly  syndrome,  1 ; and  oligomeganephronia,  1 . 

TREATMENT  SELECTION  AND  ANALYTICAL  METHODS 
Treatment  selection,  lipoprotein  electrophoresis  techniques, 
and  methods  for  determining  levels  of  insulin,  blood  urea  ni- 
trogen, creatinine,  and  lipoprotein  electrophoresis  have  been 
described  (4).  Plasma  cholesterol  and  triglyceride  concentra- 
tions were  determined  in  the  first  38  patients  as  described 
previously  (4).  In  the  remaining  21  patients,  plasma  cho- 
lesterol was  determined  with  an  enzymatic  assay  (choles- 
terol esterase,  cholesterol  oxidase,  peroxidase),  and  plasma 
triglycerides  were  determined  using  an  enzymatic  procedure 
(lipase,  esterase,  glycerol  kinase,  pyruvate  kinase,  lactate 
dehydrogenase).  Reagents  for  cholesterol  and  triglyceride 
procedures  were  obtained  from  Bio-Dynamics/bmc.  Cho- 
lesterol and  triglyceride  assays  were  performed  using  a 
Union  Carbide  CentrifiChem  Model  400  analyzer. 

Blood  for  determination  of  both  hepatic  and  lipoprotein 
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lipase  was  obtained  in  28  instances  from  ten  patients  in  the 
hemodialysis  group.  These  specimens  were  collected  in 
association  with  the  lipid  determinations  and  were  drawn  15 
minutes  after  intravenous  infusion  of  heparin  (50  U/kg  of 
body  weight)  as  described  by  Huttunen  and  associates  (13). 

STATISTICAL  ANALYSIS 

The  patients  were  grouped  according  to  treatment.  The 
mean  duration  of  treatment  for  each  group  was  significantly 
different:  22.6  ± 8.4  months  for  medical  management,  4.4  ± 

0. 7  months  for  those  on  hemodialysis,  5.6  ± 0.9  months  for 
those  on  peritoneal  dialysis,  and  8.1  ±0.8  months  for  those 
in  the  transplant  group.  The  number  of  patients  in  each  treat- 
ment group  and  the  number  of  times  they  were  studied  are 
listed  in  Fig  1 . 

As  in  the  first  study  (4),  we  used  analysis  of  variance  and 
Duncan's  least  significant  difference  test  (at  P = 0.01 ) to 
assess  treatment  group  mean  differences  for  blood  urea  ni- 
trogen, creatinine,  cholesterol,  triglyceride,  and  insulin.  In 
reviewing  the  data,  we  noted  that  some  patients  had  been 
seen  on  multiple  occasions,  others  on  few  occasions.  To 
eliminate  any  bias  introduced  by  this  variable,  we  used  mean 
values  from  laboratory  test  results  for  each  patient.  In  this 
manner,  each  patient  in  a treatment  group  contributed  one 
value  regardless  of  the  number  of  occasions  on  which  he  or 
she  was  seen. 

We  used  the  T-test  for  independent  samples  in  the  analy- 
sis of  lipoprotein  and  hepatic  lipase  levels. 

1.  Number  of  patients  and  patient  visits  (observations)  by  treatment  group. 


Results 

Levels  of  blood  urea  nitrogen,  creatinine,  cholesterol,  tri- 
glyceride, and  insulin  are  shown  in  Fig  2.  Blood  urea  nitrogen 
levels  for  patients  in  the  transplant  group  were  lower  (p  < 

0.01 ) than  those  of  the  medical  management,  hemodialysis, 
and  peritoneal  dialysis  groups.  No  other  significant  blood 
urea  nitrogen  level  differences  were  noted. 

Both  dialysis  groups  had  similar  serum  creatinine  levels 
that  were  significantly  higher  than  serum  creatinine  levels  in 
patients  in  either  the  medical  management  or  transplant 
group.  The  patients  receiving  medical  management,  how- 
ever, had  levels  of  creatinine  significantly  higher  (p  < 0.01) 
than  those  in  the  transplant  group. 

Cholesterol  levels  were  similar  and  within  the  normal  range 
in  the  four  groups.  The  triglyceride  levels  for  both  dialysis 


Medical 

Management 

Hemodialysis 

Peritoneal 

Dialysis 

Transplants 

Total 

Number  of  patients 

34 

22 

31 

28 

59 

Number  of  observations 

64 

66 

86 

123 

339 

‘Most  of  the  59  patients  in  the  study  underwent  more  than  one  form  of  treatment  and  consequently  appear  under  more  than  one  treatment  group.  Biochemical 
determinations  continued  to  be  performed  serially  regardless  of  the  change  in  therapy. 


2.  Comparison  of  blood  urea  nitrogen,  creatinine,  cholesterol,  triglyceride,  and  insulin  by  treatment  group. 


Medical 

Management 

Hemodialysis 

Peritoneal 

Dialysis 

Transplantation 

Blood  Ureaf 

n* 

29 

17 

27 

24 

Nitrogen 

Mean 

91  4a 

83. 0a 

96. 2a 

41 ,6b 

(mg/dL) 

SEM 

±9.5 

±5.2 

±5.8 

±6.4 

%>23  mg/dL 

72% 

77% 

76% 

40% 

Creatinine  t 

n* 

26 

16 

25 

26 

(mg/dL) 

Mean 

6.7a 

9.9b 

12. 9b 

2.0C 

SEM 

±0.97 

±0.71 

±1.09 

±0.39 

%1.4  mg/dL 

58% 

62% 

66% 

23% 

Cholesterol  T 

rT 

34 

22 

31 

28 

(mg/dL) 

Mean 

194.5 

178.6 

207.3 

176.6 

SEM 

±9.8 

±5.5 

±11.3 

±5.6 

%>230  mg/dL 

14% 

9% 

30% 

8% 

Triglyceride  f 

n* 

34 

22 

31 

28 

(mg/dL) 

Mean 

156. 6a 

170.2ab 

225.1 b 

122. 5a 

SEM 

±14.8 

±23.3 

±17.2 

±11.8 

%>140  mg/dL 

38% 

56% 

76% 

23% 

Insulin  t 

n* 

25 

17 

26 

22 

(/xU/mL) 

Mean 

16.2ab 

18.3ab 

13. 8b 

26. 3a 

SEM 

±2.2 

±3.2 

±2.2 

±3.3 

%>34  /xU/mL 

5% 

9% 

5% 

11% 

’ Sample  size  based  on  number  of  patients. 

t Means  followed  by  the  same  letter  are  not  significantly  different  at  p = 0.01 . 
t No  significant  treatment  group  difference  at  p = 0.01 . 
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groups  were  above  normal  and  were  higher  than  in  the  medi- 
cal management  and  transplant  groups.  However,  only  in  the 
peritoneal  dialysis  group  was  this  difference  significant  (p  < 
0.01 ).  Although  the  triglyceride  level  in  the  peritoneal  dialysis 
group  was  greater  than  in  the  hemodialysis  group,  the  differ- 
ence was  not  significant.  The  relative  occurrence  of  type  IV 
hyperlipidemia  in  the  four  treatment  groups  is  given  in  Fig  3. 
Type  IV  hyperlipidemia  is  characterized,  in  part,  by  a normal 
cholesterol  value,  elevated  triglyceride  level,  and  increased 
very  low  density  lipoproteins.  Insulin  levels  in  the  transplant 
group  were  significantly  higher  than  in  the  other  groups. 

Hepatic  lipase  and  lipoprotein  lipase  determinations  are 
shown  in  Fig  4.  The  levels  of  these  enzymes  did  not  differ 
significantly  between  the  group  of  patients  with  a normal  lipid 
pattern  and  those  with  a type  IV  hyperlipidemia.  However,  we 
learned  that  the  mean  values  for  lipoprotein  lipase  and  he- 
patic lipase  activity  (4.94  and  10.44  moles  FFA  ml.’  hr  ’, 
respectively)  were  significantly  lower  (p  < 0.01 ) in  the  group 
of  dialyzed  children  than  in  a group  of  young  healthy  males 
whose  mean  lipoprotein  lipase  and  hepatic  lipase  values 
were  1.7  moles  FFA  mL'  hr  ',  respectively  (13). 


3.  Frequency  of  type  IV  hyperlipidemia  by  treatment  group. 


Number  of  Patients 
Detected  as  Type 

IV  on  at  Least 

One  Visit 

Total  Number 

of 

Patients  Seen 

Proportion 

Medical  management 

10 

34 

29 

Hemodialysis 

13 

22 

.59 

Peritoneal  dialysis 

23 

31 

.74 

Transplantation 

9 

28 

.32 

4.  Mean  levels  of  lipoprotein  and  hepatic  lipase  in  normal  and  type  IV 
hyperlipidemia  patients. 

Group 

Lipase  Activity  (/nmol  FFA  ml  1 hr 1 ) 
Lipoprotein  Lipase  Hepatic  Lipase 

Normal 

n 

16 

16 

X 

5.41 

8.87 

SEM 

1.05 

1.10 

Type  IV 

n 

10 

10 

X 

4.31 

13.27 

SEM 

1.16 

2 38 

Total* 

nt 

28 

28 

X 

4.94 

10.44 

SEM 

.73 

1.12 

‘All  patients  were  receiving  hemodialysis. 

fTwo  individuals  had  uncertain  lipoprotein  pattern  types. 
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Discussion 

The  above  results,  in  terms  of  blood  urea  nitrogen,  creati- 
nine, and  cholesterol,  are  similar  to  those  reported  previously 
(4).  Differences  in  both  triglyceride  and  insulin  values,  how- 
ever, have  appeared.  Initially,  the  triglyceride  levels  in  the 
peritoneal  dialysis  and  hemodialysis  groups  were  signifi- 
cantly higher  than  in  the  medical  management  and  trans- 
plantation groups.  There  was  no  significant  difference  in  tri- 
glyceride levels  between  the  the  medical  management  and 
transplantation  groups.  With  prolongation  of  the  study,  both 
dialysis  groups  continued  to  have  triglyceride  concentrations 
greater  than  those  noted  in  the  medical  management  and 
transplant  groups,  but  only  for  the  peritoneal  dialysis  group 
was  this  difference  significant  (p  < 0.01 ).  As  in  the  study  by 
Roxe  et  al  (1 4),  the  difference  in  the  triglyceride  levels  be- 
tween the  peritoneal  dialysis  group  and  the  hemodialysis 
group  was  not  significant.  Similarly,  whereas  there  had  been 
no  significant  treatment  group  differences  in  insulin  levels  ini- 
tially, insulin  levels  were  later  determined  to  be  significantly 
higher  in  the  transplant  group. 

Although  the  mechanism(s)  accounting  for  these  findings 
has  not  been  elucidated,  similar  results  have  been  pub- 
lished previously.  Oreopoulos  et  al  (1 5)  reported  that  patients 
have  increasingly  higher  triglyceride  levels  the  longer  they 
undergo  continuous  ambulatory  peritoneal  dialysis.  The 
mechanism  underlying  this  phenomenon  was  believed  to  be 
prolonged  exposure  to  a high  glucose  load  (in  the  form  of 
dialysate)  (16),  although  the  carbohydrate  intolerance  asso- 
ciated with  uremia  may  have  been  a contributing  factor  (1 7). 
The  same  group  has  reported  hyperinsulinism  in  these  pa- 
tients. We  have  not  observed  that  phenomenon  in  our  peri- 
toneal dialysis  patients  who  were  dialyzed  three  times  weekly. 
This  too  might  reflect  the  relative  difference  in  glucose  loads 
between  patients  receiving  continuous  ambulatory  peritoneal 
dialysis  and  patients  receiving  intermittent  peritoneal  di- 
alysis. In  our  experience,  hyperinsulinism  developed  in  the 
transplant  group.  This  has  been  noted  previously  (18)  and 
may  be  attributed  to  prolonged  corticosteroid  administration 
in  these  patients  (19,20). 

Decreased  lipolytic  activity  appears  to  be  a prominent 
factor  contributing  to  hypertriglyceridemia  in  patients  on  di- 
alysis. This  has  been  attributed  to  some  circulating  “uremic 
toxin”  (21 ,22)  that  interferes  with  lipolytic  activity  and  to  an 
absolute  decrease  in  the  lipolytic  activity  in  the  serum  of  pa- 
tients on  dialysis  (23).  Our  study  lends  support  to  this  latter 
hypothesis.  We  were  able  to  show  in  a subset  of  our  hemo- 
dialysis study  group  that  both  hepatic  and  lipoprotein  lipase 
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levels  were  low  compared  to  those  of  normal  subjects,  re- 
gardless of  whether  the  patient  was  hyperlipidemic  or  not. 
This  is  in  contrast  to  the  results  of  Mordasini  et  al  (24)  who 
found  a decrease  in  hepatic  triglyceride  lipase  activity  in 
association  with  normal  lipoprotein  lipase  activity  in  uremic 
patients  and  patients  on  maintenance  hemodialysis.  Al- 
though it  would  have  been  helpful  to  have  similar  measure- 
ment in  the  patients  receiving  peritoneal  dialysis,  we  felt  that 
administration  of  intravenous  heparin  with  its  attendant  hem- 
orrhagic risks,  although  minimal,  was  not  justified.  The 
triglyceride  turnover  studies  of  Cattran  et  al  (25)  have  indi- 
cated, however,  that  triglyceride  removal  is  prolonged  in  both 
hemodialysis  and  peritoneal  dialysis. 

It  well  may  be,  then,  that  the  decreased  lipase  levels  seen 
in  the  hemodialysis  group  are  a function  of  uremia  per  se  and 
exist  in  the  peritoneal  dialysis  group  as  well.  Indeed,  post- 
heparin lipolytic  activity  has  recently  been  confirmed  as 
being  reduced  in  undialyzed  patients  with  chronic  renal  fail- 
ure (26).  If  this  is  true,  given  the  increased  glucose  load  of 
patients  on  peritoneal  dialysis,  it  is  apparent  that  peritoneal 
dialysis,  which  we  had  originally  investigated  as  an  alter- 
native to  hemodialysis,  and  its  associated  hypertriglyceri- 
demia may  actually  present  a greater  risk  of  inducing  hyper- 
triglyceridemia. This  may  become  more  apparent  given  the 
recent  emphasis  on  peritoneal  dialysis  (27-29),  particularly 
continuous  ambulatory  peritoneal  dialysis  (30,31,15). 
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Public/private 
cooperation  in  rural 
maternal  child  health 
efforts:  the  Lea  County 
perinatal  program 

The  Lea  County  Perinatal  Program  sought  to  reduce  the 
increased  infant  mortality  rate  of  a county  in  Southeast 
New  Mexico.  It  involved  collaboration  among  private 
physicians,  the  health  department,  a private  hospital, 
medical  school  personnel,  and  concerned  members  of 
the  community.  Studies  of  the  favorable  impact  of  local 
effort,  including  a cost-benefit  analysis  of  prenatal  ser- 
vices for  high-risk  women,  provided  the  impetus  for 
ongoing  cooperation  toward  improving  the  health  of 
pregnant  women,  mothers,  and  infants.  The  proportion 
of  women  delivering  with  little  or  no  prenatal  care  de- 
clined from  20%  to  5%.  The  most  recently  available  in- 
fant mortality  rate  for  the  county  was  the  same  as  the 
statewide  average. 


The  Lea  County  Perinatal  Program  has  attempted  for  more 
than  four  years  to  reduce  the  infant  mortality  rate  in  Lea 
County,  New  Mexico.  Ten  US  medical  schools  received  the 
Robert  Wood  Johnson  Foundation  grants  to  demonstrate 
how  infant  deaths  and  disabilities  could  be  reduced  in  se- 
lected rural  communities.  Evidence  of  close  collaboration 
between  medical  schools,  state  health  departments,  and 
community  individuals  was  a prerequisite  for  funding. 

The  major  population  center  of  Lea  County  is  Hobbs,  NM, 
31 5 miles  from  Albuquerque,  home  of  The  University  of  New 
Mexico  School  of  Medicine.  The  major  industry  is  oil,  since 
the  Permian  Basin  extends  into  this  corner  of  the  state.  Lea 
County  has  one  of  the  highest  infant  mortality  rates  among 
counties  claiming  1 ,000  or  more  births  per  year.  One  obvious 
reason  for  the  high  infant  mortality  rate  was  that  approxi- 
mately 20%  of  the  1 ,000  deliveries  in  the  country  each  year 
involved  "walk-ins,”  that  is,  women  who  came  to  the 
emergency  room  of  the  Lea  Regional  Hospital  in  labor  and 
who  had  received  little  or  no  prenatal  care. 
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Unlike  many  rural  counties,  Lea  County  has  extensive 
medical  resources.  Lea  Regional  Hospital  is  a modern,  180- 
bed  facility  with  intensive  care  units  and  its  own  CT  scanner. 
With  an  estimated  population  of  54,000,  Lea  County  resi- 
dents gave  birth  to  1 ,500  infants  in  1 981 . About  300  of  these 
infants  were  born  in  Texas;  the  vast  majority,  however,  were 
born  at  Lea  Regional  Hospital  where  there  are  now  13  physi- 
cians with  obstetrical  privileges. 

To  determine  why  women  were  not  receiving  prenatal  care, 
a survey  of  health  care  utilization  by  low  income  families  was 
performed  under  the  direction  of  a sociologist  at  the  New 
Mexico  Junior  College  in  Hobbs.  The  survey  was  initiated  at 
the  request  of  several  community  physicians  who  felt  that 
financial  barriers  to  care  were  probably  not  very  important 
but  that  factors  such  as  cultural  practices  and  lack  of  informa- 
tion were  decisive. 

Four  hundred  mothers  were  interviewed  in  their  homes;  92 
of  these  women  had  been  “walk-ins”  in  Lea  County  during 
the  previous  five  years.  Contrary  to  expectations  of  the  physi- 
cians who  requested  the  study,  77%  of  these  women  stated 
that  they  had  not  received  prenatal  care  because  they  could 
not  afford  it  (Fig  1 ) . Of  the  1 29  women  who  delivered  in 
Texas,  82%  said  they  had  traveled  there  to  receive  less  ex- 
pensive prenatal  care  and  delivery. 

A review  of  the  hospital  delivery  records  revealed  that 
more  than  20%  of  the  walk-in  mothers  or  their  infants  suf- 
fered a complication  such  as  premature  birth  or  toxemia. 

This  meant  that  being  the  physician  on  call  for  walk-in  deliv- 
eries was  often  a nightmare.  Because  the  physicians  did  not 
think  many  walk-in  women  would  come  for  prenatal  care,  and 
because  they  felt  strongly  that  quality  care  could  best  be  pro- 
vided in  the  physician’s  office,  more  than  half  of  the  doctors 
with  obstetrical  privileges  offered  to  see  low-income  women 
in  their  offices  on  a sliding-fee  schedule. 

Initial  approach  to  services 

In  December  1 980,  a system  for  providing  prenatal  care  for 
low-income  women  began.  Foundation  support  was  used  to 
hire  two  outreach  workers  to  identify  women  in  need  of  care, 
to  provide  transportation,  translation,  and  follow-up  services 
for  the  women  and  their  infants,  and  to  serve  as  community 
health  educators.  A community  coordinator  interviewed  the 
women  to  establish  financial  eligibility,  identify  other  medical 
and  family  issues  requiring  attention  and  referral,  and  func- 
tion as  a liaison  between  the  community  physicians,  perinatal 
program,  university,  and  other  involved  agencies.  The  health 
department  field  office  performed  pregnancy  tests,  provided 
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routine  prenatal  laboratory  work,  and  distributed  prenatal  vi- 
tamins and  iron.  Women  were  then  assigned  on  a rotating 
basis  to  participating  physicians  for  prenatal  care  and 
delivery. 

A concern  that  surfaced  very  early  was  how  to  provide 
non-routine  lab  work  and  essential  medications  for  the  en- 
rolled patients.  The  Lea  County  March  of  Dimes  came  to  the 
rescue,  committed  as  they  were  to  activities  improving  preg- 
nancy outcome.  March  of  Dimes  monies  were  used  to  pay  for 
diagnostic  tests  such  as  ultrasound  and  glucose  tolerance 
tests  and  for  medication  such  as  anticonvulsants,  antibiotics, 
and  antihypertensives.  Other  private  support  came  from  the 
Levi  Strauss  plant  in  Hobbs,  many  of  whose  employees  were 
women  in  their  reproductive  years. 

In  addition,  several  individuals  in  New  Mexico  who  were 
deeply  involved  in  maternal/child  health  care  approached  the 
director  of  the  state’s  Crippled  Children  Services  (CCS)  with 
the  following  proposal. 

CCS  would  provide  $1 00,000  to  cover  both  hospitalization 
and  physician  fees  for  prenatal  care,  delivery,  and  postpar- 
tum care.  Women  would  be  screened  for  program  eligibility 
on  the  basis  of  both  financial  status  and  high-risk  criteria.  The 
hospital  and  the  participating  physicians  agreed  to  accept  a 
separate  fixed  fee  for  vaginal  deliveries  and  cesarean 
sections. 

CCS  study  of  pregnancy  outcome 

Sixty-five  women  were  enrolled  in  the  CCS  project.  During 
the  same  period,  85  women  in  labor  and  without  prenatal 
care  came  to  the  Lea  Regional  Hospital  emergency  room.  In 
the  CCS  group,  5%  of  the  infants  were  low  birth  weight  com- 
pared to  20%  in  the  walk-in  group  (Fig  2).  Seven  babies  of 
walk-in  mothers  required  transport  to  the  neonatal  intensive 
care  unit;  three  of  the  infants  died.  In  the  CCS  group,  no 
infants  were  transported  or  died  in  the  neonatal  period. 

To  determine  how  the  infants  were  doing  at  6 to  1 2 months 
of  age,  we  hired  a pediatric  physician's  assistant  who  was 
studying  for  her  master’s  degree  in  public  health.  She  located 
34  CCS  babies  and  27  walk-in  babies  from  the  original  study 
and  visited  these  infants  in  their  homes.  Eighteen  percent  of 
the  infants  in  the  CCS  group  had  head  circumferences  less 
than  the  10th  percentile  compared  to  30%  in  the  walk-in 
group  (Fig  3).  Twenty-one  percent  had  questionable  or  clearly 
abnormal  Denver  Developmental  Screening  Tests  compared 
to  none  in  the  CCS  group. 

Obviously,  this  was  not  a double-blind,  randomized  study. 
Also,  postnatal  factors  clearly  contributed  to  adverse  out- 


comes in  the  walk-in  infants  compared  to  the  CCS  group. 

The  dramatic  results,  however,  reinforced  for  the  physicians 
and  the  community  the  value  of  providing  prenatal  care  to 
low-income  women. 

Participation  by  county  commission,  health  office,  and 
family  medicine  department 

Data  from  the  CCS  study,  combined  with  information  from 
the  pediatric  and  public  health  literature,  were  used  to  pre- 
pare a crude  cost-benefit  analysis  for  presentation  to  the  Lea 
County  commissioners  (Fig  4).  The  analysis  addressed  pro- 
vision of  prenatal  care  to  1 00  high-risk  women  per  year  in  the 
county  and  assumed  a 20%  cesarean  section  rate.  Total  cost 
for  the  hypothetical  project  was  estimated  to  be  $64,000.  The 
estimate  included  savings  related  to  the  birth  of  fewer  low 
birthweight  infants  and  to  fewer  maternal  complications.  The 
net  savings  amounted  to  one  infant’s  life  and  $310,000  per 
year.  On  the  basis  of  the  analysis,  the  county  commission 
appropriated  $50,000  for  a program  of  high-risk  prenatal  care 
for  low-income  women.  This  special  pregnancy  program 

1.  Home  interview  survey:  Reasons  tor  being  a "walk-in"  at  the  Lea  Regional 
Hospital. 


Reason  % * 


Could  not  afford  prenatal  care  77 

Merely  wanted  a birth  certificate  2 

Could  not  afford  hospital  bill  34 

Could  not  reach  own  doctor  in  time  2 


'Sum  is  more  than  100%  because  of  multiple  responses. 


2.  CCS  study:  Preliminary  data. 

CCS  Patients 

Walk-in  Patients 

Total  number 

65 

85 

Infants  under  2,500  grams 

3(5%) 

17(20%) 

Infants  under  1 ,500  grams 

1 

5 

Newborn  transport 

0 

7 

Maternal  transport 

1 

0 

Stillbirth 

0 

1 

Neonatal  death 

0 

3 

3.  Results  of  infant  follow-up  study. 

CCS  Group 

Walk-in  Group 

Total  number 

34 

27 

Low  birth  weight 

6% 

19% 

Weight  < 10th  percentile 

22% 

41% 

Head  circumference  < 10th  percentile 
Developmental  screening  test  results 

18% 

30% 

abnormal  or  questionable 

0% 

21% 
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again  involved  fixed  reimbursement  to  physicians  for  pre- 
natal care  and  deliveries  (Fig  5).  Payment  for  hospitalization 
was  already  covered  by  the  county  indigency  program,  which 
does  not  reimburse  for  physician  services. 

At  the  same  time  that  the  special  pregnancy  program  was 
being  formulated,  plans  for  prenatal  clinics  at  the  health  de- 
partment’s two  field  health  offices  in  Lea  County  were  under- 
way. A family  nurse  practitioner  with  extensive  maternal/ 
child  health  training  was  hired.  The  obstetrical  staff  at  the  Lea 
Regional  Hospital  voted  to  require  physicians  contracting 
under  the  special  pregnancy  program  to  participate  as  at- 
tending physicians  in  the  health  department  prenatal  clinics. 

4.  Estimates  of  costs  and  benefits  of  high-risk  prenatal  care  coverage  for  Lea 
County  indigent  women. 

Assumptions: 

300  income-eligible  women/year  are  pregnant 
Vi  are  high  risk  = 1 00  women/year 
20%  cesarean  section  rate 

$600  for  routine  prenatal  care  and  delivery;  $800  for  cesarean  section 

Without  prenatal  care:  1 6%  of  infants  low  birth  weight  (LBW) 

30%  of  deliveries  with  maternal  complications 

requiring  additional  two-day  length  of  stay  (LOS) 

With  prenatal  care:  8%  of  infants  LBW 

15%  of  deliveries  result  in  maternal  complications 

$400/day  average  hospital  charge  at  Lea  Regional  Hospital 
NICU  costs  $1 1 ,000  per  infant  at  UNMH 

Medical  cost  for  neurologically  impaired  infant  over  21  years:  $52,000 
Institutional  cost  for  neurologically  impaired  infant  over  21  years:  $250,000 

Value  of  one  infant's  life? 

Estimated  Cost  of  Coverage: 


80  routine  deliveries  x $600  = $48,000 
20  cesarean  x $800  = 16,000 

( 

564,000 

Estimated  Savings  of  Prenatal  Coverage: 
8 fewer  LBW  infants: 

4 stay  at  LRH  x 7 days  x $400/day 

= $11,200 

4 transported  to  NICU  x $1 1 ,000 

= $44,000 

1 re-hospitalized  x 1 2 days 
at  LRH  x $400/day 

= $ 4,800 

1 neurologically  impaired 

= $302,000 

30  days  extra  LOS  at  LRH  for 
maternal  complications  x $400/ 
day 

= $12,000 

$374,000 


These  developments  have  created  the  current  approach  to 
prenatal  services  for  low-income  women  in  Lea  County  (Fig 
6).  Outreach  workers  continue  to  identify  these  women  and 
serve  as  their  health  care  advocates.  The  community  coordi- 
nator screens  families  for  financial  eligibility  and  high-risk 
conditions.  Women  with  adequate  financial  resources  are  re- 
ferred to  private  physicians  directly,  as  are  those  with  third- 
party  insurance  or  Medicaid.  Women  who  are  income-eligible 
and  who  have  high-risk  conditions  are  enrolled  on  a rotating 
basis  under  the  special  pregnancy  program  and  are  seen  in 
private  physicians’  offices.  The  remaining  women  are  re- 
ferred to  the  health  department  prenatal  clinics  where  they 


5.  Special  pregnancy  program  contract. 

For  the  purpose  of  the  Lea  County  Special  Pregnancy  Program  (SPP)  we  are 

entering  this  contract  with  Dr. 

1 . The  Lea  County  SPP  agrees  to  identify  patients  and  screen  them  for  high- 
risk  factors,  financial,  and  other  eligibility  criteria  as  required  by  the  County 
Commission. 

2.  The  Lea  County  SPP  agrees  to  guarantee  the  sum  of  $500  for  prenatal 
care,  vaginal  delivery,  and  routine  postpartum  care  of  each  eligible  patient. 

3.  The  Lea  County  SPP  agrees  to  guarantee  the  sum  of  $700  for  prenatal 
care,  delivery  by  cesarean  section,  and  postpartum  care. 

4.  The  Lea  County  SPP  agrees  to  guarantee  the  sum  of  $1 25  for  cesarean 
section  assist  fee  for  each  eligible  patient. 

5.  The  Lea  County  SPP  agrees  to  maintain  the  highest  level  of  patient  confi- 
dentiality in  regard  to  all  data  made  available  by  Dr. 

1 agrees  to  allow  ac- 

cess to  medical  records  of  SPP  patients  to  abstract  information  required  for 
the  purposes  of  the  Lea  County  SPP. 

2.  agrees  to  give  per- 

misson  to  Lea  County  SPP  to  visit  study  patients  after  delivery  for  follow-up 
information. 

3.  agrees  to  complete 

the  medical  portion  of  the  high-risk  assessment  form  used  for  SPP  patients 
and  a brief  post-delivery  information  sheet. 

4.  agrees  to  partici- 

pate in  the  Health  Department  Prenatal  Clinic  as  required  by  decision  of  the 
LRHOB  Staff  (1/28/83). 

This  contract  may  be  terminated  upon  written  notification  by  either  party.  If  the 

county  terminates,  it  guarantees  that  any  patient  enrolled  at  the  time  of  termi- 
nation will  be  processed. 

Signed  this day  of 1 983. 


Total  Savings:  One  infant’s  life  + $31 0,000  each  year. 


John  Doe,  Esq.  for  the  Lea 
County  Commission 
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are  seen  by  the  nurse  practitioner.  Patients  with  complicating 
problems  also  are  seen  during  special  physician-attended 
clinics  at  the  health  department.  The  Lea  County  March  of 
Dimes  continues  to  provide  funds  for  special  laboratory  work 
and  nonroutine  medications. 

In  1 983  the  department  of  family  medicine  at  the  University 
of  New  Mexico  School  of  Medicine  will  have  four  residents 
rotating  in  Lea  County  with  salary  support  from  a private 
practice  group  and  the  university.  A family  practitioner  in 
Hobbs  will  serve  as  their  preceptor.  Part  of  the  residents’ 
time  will  be  spent  at  the  health  department  prenatal  clinics. 
This  experiment  should  provide  a mutually  valuable  educa- 
tional experience  and  possibly  attract  future  physicians  for 
the  community. 

Conclusion 

The  system  has  evolved  through  the  efforts  of  a national  pri- 
vate foundation  devoted  to  innovative  approaches  to  health 
services;  the  state  health  department  and  university  medical 
school;  community  physicians,  hospital  administration,  and 
health  department  personnel;  and  the  private  groups  and 
community  agencies  who  have  provided  financial  support, 
personnel,  classroom  space  for  educational  efforts,  and 
many  other  services. 

As  an  effort  to  address  rural  maternal  child  health  issues  in 
a comprehensive  manner,  many  issues  remain.  For  example, 
the  approach  described  does  not  address  management  of 
other  medical  or  social  problems  identified  in  the  women  par- 
ticipating in  the  prenatal  services.  There  is  no  provision  for 
medical  care  for  children  who  become  ill.  The  outreach  work- 
ers and  project  coordinator  are  currently  funded  by  founda- 
tion support  which  ends  in  one  year.  We  hope  that  state  and 
local  resources  can  be  identified,  but  this  hasn’t  happened 
yet.  There  are  many  threads  in  the  prenatal  care  fabric  I have 
described.  If  just  one  is  pulled  out — such  as  health  depart- 
ment funding  for  the  nurse  practitioner,  participation  by  the 
private  physicians  in  the  special  pregnancy  program  and  pre- 
natal clinics,  March  of  Dimes  support  for  special  labs  and 
medications — will  the  whole  system  unravel? 

6.  Flow  chart  for  prenatal  care. 


Finally,  it  must  be  remembered  that  Lea  County  has  less 
than  1 ,500  deliveries  each  year  and  is  blessed  with  financial 
resources  many  other  areas  lack.  The  experiences  in  Lea 
County,  however,  demonstrate  the  potential  for  meeting 
health  care  needs  when  the  public  health  and  private  sectors 
work  cooperatively. 
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Attention  deficit 
disorder  with 
hyperactivity: 
normative  data  for 
Conners  behavior 
rating  scale 

To  reduce  the  subjectivity  of  identifying  attention  deficit 
disorder  (ADD)  in  children,  we  attempted  to  determine 
normal  ranges  of  scores  on  the  Conners  and  Davids  be- 
havior rating  scales.  To  do  so,  we  asked  teachers  and 
school  nurses  to  use  the  scales  to  rate  955  students 
(ages  6 to  9 years)  from  three  ethnic  groups.  The  data 
showed  that  both  scales  provide  similar  information,  but 
a single  cutoff  score  could  not  be  applied  equally  to  all 
sex  and  ethnic  subgroups  in  the  identification  of  ADD 
with  hyperkinesis.  We  concluded  that  teacher  ratings 
were  more  valid  than  nurse  ratings  because  teachers 
have  more  contact  with  students.  The  Conners  scale 
was  selected  as  the  instrument  of  choice  because  of  its 
ease  of  administration  for  teachers. 


The  recognition  and  management  of  attention  deficit  disorder 
(ADD)  became  more  objective  with  the  advent  of  behavior 
rating  scales.  However,  several  factors  have  contributed  to 
less  than  optimal  use  of  these  scales,  including  the  large 
variety  of  scales  available,  lack  of  normative  data,  and 
communication  logistics  between  educators  and  health 
professionals. 

An  inordinate  amount  of  energy  has  been  expended  on 
“remedies”  for  hyperkinetic  behavior  without  a systematic  at- 
tempt to  delineate  the  parameters  of  its  existence  in  various 
populations  of  school  age  children.  There  has  been  con- 
troversy concerning  the  criteria  for  use  of  central  nervous 
system  stimulants  for  the  amelioration  of  ADD.  While  it  is  not 
appropriate  for  school  personnel  to  recommend  medical 
treatment,  they  can  be  a primary  source  of  information  about 
the  child's  performance  on  academic  and  other  school- 
related  tasks.  Educators  also  have  a duty,  upon  parental  re- 
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quest,  to  share  the  information  with  a child’s  physician. 

In  order  to  establish  a standardized  procedure  for  observa- 
tion and  reporting  of  selected  student  behavior,  the  Dallas 
Independent  School  District  undertook  a normative  study. 
The  Conners’  Abbreviated  Teacher’s  School  Report  (1 ,2)  and 
the  Davids  Teacher  Rating  Scale  (3)  were  selected  because 
of  their  national  usage.  We  believed  that  the  school  district’s 
selection  of  an  instrument  to  evaluate  students  thought  to 
have  ADD  with  hyperkinesis  would  facilitate  communication 
with  the  medical  community. 

Methods 

The  study  was  designed  to  compare  teacher  and  school 
nurse  judgments  in  using  two  behavior  rating  scales  and  to 
establish  normative  data  (cutoff  scores)  on  two  existing 
behavior  rating  scales.  Subjects  for  the  study  were  955  stu- 
dents, 6 through  9 years  old,  from  1 26  schools.  The  number 
of  teachers  sampled  was  728,  the  number  of  nurses  73.  The 
population  sampled  included  122,462  students  whose 
names  were  listed  in  the  school  district’s  computer  data 
base.  Sample  selection  criteria  required  that  children  be 
black,  Hispanic,  or  white  and  between  6 and  9 years  old  at 
the  time  of  data  collection.  None  of  the  children  included  in 
the  study  were  enrolled  in  special  education  and  none  had  a 
previous  diagnosis  of  ADD  or  a history  of  having  taken  CNS 
stimulants. 

The  purpose  of  the  sampling  scheme  was  to  obtain  a ran- 
dom sample  of  about  40  children  within  each  of  24  combina- 
tions of  sex,  age,  and  ethnicity,  which  were  the  variables 
thought  to  be  most  relevant  to  hyperkinetic  behavior  (4-6). 
All  sample  lists  were  randomly  generated  by  computer. 

The  study  called  for  simultaneous  behavior  ratings  of 
sampled  children  by  teachers  and  nurses  on  two  behavior 
rating  scales.  One  scale  (Figs  1 , 2),  reported  by  Anthony 
Davids  at  E.  Pendleton  Bradley  Hospital  in  Rhode  Island,  in- 
cluded six  Likert-type  items,  and  the  second  scale,  reported 
by  Conners  of  the  University  of  Pittsburgh  School  of  Medi- 
cine, included  ten  Likert-type  items  (Figs  1 , 3).  The  Davids 
scale  used  a six-point  response  continuum  for  each  item: 

1 represented  “much  less  than  most  children,”  2 indicated 
“less  than  most  children,”  3 referred  to  "slightly  less  than 
most  children,"  4 referred  to  “slightly  more,”  5 to  “more,”  and 
6 to  “much  more  than  most  children.”  The  Conners  scale 
used  a four-point  response  continuum:  0 indicated  “not  at 
all,”  1 indicated  “just  a little,”  2 “pretty  much,”  and  3 “very 
much.”  Total  possible  scores  on  the  Conners  and  Davids 
scales  are  30  and  1 8,  respectively.  Neither  scale  permits  the 
assessment  of  ADD  without  hyperkinesis. 

Teachers  relied  on  their  cumulative  knowledge  and  experi- 
ence with  children  in  responding  to  items  on  the  scales. 

There  was  ample  opportunity  for  teachers  to  have  known  the 
children,  since  the  time  of  data  collection  was  the  middle  two 
weeks  in  February.  Nurses,  on  the  other  hand,  relied  on  a 
brief  classroom  observation  period  (at  least  30  minutes) 
while  the  teacher  was  conducting  an  academic  activity,  such 
as  reading  or  math,  and  while  the  child  was  engaged  in  in- 
seat activity.  Teachers  and  nurses  were  instructed  to  com- 
plete their  observations  independently. 

While  the  original  Davids  scale  used  a six-point  response 
continuum,  we  converted  it  to  a four-point  scale  for  the  data 
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analysis.  The  first  three  points  in  the  continua  for  items  in  the 
original  Davids  scale  pertained  to  nonhyperkinetic  behavior 
and  were  equated  with  the  zero  point  on  the  Conners  scale. 
Conversion  of  the  Davids  six-point  scale  to  a four-point  scale 
permitted  direct  comparisons  with  the  Conners  scale. 

Results 

The  first  question  of  interest  concerned  the  correlation  be- 
tween the  two  rating  scales.  The  total  sample  (N  = 955) 
correlation  between  the  two  scales  was  .83  when  recorded 
by  teachers  and  .80  when  recorded  by  school  nurses.  Cor- 
relation coefficients  within  sex,  ethnicity,  and  age  subgroups 
ranged  from  .77  to  .86,  except  the  correlation  for  nurse  ratings 
of  Hispanic  children  which  was  .55. 

These  results  showed  that  either  scale  would  provide  es- 
sentially the  same  information,  given  the  scoring  scheme 
used  in  this  study. 

A second  major  question  concerned  the  correlation  be- 
tween ratings  recorded  by  nurses  and  those  recorded  by 
teachers,  regardless  of  the  rating  scale  used.  Correlation 
coefficients  showed  that  the  common  variance  shared  by 
ratings  by  teachers  and  nurses  ranged  from  10%  to  30%, 
indicating  that  teacher  and  nurse  ratings  (regardless  of  the 
scale  used)  did  not  provide  the  same  information. 

The  third  question  of  interest  addressed  the  variability  of 
behavior  ratings  in  terms  of  the  sex,  ethnicity,  and  age  of  the 
students.  An  analysis  of  variance  found  significant  effects  for 
the  sex  and  ethnicity  factors  but  not  for  the  age  factors. 

There  were  no  significant  interactions  among  sample 
subgroups. 

Discussion 

Results  showed  that  both  instruments  provided  essentially 
the  same  information,  but  teachers  and  school  nurses  told  us 
that  the  Conners  scale  was  easier  to  use.  The  visual  format 
of  the  Davids  scale  was  reportedly  more  complex,  and  some 
users  experienced  confusion  in  applying  the  anchor  points 
described  in  the  Davids  scale.  Accordingly,  the  Conners 
scale  was  selected  as  the  instrument  of  choice  for  a public 
school  setting. 

The  significant  effects  associated  with  sex  and  ethnicity 
had  major  implications  for  the  development  and  use  of 
screening  cutoff  scores.  The  data  clearly  showed  that  a 
single  cutoff  score  could  not  be  applied  equally  to  all  sex  and 
ethnic  subgroups,  since  both  teachers  and  nurses  rated  sub- 
groups differently.  Since  the  incidence  figures  for  ADD  with 
hyperkinesis  range  from  3%  to  7%,  we  thought  that  the  initial 
screening  with  any  behavior  rating  scale  should  select  about 
10%  of  a school  population  in  the  ages  sampled  in  the  study 
(7).  Specific  screening  cutoff  scores  were  identified  for  the 
Conners  scale  to  select  the  highest  scoring  10%  of  sampled 
children  within  each  sex  and  ethnic  subgroup.  These  are  re- 
ported in  Fig  4. 

No  screening  cutoff  scores  were  identified  for  the  children 
rated  by  school  nurses,  because  we  consider  teacher  ratings 
more  valid.  Teachers  had  observed  the  children  much  longer 
and  in  a greater  variety  of  situations.  School  nurses  had 
much  less  opportunity  to  observe  the  children,  and  results 
showed  that  nurse  ratings  were  substantially  lower  than 
teacher  ratings. 


The  absence  of  a significant  age  effect  in  the  study 
showed  that  the  cutoff  scores  could  be  applied  equivalently 
to  all  sampled  children,  regardless  of  age,  in  the  6-  to  9-year 
range.  We  inferred  that  both  teachers  and  nurses  subcon- 
sciously adjusted  behavior  ratings  for  age  so  that  raters 
viewed  the  more  active  behavior  of  younger  children  as  nor- 
mal or  typical  for  their  age  group.  On  the  other  hand,  raters 
apparently  did  not  make  a similar  adjustment  for  sex  and  eth- 
nic group  differences. 

We  also  considered  that  there  might  be  a relationship  be- 
tween the  ethnic  group  of  the  rater  and  the  scores  assigned 
the  children  being  observed.  We  found  no  statistically  signifi- 
cant trend  that  would  indicate  ethnic  bias,  and  we  suspect 
that  our  observations  will  prove  valid  in  future  studies. 

Conclusion 

The  use  of  predetermined  cutoff  scores  to  screen  children  for 
attention  deficit  disorder  may  eliminate  some  of  the  subjec- 
tivity that  previously  hampered  attempts  to  identify  children 
with  the  disorder.  From  the  data  collected  in  this  study,  we 


7.  Rating  scale  items . 

Conners  Davids 

Scale  Scale 

1 . Restless  or  overactive 

2.  Excitable,  impulsive 

3.  Disturbs  other  children 

4.  Fails  to  finish  things  he/she  starts,  short 
attention  span 

5.  Constantly  fidgeting 

6.  Inattentive,  easily  distracted  (interferes  with 
learning) 

7.  Demands  must  be  met  immediately — easily 
frustrated 

8.  Cries  often  and  easily 

9.  Mood  changes  quickly  and  drastically 

1 0.  Temper  outbursts,  explosive  and 
unpredictable  behavior 


2.  Cutoff  scores  to  select  upper  10%  of  school  children  rated  by  classroom 
teachers  using  the  Conners  scale. ' 


Ethnicity 

Sex 

Black 

White 

Hispanic 

Male 

19 

16 

13 

Female 

16 

14 

12 

"Total  score  possible  = 

30. 

1 . Hyperactivity 

2.  Short  attention 
span 

3.  Variability  of 
behavior 

4.  Impulsiveness 

5.  Irritability 

6.  Explosiveness 

7.  Poor  school  work 
(not  scored) 
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were  able  to  reach  several  tentative  conclusions,  each  of 
which  should  be  applied  with  caution  to  other  populations. 
First,  we  believe  that  the  cutoff  scores  (on  the  Conners  and 
modified  Davids  teacher  rating  scales)  vary  according  to  the 
sex  and  ethnic  group  of  the  child  being  evaluated.  Since 
scores  did  not  vary  significantly  according  to  the  child’s  age, 
we  assume  that  raters  automatically  compensate  for  age  in 
their  assessment.  Second,  the  ethnicity  of  the  rater  and  child 
apparently  does  not  influence  the  child’s  score.  Third,  the 
Conners  scale  is  preferable  to  the  Davids  scale  since  it  yields 
results  similar  to  those  of  the  modified  Davids  rating  scale, 
but  does  so  with  less  inconvenience  to  the  rater.  In  addition  to 
permitting  more  objective  screening  of  children,  the  Conners 
Abbreviated  Teacher’s  School  Report  can  help  the  physician 
evaluate  behavioral  effects  of  central  nervous  system  stimu- 
lants prescribed  for  children  thought  to  have  attention  deficit 
disorder. 
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3.  Conners  Abbreviated  Teacher's  School  Report. 


INSTRUCTIONS: 

Check  the  appropriate  box  for  each  item,  Not  at  all,  Just  a little,  Pretty  much,  or  Very  much,  which  best  describes  your  assessment  of  the  child.  Please  complete  all 
ten  items.  (Dallas  Independent  School  District  narrative  data  exist  for  children  6-9  years  of  age.) 


Observation 

Degree  of  Activity 

0 Not 
at  all 

1 Just 
a little 

2 Pretty 
much 

3 Very 
much 

1 . Restless  or  overactive 

2.  Excitable,  impulsive 

3.  Disturbs  other  children 

4.  Fails  to  finish  things  he/she  starts,  short  attention  span 

5.  Constantly  fidgeting 

6.  Inattentive,  easily  distracted  (interferes  with  learning) 

7.  Demands  must  be  met  immediately — easily  frustrated 

8.  Cries  often  and  easily 

9.  Mood  changes  quickly  and  drastically 

10.  Temper  outbursts,  explosive  and  unpredictable  behavior 

Initiated  by 

Health  Professional  Observer's  Signature 

A.M. 

P.M. 

Area  of  Instruction  Time  of  Day 

COMMENTS: 
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4.  Davids  rating  scale.  The  minimum  levels  of  severity  (" Much  Less  Than  Most  Children,"  "Less,"  and  "Slightly  Less")  indicate  "nonhyperkinetic"  behavior  and 
were  equated  with  0 on  the  Conners  scale.) 


Rating  scales  for  hyperkinesis. 


Child  s Name _ — Birth  Date 

Rater  s Name — Date  of  Rating 

Please  rate  the  child  on  each  of  the  characteristics  (or  behavior)  listed  on  the  following  scales  Place  a check  mark  at  the  point  on  the  scale  indicative  of  your 
estimate  of  the  degree  to  which  the  child  possesses  the  particular  characteristic. 

As  you  make  each  rating,  judge  the  child  in  comparison  with  other  children  of  the  same  sex  and  age.  That  is,  the  ratings  should  indicate  your  estimate  of  the  child's 
behavior  in  comparison  with  the  behavior  displayed  by  other  "normal  children  .'' 

For  each  of  the  characteristics,  which  are  defined  below,  place  a check  mark  at  one  of  the  six  points  on  the  scales  running  from  "much  less  than  most  children"  to 
much  more  than  most  children.  Do  not  mark  the  midpoint  on  any  of  the  scales.  Even  though  it  may  sometimes  be  difficult  to  make  a judgment,  please  make  a rating 
on  one  or  the  other  side  of  the  scale. 

1 .  Hyperactivity—  Involuntary  and  constant  overactivity;  advanced  motor  development  (throwing  things,  walking,  running,  etc  );  always  on  the  move;  rather  run  than 
walk;  rarely  sits  still. 


0 1 2 3 
Much  Less  Than  Less  Slightly  Slightly  More  Much  More  Than 

Most  Children  Less  More  Most  Children 

2.  Short  Attention  Span  and  Poor  Powers  of  Concentration— Concentration  on  a single  activity  is  usually  short,  with  frequent  shifting  from  one  activity  to  another; 
rarely  sticks  to  a single  task  very  long. 


Much  Less  Than  Less  Slightly  Slightly  More  Much  More  Than 

Most  Children  Less  More  Most  Children 

3.  Variability — Behavior  is  unpredictable,  with  wide  fluctuations  in  performance;  "sometimes  he  (or  she)  is  good  and  sometimes  bad." 


Much  Less  Than  Less  Slightly  Slightly  More  Much  More  Than 

Most  Children  Less  More  Most  Children 


4.  Impulsiveness  and  Inability  to  Delay  Gratification — Does  things  on  the  spur  of  the  moment  without  thinking;  seems  unable  to  tolerate  any  delay  in  gratification  of 
his  (her)  needs  and  demands;  when  wants  anything,  he  (she)  wants  it  immediately;  does  not  look  ahead  or  work  toward  future  goals;  thinks  only  of  immediate 
present  situation. 


Much  Less  Than  Less  Slightly  Slightly  More  Much  More  Than 

Most  Children  Less  More  Most  Children 

5.  Irritability — Frustration  tolerance  is  low;  frequently  in  an  ugly  mood,  often  unprovoked;  easily  upset  if  everything  does  not  work  out  just  the  way  he  (she)  desires. 


Much  Less  Than  Less  Slightly  Slightly  More  Much  More  Than 

Most  Children  Less  More  Most  Children 

6.  Explosiveness — Fits  of  anger  are  easily  provoked;  reactions  are  often  almost  volcanic  in  their  intensity;  shows  explosive,  temper-tantrum  type  of  emotional 
outbursts. 


Much  Less  Than  Less  Slightly  Slightly  More  Much  More  Than 

Most  Children  Less  More  Most  Children 

7.  Poor  School  Work — Has  difficulty  participating  successfully  in  school  work;  cannot  concentrate  on  school  work;  has  some  specific  learning  difficulties  or  blocks 
(e.g.,  poor  in  arithmetic,  poor  in  reading,  etc  );  poor  visual-motor  coordination  (e  g.,  awkward  gestures,  irregular  handwriting,  poor  in  drawing,  etc.). 

Much  Less  Than  Less  Slightly  Slightly  More  Much  More  Than 

Most  Children  Less  More  Most  Children 

■ — 
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Transient  neonatal 
hypothyroidism 

maternal  thyroiditis 
and  hypothyroidism 

Three  children  with  transient  congenital  hypothyroidism 
have  been  identified  in  the  Texas  Newborn  Screening 
Program.  The  mothers  had  hypothyroidism,  presumably 
due  to  thyroiditis.  The  transient  nature  of  the  disorder  in 
offspring  was  suggested  by  the  response  to  therapy 
which  was  characterized  by  the  need  for  unexpectedly 
small  doses  for  age  of  L-thyroxine  replacement. 


Transient  congenital  hypothyroidism  is  characterized  by 
abnormal  thyroid  function  in  the  newborn  period  which  spon- 
taneously normalizes  during  infancy.  In  this  country  the 
disorder  may  be  associated  with  maternal  propylthiouracil  or 
iodide  treatment  (1 ),  but  in  most  patients,  usually  premature 
infants,  the  etiology  is  unknown  (2-4). 

A family  in  which  transient  congenital  hypothyroidism  in 
the  offspring  was  associated  with  maternal  thyroiditis  and  hy- 
pothyroidism was  originally  reported  in  1960,  and  the  six 
affected  children,  as  well  as  the  transient  nature  of  the  disor- 
der in  survivors,  were  subsequently  described  in  detail  (5). 
Recently  a report  of  transient  neonatal  hypothyroidism,  in 
two  offspring  of  a mother  with  thyroiditis  and  hypothyroidism, 
documented  the  occurrence  of  maternal  IgG  which  inhibited 
in  vitro  both  the  binding  of  radiolabeled  TSH  to  TSH  recep- 
tors and  the  cyclic  AMP  response  to  TSH  (6).  The  inhibitor 
immunoglobulins  were  also  demonstrable  in  one  of  the  af- 
fected children  and  were  postulated  to  account  for  transient 
hypothyroidism  in  both.  Antithyroglobulin  and  antimicrosomal 
antibodies  were  also  present  in  both  children  initially  and 
decreased  to  undetectable  levels  by  6 to  8 months  of  age. 
L-thyroxine  replacement  therapy  in  the  children  was  dis- 
continued at  7 to  1 7 months  of  age,  without  recurrence  of 
hypothyroidism  (6). 

Since  the  advent  in  1 980  of  the  newborn  screening  pro- 
gram for  congenital  hypothyroidism  in  Texas,  there  have 


come  under  our  care  three  children  in  two  families  in  whom 
transient  hypothyroidism  was  associated  with  maternal  hypo- 
thyroidism apparently  due  to  thyroiditis.  The  retrospective 
observations  of  their  disorders  are  compatible  with  the 
pathogenesis  described  in  previous  reports  and  suggest  the 
transient  nature  of  the  disorder  may  be  identifiable  by  the 
infants’  response  to  therapy. 

Case  reports 
PATIENT  1 

EB,  a male  infant,  was  the  first  child  born  to  a 25-year-old 
mother  who  at  32  weeks  gestation  had  a palpably  enlarged 
thyroid  gland.  At  that  time,  serum  T4  value  was  4.2  |xg/dL, 

T3U  19.9%,  the  FTI,  0.8,  and  TSH  56  (xU/mL.  Antithyro- 
globulin antibodies  were  negative,  but  antimicrosomal  anti- 
bodies were  positive  at  a dilution  of  1 :1 600. 

The  2,01 7 g infant  was  delivered  at  37  weeks  by  mid- 
forceps extraction.  The  early  neonatal  course  was  compli- 
cated by  a right  cerebellar  subarachnoid  hemorrhage  di- 
agnosed by  CAT  scan  and  lumbar  puncture.  Recovery  was 
uneventful.  Indirect  hyperbilirubinemia  (1 1 .5  mg/dL)  resolved 
after  day  10. 

The  filter  paper  specimen  for  hypothyroidism  screening 
was  obtained  when  the  infant  was  7 days  old.  Filter  paper  T4 
values  were  1 .0  ixg/dL  and  0.9  (xg/dL,  and  TSH  values  were 
360  |xll/mL.  At  1 8 days  of  age,  the  serum  T4  level  was  1 .7  p.g/ 
dL  and  the  TSH  level  was  433  ^U/mL.  Antithyroglobulin  anti- 
bodies were  negative  and  antimicrosomal  antibodies  were 
positive  at  1 :1 ,600.  Therapy  with  L-thyroxine  was  begun  in  a 
dose  of  25  |xg  daily.  The  absolute  L-thyroxine  dosage  was 
not  changed  after  therapy  was  initiated  (10  |xg/kg  at  age  1 9 
days;  3.5  |xg/kg  at  age  7 months;  2.6  p.g/kg  at  1 year;  1 .2  (xg/kc 
at  age  2 years).  When  the  child  was  2 years  old,  an  increased 
serum  T4  level  of  1 8.6  |xg/dL  prompted  discontinuation  of 
L-thyroxine  therapy.  Thyroid  antibodies  at  the  time  were 
negative.  Serum  T4  and  TSH  have  remained  normal  to  the 
current  age  of  3 years,  1 month.  The  child’s  growth,  weight 
gain,  and  development  are  normal. 

PATIENT  2 

KC,  a female  infant,  was  born  following  a full-term  first  preg- 
nancy to  a 23-year-old  mother.  Two  months  before  the 
pregnancy,  the  parent’s  physician  had  evaluated  her  thyroid 
function  because  she  had  complained  of  “tiredness  and 
weight  gain.”  The  serum  T4  level  was  1 .7  |xg/dL,  the  T3U  was 
32%,  and  FTI  was  0.8,  all  subnormal  values.  The  serum  TSH 
level  was  not  determined. 
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Delivery  of  the  3,41 0 g infant  was  uncomplicated.  The  neo- 
natal course  was  unremarkable  except  for  indirect  hyper- 
bilirubinemia (13.8  mg/dL)  which  resolved  after  day  7. 

The  initial  filter  paper  specimen  for  hypothyroid  screening, 
obtained  when  the  infant  was  3 days  old,  was  in  the  lowest 
0.5%  of  values,  and  repeat  determinations  revealed  T4  values 
of  1 0.0  |xg/dL  and  8.2  p.g/dl_  and  TSH  values  of  440  ^U/mL 
and  337  |xU/mL.  At  7 days  of  age,  the  infant’s  serum  T4  level 
was  5 |xg/dL,  T3U  was  22%,  and  TSH  greater  than  40  |xU/mL. 
Knee  films  revealed  the  presence  of  distal  femoral  but  not 
proximal  tibial  epiphyses.  Technetium  thyroid  scan  revealed 
poor  uptake  in  the  area  of  the  thyroid  gland.  Serum  anti- 
thyroglobulin  antibodies  were  positive  at  a 1:100  dilution; 
antimicrosomal  antibodies  were  positive  at  1 :10;  maternal 
sera  obtained  at  this  time  revealed  corresponding  titers  of 
1 :1 00  and  1 :30,  respectively. 

L-thyroxine  therapy  was  begun  at  age  7 days  at  a dose  of 
50  |j.g  daily  (approximately  1 4 |xg/kg  body  weight).  This  dose 
was  decreased  to  9 (xg/kg  at  3V2  weeks  and  6 ptg/kg  at  age  7 
weeks  because  of  serum  T4  elevations  of  22  and  1 8 |xg/dL, 
respectively.  The  dose  then  remained  unchanged  until  1 1 
months  of  age  when  the  T4  again  rose  (16.4  |xg/dL)  and 
L-thyroxine  was  discontinued.  Serum  T4  and  TSH  determina- 
tions have  remained  normal  to  the  current  age  of  2 years, 

1 month.  Thyroid  antibodies  are  negative.  Growth,  weight 
gain,  and  development  are  normal. 

PATIENT  3 

JC,  a male  infant  born  1 9 months  after  his  sibling,  Patient  2, 
weighed  4,062  gm  at  birth.  Delivery  was  uncomplicated.  Thy- 
roid antibodies  were  not  determined  in  the  mother  during  the 
pregnancy  or  at  the  time  of  delivery. 

Because  of  the  history  of  the  infant's  affected  sibling, 
serum  was  obtained  24  hours  after  the  infant  was  born  and 
revealed  a T„  level  of  2.3  p.g/dL  and  a TSH  level  greater  than 
250  |xU/mL.  A filter  paper  specimen  obtained  at  2 days  of  age 
revealed  T4  values  of  3.6  jxg/dL  and  2.9  |xg/dL  and  TSH  val- 
ues of  21 7 p.U/mL  and  244  |xll/mL.  Serum  antithyroglobu- 
;lin  and  antimicrosomal  antibodies,  also  obtained  two  days 
after  birth,  were  positive  at  1 :6,400  and  1 :25,600  dilutions, 
respectively. 

At  2 days  of  age  the  infant  began  L-thyroxine  therapy  at  a 
dose  of  50p.g  daily  (approximately  1 2 p.g/kg  body  weight). 
Indirect  hyperbilirubinemia  (1 1 .9  mg/dL)  resolved  after  day 
14.  The  dose  of  L-thyroxine  was  decreased  to  8.5  p.g/kg  14 
days  after  birth,  because  the  serum  T4  level  increased  to  20.4 
M-g/dL.  When  the  infant  was  2V2  months  old  the  serum  T4 


level  was  normal,  but  the  parent  subsequently  decreased  the 
dose  further,  to  6 |xg/kg,  because  of  hyperactivity  similar  to 
that  previously  noted  in  the  older  sibling  during  periods  of 
thyroxine  excess.  At  age  3V2  months,  his  serum  T4  level 
again  rose  to  20.4  (xg/dL,  and  L-thyroxine  was  discontinued. 
At  age  6 months,  antithyroglobulin  antibodies  were  posi- 
tive at  1 :80  and  antimicrosomal  antibodies  were  positive  at 
1 :400.  Serum  T4  and  TSH  determinations  have  remained 
normal  to  the  current  age  of  9 months.  Growth,  weight  gain, 
and  development  are  normal. 

Discussion 

The  three  patients  described  in  this  article  demonstrated  fea- 
tures similar  to  those  reported  previously  (5,6).  The  mothers 
had  hypothyroidism,  presumably  resulting  from  thyroiditis, 
and  the  offspring  had  congenital  hypothyroidism  which  was 
verified  by  determinations  of  serum  T4  and  TSH;  all  three  pa- 
tients described  were  treated  initially,  but  the  hypothyroidism 
was  transient  in  each. 

The  presence  of  detectable  thyroid  antibodies  (anti- 
thyroglobulin and/or  antimicrosomal)  in  these  patients  seems 
clearly  unrelated  to  the  occurrence  of  congenital  hypothy- 
roidism. Thyroid  antimicrosomal  antibodies  can  be  measured 
in  cord  sera  of  a large  percentage  of  normal  newborns,  and 
the  incidence  of  detectable  antibodies  from  filter  paper  spot 
tests  is  not  different  in  patients  with  and  without  congenital 
hypothyroidism  (7).  The  “transplacental  transmission  of  a 
factor  with  cytosuppressive  effect  on  thyroid  tissue”  was  the 
mechanism  originally  proposed  to  explain  the  transient  disor- 
der observed  previously  (5)  and  the  subsequent  demon- 
stration in  mother  and  offspring  of  an  IgG  which  inhibits  TSH 
binding  and  response  verified  the  postulate  (6).  Although  not 
tested  in  our  patients,  the  presence  of  a similar,  transplacen- 
tally  acquired  maternal  IgG  is  compatible  with  the  transient 
hypothyroidism  observed  in  them. 

The  possible  transient  nature  of  hypothyroidism  in  our  pa- 
tients was  first  suggested  to  us  by  the  response  to  replace- 
ment therapy  with  L-thyroxine;  not  only  were  the  expected 
periodic  increases  in  dosage  unnecessary,  but  the  de- 
creases sometimes  necessary  to  correct  hyperthyroxinemia 
resulted  in  unexpectedly  low  doses,  relative  to  body  weight, 
forage  (8,9). 

One  of  104  previously  reported  patients  (7)  with  congenital 
hypothyroidism  may  be  analogous  to  those  reported  in  this 
article  (although  details  were  not  given).  In  a recent  series 
(10),  during  an  interval  in  which  155  infants  with  permanent 
congenital  hypothyroidism  were  diagnosed,  an  additional  37 
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patients  with  transient  neonatal  hypothyroidism  were  identi- 
fied, including  two  associated  with  maternal  thyroiditis.  The 
three  patients  herein  reported  were  identified  among  approx- 
imately 260  with  permanent  congenital  hypothyroidism. 

These  collective  observations  suggested  that  transient  neo- 
natal hypothyroidism  associated  with  maternal  thyroiditis 
may  occur  in  approximately  1%  of  infants  with  congenital 
hypothyroidism. 

Despite  the  seeming  infrequency  of  the  disorder  reported 
here,  physicians  need  be  aware  of  its  occurrence  and  the 
implications  for  management.  In  mothers  with  thyroiditis  and 
hypothyroidism,  the  occurrence  of  congenital  hypothyroidism 
in  the  offspring  should  be  suspected,  and  if  present,  treated 
with  appropriate  initial  L-thyroxine  replacement.  A subse- 
quent response  to  therapy  characterized  by  normalization  of 
thyroid  function  studies  with  unexpectedly  small  doses  of 
L-thyroxine  may  then  suggest  the  congenital  hypothyroidism 
is  transient. 
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Since  preparation  of  this  manuscript,  additional  patients  with  the  same  disor- 
der have  been  reported  by  Iseki  M,  Shimizu  M,  Oikawa  T,  et  al.  Sequential 
serum  measurements  of  thyrotropin  binding  inhibitor  immunoglobulin  G in  tran- 
sient familial  neonatal  hypothyroidism.  J Clin  Endocrin  Metab  57:384-387, 

1 983;  and  Takasu  N,  Mori  T,  Koizumi  Y,  et  al:  Transient  neonatal  hypothy- 
roidism due  to  maternal  immunoglobulins  that  inhibit  thyrotropin-binding  and 
post-receptor  processes.  J Clin  Endocrin  Metab  59:142-146, 1984. 
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Solve  a simple  mathematical 
problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — vourself. 


What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 


Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 


Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  6 10 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.0.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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ECG  STAT... 
wherever  you  are. 
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If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER™  ECG,  you  can 
Drovide  your  patients  with  the  benefits  of  a highly  sophis- 
icated,  yet  moderately  priced,  cardiac  diagnostic  center, 
vherever  you  are.  A product  of  space-age  miniaturization 
only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
eatures  that  make  other  portable  ECGs  outdated  and 
)verweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
hector  capability  □ Heart-rate  histogram  □ Continuous 
nonitoring  with  its  own  alarm  system  □ Differential 
ilectronic  stethoscope.  Sold  with  handsome  binocu- 
ar-styled  carrying  case. 

A ICRO-TR ACER™  I It’s  the  hospital-quality  ECG 
'ou  can  hold  in  your  hand! 

-'or  complete  information,  write:  INTECH  Systems 
^orp.,  415  Rabro  Drive  East,  Hauppauge, 

JY  11788,  or  call  toll-free  (800)  854-8376 
outside  New  York)  or  call  collect 
516)  582-8388  (in  New  York). 

INTECH 

ystems  Corp. 


MICRO-TRACER7 

tNTECH  Systems  Corp. 
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It’s  Time  To  Trade  In  Your  Old  Ideas  About.. 
AUTOMOBILE  OWNERSHIP! 


The  Lease  Alternative  is  a concept  whose  time  has  come 
THE  GOOD  OLD  DAYS  — It  was  the  American  Way.  Everybody 
owned  their  cars.  It  meant  you  had  used  your  money  wisely.  At 
least  that's  what  people  thought  at  the  time.  They  didn’t 
have  an  alternative. 

TODAY  THAT  JUST  ISN’T  SO!! 

Physicians,  Businessmen  and  individuals  have  learned 
that  owning  everything  isn’t  always  a wise  investment. 
Return  on  dollars  invested  is  the  sensible  yardstick 
in  determining  how  to  use  your  capital. 

IF  IT  APPRECIATES,  BUY  IT! 

IF  IT  DEPRECIATES,  LEASE  IT! 

J.  PAUL  GETTY 


EXAMPLE  LEASE  RATES 

Honda  Accord  4dr 

$232/ mo. 

BMW  318i 

•343/mo 

Cutlass/  Regal 

248/mo. 

Datsun  3007A 

.344/ mo 

Riviera 

378/mo. 

Audi  5000s 

391  mo 

Cadillac  Eldorado 

454/mo. 

Porsche  91 1S(  Cpe 

084  mo 

Iincoln  Town  Car  Sedan 

-487  mo. 

Mem*d«*s  190 

479/mo. 

Cadillac  Sedan  D’ville 

392  mo 

Merc(‘dt*>  J00S1 ) 

099/mo. 

American  Medi-Lease  specializes  in  leasing  fine 
automobiles  to  the  medical  profession.  Our  leasing 
plan  was  created  and  is  designed  for  the  special  needs 
and  circumstances  of  today's  busy  doctor. 

Some  of  the  Exclusive  features  our  Lease  program  offers  are: 

■ NO  DOWN  PAYMENT  OR  SECURITY  DEPOSIT 

■ LOWER  MONTHLY  PAYMENTS 

■ TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

■ INVESTMENT  TAX  CREDIT  AVAILABLE 

■ TURN  OVER  APPROXIMATELY  EVERY  TWO 
YEARS  WITHOUT  ADDITIONAL  INVESTMENT 

■ WE  WILL  BUY  YOUR  PRESENT  CAR 

■ SERVICE  ASSISTANCE  PROGRAM 
INCLUDING  FREE  RENTAL  CAR 

■ DELIVERY  TO  YOUR  HOME  OR  OFFICE 

Call  Toll  Free 

For  a lease  quote  on  any  domestic  or  import  car,  truck  or  RV. 

DALLAS  HOUSTON 

1-800-442-6005  1-800-392-4283 


American  jUebulUatft,  3nc. 


HOME  OFFICE:  LOS  COLINAS  BANK  TOWER,  5201  N.  O’CONNER  RD„  SUITE  465,  IRVING,  TEXAS  75039 
BRANCH  OFFICES  - ATLANTA,  BIRMINGHAM,  HOT  SPRINGS, 

OKLAHOMA  CITY,  SHREVEPORT,  ST.  PETERSBURG. 


CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


‘Baby  Doe’  rules.  Dana  E.  Johnson,  MD,  PhD;  Theodore  R. 
Thompson,  MD;  Mila  Aroskar,  RN,  EdD,  et  al.  American 
Medical  Association,  American  Journal  of  Diseases  of  Chil- 
dren, vol  1 38,  June  1 984,  pp  523-529. 

The  federal  government's  “Baby  Doe”  rule  has  elicited  a 
strong  negative  response;  however,  a more  constructive 
option  for  concerned  health  care  providers  would  be  to  for- 
mulate reasonable  alternatives  to  such  rules.  Such  an  alter- 
native infant  advocacy  process  has  been  developed.  This 
multistep  process,  which  attempts  to  optimize  individual  pa- 
tient care  and  provide  public  accountability,  lists  (1)  six 
ethical  propositions  that  ensure  that  decisions  are  made  in 
the  best  interests  of  the  infant;  (2)  five  decision-making  prin- 
ciples that  define  physician  and  parent  obligations  and 
ensure  that  decisions  are  made  only  after  careful  thought; 
and  (3)  guidelines  for  committee  review  that  ensure  that  de- 
cisions are  reviewed  in  a manner  that  recognizes  the  rights 
of  the  child  and  the  parents  as  well  as  society’s  interest  in 
ensuring  that  the  best  decisions  are  made  in  matters  of  life 
and  death. 


Large-bowel  hemangiomas.  David  T.  Lyon,  MD,  and  Au- 
gustus G.  Mantia,  MD.  J.B.  Lippincott  Company,  Diseases 
of  the  Colon  and  Rectum,  vol  27,  1984,  pp  404-414. 

A case  of  large-bowel  hemangioma  is  presented,  and  radi- 
ologic and  histologic  abnormalities  are  illustrated.  Ultra- 
sonographic features,  not  previously  described,  are  re- 
ported. The  literature  is  reviewed  and  the  frequency  of  mis- 
diagnosis is  emphasized.  Pathologic  classification,  epi- 
demiologic factors,  and  etiology  are  considered.  Clinical 
manifestations  and  current  approaches  to  recognition  and 
management  are  summarized.  Vascular  tumors  are  serious, 
though  uncommon,  intestinal  lesions.  Greater  awareness  of 
the  condition  and  earlier  consideration  of  the  diagnosis  are 
prerequisites  to  lessened  morbidity  and  improved  survival. 

Aniridia.  A review.  Leonard  B.  Nelson,  MD;  George  L. 
Spaeth,  MD;  Thaddeus  S.  Nowinski,  MD,  et  al.  Survey  of 
Ophthalmology,  Inc,  Survey  of  Ophthalmology,  vol  28,  no  6, 
May-June  1984,  pp  621-642. 

Aniridia  occurs  as  a phenotypically  heterogeneous  condition 
which  may  be  inherited  as  an  autosomal  dominant  disorder 


or  as  part  of  several  systemic  syndromes.  It  has  been  linked 
with  the  loci  of  chromosomes  1 and  2 and  associated  with 
the  deletion  of  the  p-13  band  of  chromosome  11.  Aniridia 
may  occur  in  a highly  penetrant  form  in  association  with 
other  ocular  abnormalities  with  poor  vision  or  in  a more  vari- 
able form  with  good  vision.  The  recognition  of  a child  with 
sporadic  aniridia  should  alert  physicians  to  the  increased 
risk  of  development  of  Wilms’  tumor. 


Urinary  tract  candidiasis:  an  update.  Johnny  B.  Roy,  MD; 
James  R.  Geyer,  MD;  and  John  A.  Mohr,  MD.  Professional 
Medical  Services  Company,  Urology,  vol  23,  no  6,  June 
1984,  pp  533-537. 

The  presence  of  Candida  in  the  urine  continues  to  present  a 
real  dilemma.  Is  it  a saprophyte  or  a pathogen?  Candida  al- 
bicans is  the  best  known  species  and  is  most  commonly 
associated  with  diseases  of  the  mucous  membranes  or 
skin.  Infections  of  the  genitourinary  tract  have  been  re- 
ported with  C albicans,  C tropicalis,  C pseudotropicalis,  C 
parapsilosis,  and  C guilerimondi. 

Candida  is  not  infrequently  cultured  from  the  urine  of 
healthy  subjects;  however,  since  the  advent  and  widespread 
use  of  antibiotics,  immunosuppressive  and  antineoplastic 
agents,  the  frequency  of  Candida  in  the  urine  has  dra- 
matically increased. 


Basic  and  clinical  aspects  of  atopic  dermatitis.  Jon  M. 

Hanifin,  MD.  American  College  of  Allergists,  Annals  of  Al- 
lergy, vol  52,  no  6,  June  1984,  pp  386-393. 

Atopic  dermatitis  is  a chronic  cutaneous  inflammatory  dis- 
ease characterized  by  early  age  of  onset,  severe  pruritus, 
dry,  easily  irritated  skin  which  may  be  eczematous  (ie, 
weeping),  especially  in  childhood,  but  more  typically  mani- 
fests lichenified,  flexural  lesions  in  adolescence  and 
adulthood. 

More  than  70%  of  patients  have  a personal  or  family  his- 
tory of  asthma  or  allergic  rhinitis.  Approximately  80%  show 
immedidate  wheal  responses  to  skin  tests  and  a similar  pro- 
portion have  elevated  serum  IgE  levels.  Such  features  have 
given  the  “atopic”  appellation  to  this  dermatitis  and  have 
contributed  to  the  continuing  controversy  of  allergic  causation. 

This  review  attempts  to  contrast  the  objectively  defined, 
noncontroversial  facts  with  the  speculative  subjective  and  in- 
ferential information  that  is  so  abundant  in  writings  about 
atopic  dermatitis.  Practical  diagnostic,  preventive  and  thera- 
peutic management  measures  will  be  presented  along  with 
newer  and  unproved  therapeutic  measures  that  may  provide 
for  better  treatment  options  in  the  future. 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
33  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The  system  is 
endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

16805  Preston  Bend 
Dallas,  Texas  75248 
Phone  (214)  248-7790 
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TEXAS  MEDH 


Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic*  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)  e Wyeth 


Wyeth  Laboratories 

Philadelphia.  Pa  19101 


L AA 


■ See  important  information  on  next  page 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic- 

(meprobamate  with  aspirin) e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  m short-term  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 

MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g carisoprodol, 
mebutamate,  or  carbromal 

WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
m patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of,  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g , vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and,  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis 
continuation,  symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting  barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
eflects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxlde,  and 
diazepam)  during  first  trimester  of  preg- 
nancy, has  been  suggested  In  several  stud- 
ies Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  Is  present  both  In  umblllcal-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactatlng  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  In 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized m the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  m patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis. 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol, and  cross-sensitivity  between  mepro- 
bamatemebutamate  and  meprobamate' 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis, stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  "ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 


OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


In  cases  of  excessive  doses,  sleep  ensues  rap- 
idly and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalmization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out- 
put is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100,  Redipak®  strip 
pack  25’s,  Redipak®  unit  dose  100’s;  individ- 
ually wrapped 
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The  graying  of  America  and  Texas. . .and  doctors 


Every  42  seconds,  another  American  becomes  60  years  of 
age.  And,  as  the  American  people  grow  older,  they  require 
more  health  services. 

Challenged  to  provide  those  services,  health  care  profes- 
sionals must  consider  whether  there  are  enough  doctors 
well  versed  in  geriatrics,  whether  training  for  allied  health 
professionals  is  adequate,  and  the  adequacy  of  nursing 
home  facilities.  They  also  must  reflect  on  their  own  attitudes 
toward  the  elderly,  the  direction  research  should  take  and 
how  to  wade  through  the  financial  red  tape  that  comes  with 
government  programs.  Finally,  they  must  weigh  complex 
ethical  questions. 

To  ascertain  the  state  of  health  care  for  the  elderly  in 
Texas,  Texas  Medicine  called  on  five  of  the  state's  experts: 
Charles  M.  Gaitz,  MD,  Houston,  head  of  the  Gerontology 
Center  at  the  Texas  Research  Institute  of  Mental  Sciences; 
Laura  B.  Wilson,  PhD,  Dallas,  director,  Southwest  Long 
Term  Care  Gerontology  Center;  Jack  S.  Weinblatt,  MD,  Tem- 
ple, chairman  of  the  Texas  Medical  Association  Committee 
on  Aging  and  Nursing  Homes  and  a member  of  the  Texas 
Long-Term  Care  Planning  Group;  Roberts.  Stone,  MD, 
dean,  Texas  A&M  University  College  of  Medicine,  and  a 
leading  figure  in  establishing  A&M’s  Interdisciplinary  Group 
on  Gerontological  Research;  and  Berry  N.  Squyres,  MD, 
Lubbock,  professor  and  chairman,  Department  of  Family 
Medicine,  Texas  Tech  University  Health  Science  Center, 
who  will  help  establish  a recently  endowed  professorship  in 
geriatric  medicine  for  Tech. 


Through  the  centuries  and  throughout  the  world,  elderly 
people  have  been  treated  with  sentiments  that  ranged  from 
reverence  to  abhorrence.  Oriental  cultures  traditionally  have 
offered  the  aged  the  greatest  respect  and  reverence.  In 
some  primitive  and  nomadic  cultures,  elders  have  been  ban- 
ished to  wait  in  isolation  for  death. 

Entranced  by  the  promise  and  physical  beauty  of  youth, 
the  United  States  has  been  accused  of  indifference  to  the 
elderly. 

But  the  tide  appears  to  be  turning  as  Americans  as  a whole 
are  growing  older.  Since  the  availability  of  recent  statistics 
from  the  Bureau  of  the  Census,  the  media  have  given  much 
attention  to  this  phenomenon,  sometimes  dubbed  "The 
Graying  of  America.” 

These  statistics  reveal  that  the  proportion  of  Americans 
who  are  elderly  has  tripled  since  1 900.  Every  42  seconds, 
another  American  becomes  60  years  of  age.  The  median  age 
reached  a record  high  of  30.6  in  1982,  and  it  may  never  again 
be  so  young. 

Heightening  the  impact  of  these  statistics  is  the  fact  that 
one  of  the  fastest  growing  groups  is  that  over  age  85.  Some 
2.5  million  Americans  were  85  or  older  in  1 982.  This  number 


is  expected  to  increase  to  7.7  million  by  the  year  2025. 

Along  with  the  rest  of  the  nation,  Texas  is  graying.  This 
state  has  the  fifth  largest  60-plus  population  in  the  United 
States,  exceeded  by  California,  New  York,  Pennsylvania, 
and  Florida. 

In  people-terms,  that  rank  translates  into  almost  2 million 
Texans  who  are  60  years  of  age  or  older,  and  1 .5  million  who 
are  65  and  older.  By  the  year  2000,  the  60-plus  group  is  pre- 
dicted to  increase  to  3 million. 

By  the  same  year,  the  75  and  older  population  in  Texas  is 
projected  to  increase  by  more  than  130%  over  the  1980  fig- 
ure—from  524,000  to  1 .2  million. 

As  their  numbers  grow,  the  aging  population  will  require 
more  social  and  medical  supportive  services.  In  the  face  of 
the  increasing  demands  for  health  care  for  the  elderly,  are 
there  enough  physicians  well  versed  in  the  treatment  of  the 
aged  to  serve  them? 

Only  1 2 members  of  the  Texas  Medical  Association  iden- 
tify themselves  as  specialists  in  geriatrics.  Three  of  those  are 
retired,  and  the  remaining  nine  are  in  direct  patient  care 
settings. 

But,  geriatricians’  lean  numbers  may  be  deceiving.  It  has 
been  argued  that  geriatrics  is  not  one  specialty,  but  crosses 
specialty  boundaries. 

Charles  M.  Gaitz,  MD,  contends,  “That  only  12  TMA  mem- 
bers label  themselves  as  gerontologists  is  meaningless.”  Dr 
Gaitz  heads  the  Gerontology  Center  of  the  Texas  Research 
Institute  of  Mental  Sciences,  Houston. 

“It  really  is  presumptuous  to  use  any  specialization  desig- 
nation inasmuch  as  no  criteria  have  been  established,  and 
we  have  no  guidance  to  evaluate  credentials. 

. .The  problems  are  such  that  primary  care  physicians 
probably  see  the  bulk  of  our  geriatric  patients,  but  medical 
and  surgical  specialists  are  likely  to  have  a significant  portion 
of  elderly  patients  in  their  patient  loads.  Psychiatrists,  too, 
are  probably  seeing  more  elderly  persons  than  ever  before,” 
Dr  Gaitz  said. 

Laura  B.  Wilson,  PhD,  Dallas,  director  of  the  Southwest 
Long  Term  Care  Gerontology  Center,  added,  “At  this  time, 
geriatric  medicine  is  not  recognized  as  a board  certified  spe- 
cialty in  medicine.  A great  many  physicians  who  call  them- 
selves geriatricians  are  simply  those  who  have  grown  old 
along  with  their  patient  population.” 

Jack  S.  Weinblatt,  MD,  Temple,  speculates  that  “Most  of 
the  doctors  treating  older  patients  are  older  themselves,  and 
they  rely  on  continuing  medical  education  (to  keep  up  to  date 
on  geriatric  medicine.) 

“Fifteen  years  ago,  there  was  almost  no  training  avail- 
able. . he  added. 

Dr  Weinblatt  chairs  the  Texas  Medical  Association  Com- 
mittee on  Aging  and  Nursing  Homes.  He  also  served  on  the 
Texas  Long-Term  Care  Planning  Group,  appointed  by  Gov 
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William  P.  Clements,  Jr. 

Indeed,  the  history  of  geriatrics  is  a short  one.  It  has  been 
reported  that  gerontological  programs  began  to  develop  in 
scattered  university  undergraduate  and  graduate  depart- 
ments during  the  decade  between  the  first  White  House 
Conference  on  Aging  in  1961  and  the  second  in  1971.  (The 
White  House  Conference  on  Aging  is  held  each  decade  to 
identify  major  issues  facing  older  Americans  and  develop 
recommendations  to  address  these  concerns.) 

It  was  1 978  before  the  United  States  had  its  first  endowed 
professorship  in  geriatrics,  the  Irving  S.  Wright  Chair  of  Geri- 
atric Medicine  at  New  York  Hospital-Cornell  Medical  Center, 
New  York  City.  In  that  same  year,  the  Veterans  Administration 
launched  a geriatric  medicine  training  program. 

The  Boyle-McKnight  Chair  in  Geriatrics  was  established  in 
1980  at  the  Medical  University  of  South  Carolina. 

In  a 1 980  report,  John  W.  Rowe,  MD,  then  director  of  the 
Gerontology  Division  at  Beth  Israel  Hospital,  Boston,  noted 
that  less  than  half  of  US  medical  schools  had  courses  in 
gerontology  or  geriatrics.  Postgraduate  research  and  training 
in  the  field  were  even  less  common,  he  said. 

Most  recently,  in  June  1 984,  Texas  Tech  University  Health 
Sciences  Center  announced  the  Mirick  Myers  Professorship 
in  Geriatric  Medicine. 

Baylor  College  of  Medicine,  Houston,  is  the  only  Texas 
medical  school  that  reports  any  required  course  or  clerkship 
in  geriatrics,  but  opinions  vary  as  to  whether  such  a require- 
ment is  necessary. 

“Certainly,  specialists  in  (internal  medicine  and  family 
medicine)  are  familiar  with  the  problems  of  the  aged,"  ob- 
served Robert  S.  Stone,  MD,  dean  of  Texas  A&M  University 
College  of  Medicine  and  a leading  figure  in  establishing 
A&M’s  Interdisciplinary  Group  on  Gerontological  Research. 

"If  there  is  special  training  necessary  in  geriatrics,  it  proba- 
bly ought  to  be  included  in  the  residency  training  programs  in 
internal  medicine  and  in  family  medicine,”  he  added. 

Dr  Gaitz  noted,  “I  have  no  hard  data  on  the  training  being 
provided  by  our  medical  schools,  but,  to  the  best  of  my  knowl- 
edge, there  is  no  systematic  inclusion  of  geriatric  medicine  in 
the  curriculum  of  any  of  the  schools.” 

Berry  N.  Squyres,  MD,  Lubbock,  professor  and  chairman 
of  the  Department  of  Family  Medicine,  Texas  Tech  University 
Health  Sciences  Center,  noted,  “I  believe  that  the  growing 
numbers  of  patients  in  the  geriatric  age  group  call  for  a greater 
emphasis  in  training  for  treating  this  age  group. 

“However,  it  should  be  emphasized  that  there  is  not  an  age 
at  which  everything  learned  for  those  lower  than  that  age 
becomes  irrelevant  or  inconsequential.  . .,”  he  added. 

As  chairman  of  the  department  of  family  medicine,  Dr 
Squyres  will  help  establish  a professorship  in  geriatric  medi- 
cine at  Tech. 

Dr  Weinblatt  offered  the  hopeful  prospect  that  “there  are 


changes  in  the  mill,”  and  there  is  increasing  emphasis  on 
geriatric  medicine  in  Texas  medical  schools. 

Training  for  allied  health  professionals  is  another  area  of 
concern. 

“Schools  of  nursing  and  social  work,  physicians  assistants 
training  programs,  and  others  share  with  medical  schools  a 
minimal  effort  to  incorporate  special  training  for  the  care  of 
the  elderly,”  Dr  Gaitz  opined. 

Even  so,  these  allied  health  professionals  often  play  a sub- 
stantial role  in  health  care  for  the  elderly. 

“By  reason  of  the  characteristics  of  the  illnesses  common 
among  the  elderly,  chronicity  and  the  multiplicity  of  social  fac- 
tors, allied  health  personnel  can  certainly  appropriately  play 
an  important  role  which  is  complementary  to  that  of  the  phy- 
sicians,” Dr  Stone  said. 

But,  Dr  Weinblatt  emphasized,  “The  doctor  is  the  captain 
of  the  team.” 

He  added  that  the  role  of  the  allied  health  provider  varies 
with  the  availability  of  community  services. 

In  Texas,  the  Older  Americans  Act  and  state,  regional  and 
local  sources  support  several  community  services:  nutrition 
programs,  transportation  systems,  outreach  and  escort  ser- 
vices, information  and  referral  systems,  medical  and  legal 
counseling,  employment  and  volunteer  programs,  ombuds- 
man services,  physical  fitness,  home  repair,  and  in-home 
services,  including  homemaker  and  home  health  care. 

The  Texas  Department  on  Aging  reports  734  nutrition  sites 
in  503  Texas  cities  serving  more  than  39,000  congregate  anC 
home  delivered  hot  lunches  each  weekday. 

This  program  strives  to  abate  malnutrition,  which,  the  de- 
partment asserts,  is  an  acute  problem  among  the  elderly. 
Some  cannot  afford,  and  others  lack  skills  or  mobility  to  pre- 
pare nutritional  meals,  they  add. 

In  its  1980-1982  biennium  report,  the  department  re- 
ported community  services  to  older  Texans  included  95,312 
health  related  services. 

Despite  these  strides  forward,  Dr  Wilson  observed,  . . 
the  biggest  problem  which  older  Texans  face  is  the  very  lim- 
ited availability  of.  . .community-based  long-term  care.  While 
hospital,  nursing  home,  and  traditional  medical  services 
are  available,  there  are  few  options  for  persons  with  medi- 
cal problems  who  want  to  remain  in  the  community  and  not 
be  institutionalized.  Such  options  include  adult  day  health 
care,  geriatric  day  hospitals,  respite  care,  and  similar  pro- 
grams, but  few  exist  in  Texas  because  of  limitations  in 
reimbursement.” 

A report  from  the  Texas  Long-Term  Care  Plan  for  the  El- 
derly, published  in  1982,  concurred  with  Dr  Wilson,  noting 
that  funding  sources  influence  service  development  in  the 
direction  of  institutional  care. 

Despite  these  hindrances,  only  5%  of  the  older  Texas  pop- 
ulation live  in  nursing  homes. 
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Even  though  nursing  home  residents  are  few  in  numbers,  it 
has  been  alleged  that  their  problems  are  many.  During  a re- 
cent public  hearing,  witnesses  complained  about  inhumane 
and  insensitive  treatment,  difficulty  in  obtaining  copies  of  in- 
spection reports  from  the  Texas  Department  of  Health,  in- 
adequate government  funding,  and  poorly  trained  nurses 
aides  in  homes  for  elderly.  Others  urged  the  development  of 
long-term  care  and  special  facilities  for  residents  suffering 
from  Alzheimer’s  disease. 

The  hearing  and  others  like  it  will  help  form  the  base  of 
reform  proposals  to  be  presented  to  the  Texas  Legislature  in 
the  spring. 

In  addition  to  the  adequacy  of  institutional  care,  some  ex- 
perts are  concerned  about  the  attitudes  of  physicians  who 
treat  elderly  patients  in  nursing  homes  and  elsewhere. 

A study  of  an  operational  model  for  teaching  geriatric  medi- 
cine in  a family  practice  residency  program  observed,  . .a 
negative  attitude  about  caring  for  the  aged  patient,  geron- 
tophobia,  is  widespread  among  physicians.” 

A subsequent  study  in  1 983  showed  that  after  using  geri- 
atrics training  modules,  medical  students’  negative  attitudes 
toward  the  elderly  were  not  improved. 

Dr  Gaitz  agreed,  ‘‘Therapists  and  patients  have  negative 
attitudes  that  turn  off  delivery  of  service.  . .Policymakers  give 
us  confusing  messages.  Our  society  is  not  totally  committed 


to  deliver  state-of-the  art  health  care  to  all  elderly  persons. 
Cost  containment  and  value  judgments  are  but  two  factors 
affecting  such  decisions,”  he  said. 

‘‘Age  alone  need  not  be  a poor  prognostic  factor  in  treating 
many  conditions,  but  stereotypic  attitudes  of  elderly  persons 
and  their  therapists  become  critical  factors,”  he  concluded. 

Dr  Weinblatt  acknowledged  that  “a  lot  of  physicians  won’t 
take  (elderly  patients).” 

Dr  Squyres  advised,  “One  important  aspect  that  is  needed 
in  training  for  care  of  the  aged  is  the  emphasis  on  the  satis- 
faction to  be  derived  and  the  stimulation  involved  in  dealing 
with  patients  in  the  older  age  groups.  Often,  young  physi- 
cians do  not  understand  either  of  these  aspects.  There  is 
considerable  challenge  involved  in  caring  for  people  in  the 
older  age  group.  It  is  very  stimulating;  it  is  a very  satisfying 
type  of  practice.” 

Geriatric  research  is  another  area  that  concerns  some  ex- 
perts. Dr  Rowe  observed,  “Everyone  who  performs  or  evalu- 
ates gerontological  studies  must  realize  that  elderly  people — 
octogenarians,  for  instance — represent  biologically  superior 
survivors  from  a population  that  has  already  lost  75%  to  80% 
of  its  members  to  death. 

‘‘Lack  of  interest  in  postmortem  examination  of  older 
people  represents  the  final  rejection  of  the  aged  by  the  medi- 
cal profession  and  by  society.  . .Old  people  don’t  die  of  old 
age.  They  die  from  specific  causes. 

“The  simplest  formula  for  improving  the  care  of  old  people 
in  nursing  homes  would  be  to  require  two  items:  a docu- 
mented life  medical  history  of  every  individual  and  a post- 
mortem examination  of  every  patient  who  dies  in  a nursing 
home,”  he  said. 

In  another  area  of  research,  George  L.  Maddox,  MD,  chair- 
man of  the  University  Council  on  Aging  and  Human  Develop- 
ment at  Duke  University,  commented,  “We  have  chosen  at 
great  cost  to  try  to  separate  the  discussion  of  health  from 
housing  from  transportation  from  education. 

“It  is  madness.  It  will  not  work,”  he  told  participants  of  the 
Fourth  Robert  Lee  Sutherland  Seminar,  sponsored  by  The 
University  of  Texas  System  Hogg  Foundation  for  Mental 
Health  last  spring. 

In  pursuit  of  this  goal  of  integrated  services,  a group  at 
Texas  A&M  University  is  studying  ways  that  engineers,  archi- 
tects, social  scientists,  home  economists  and  medical  edu- 
cators can  cooperate  in  building  a better  life  for  the  elderly, 
especially  in  housing.  Dr  Stone  noted  that  the  principle  mis- 
sion of  the  newly  formed  organization  is  to  promote  inter- 
disciplinary cooperation  in  gerontological  research. 

Along  with  conducting  valid  research,  geriatricians  (physi- 
cians) and  gerontologists  (social  and  behavioral  scientists) 
are  challenged  to  overcome  the  financial  melange  associ- 
ated with  health  care.  A full  30%  of  Texans  who  are  over  60 
years  of  age  have  incomes  below  the  poverty  level,  and  still 
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more  elderly  Texans  need  assistance  but  are  not  poor  enough 
or  ill  enough  to  qualify  for  publicly  funded  services. 

In  the  July  1984  Health  Care  Spending  Bulletin,  the 
Health  Care  Financing  Administration  estimated  that  in  1984, 
$1 20  billion  will  be  spent  on  personal  health  care  for  the  el- 
derly in  the  United  States.  Medicare  will  pay  benefits  equal  to 
49%  of  the  total  health  care  costs  of  the  elderly,  Medicaid  will 
cover  another  1 3%  of  the  bill,  and  other  public  sources  pay 
5%.  Private  insurance,  out-of-pocket  expenditures,  and  other 
private  sources  pay  for  33%  of  the  bill. 

An  estimated  $4,202  per  capita  will  will  be  spent  this  year 
for  personal  health  care,  according  to  HCFA.  Of  that  total,  the 
consumer  pays  $1 ,059  out-of-pocket,  while  private  insurance 
pays  $304.  Other  private  sources  pay  $1 6 annually  for  the 
individual.  Medicare,  Medicaid,  and  other  government 
sources  pick  up  $2,823  of  the  total  bill. 

Increasing  the  complexity  of  the  financial  issue,  the  sup- 
port base  for  Social  Security  shrinks  as  the  population  grows 
older.  At  the  same  time,  the  number  of  people  the  system 
supports  increases.  In  the  opinion  of  many  experts,  a na- 
tional health  crisis  is  inevitable. 

In  the  face  of  this  financial  emergency,  ethical  dilemmas 
have  come  into  play. 

Jerry  Avorn,  MD,  of  the  Harvard  Medical  School’s  Division 
on  Aging,  in  the  May  1 7, 1 984,  issue  of  the  New  England 
Journal  of  Medicine  brought  to  task  the  increasingly  popular 
cost-benefit  policies,  which  employ  analyses  developed  by 
business  to  help  allocate  limited  health  resources. 

Dr  Avorn  charged  the  controversial  policy  discriminates 
against  the  elderly  and  denies  them  much-needed  treatment 
by  placing  a dollar  value  on  curing  illness. 

In  1983,  following  the  Texas  Research  Institute  of  Mental 
Sciences  symposium,  “Aging  2000:  Our  Health  Care  Des- 
tiny,” in  Houston,  Dr  Gaitz  raised  several  questions:  “We 
have  a limited  number  of  resources,  financially  and  physi- 
cally, and  we  need  to  examine  their  allocation.  Who  will  get 
health  care  in  the  future  when  we  can’t  afford  to  provide  it  to 
everyone?  What  are  the  ethical  guidelines  to  decide  these 
questions?  Do  we  have  any  guidelines?” 

As  the  medical  profession  ponders  these  questions,  Dr 
Weinblatt  is  optimistic  about  the  outcome,  because  along 
with  America  and  Texas,  physicians  are  graying,  too. 

“As  doctors  grow  older,  their  patients  grow  older,  and  they 
continue  to  care  for  them,"  he  concluded. 

Donna  Jones 

News  Editor,  Texas  Medicine 


Two  upcoming 
International  Conferences 
of  the  Southern  California 
Neuropsychiatric  Institute 


THE  OCCULT: 

A NEUROPSYCHIATRIC  PERSPECTIVE 
Voodoo,  Zombie,  Shamanism,  Root  Work, 
Sorcery  and  other  Ritualistic  Phenomena 

TO  BE  HELD  AT  THE  FABULOUS 
CASA  DE  CAMPO 

LA  ROMANA,  DOMINICAN  REPUBLIC 
NOVEMBER  11-16,  1984 

“common  impulse  control 

DISORDERS:  A CLINICAL  UPDATE 

HOTEL  CAMINO  REAL,  CANCUN 
YUCATAN  PENINSULA,  MEXICO 
FEBRUARY  13-18,  1985 

Direct  Inquires  To: 

Dr.  Gail  Waldron,  Program  Director 
Southern  California  Neuropsychiatric  Institute 
6794  La  Jolla  Boulevard,  La  Jolla,  California  92037 
(619)  454-2102 

Discounted  Early  Registration  Deadline 
C.M.E.  (CATEGORY  I)  AVAILABLE 


FOLK  HEALING 


JOIN  US  IN  SAN  ANTONIO! 


Texas  Medical  Association 
118th  Annual  Session 
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San  Antonio  Convention  Center 
May  8-12, 1985 


TEXAS  MEDICIN 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
4>4eteffn  A.  Fernandez,  MD 

nivD  OLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 

D.  Lawrence,  MD 
es  A.  Spain,  MD 
Wilson,  MD 
rd  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
frichard  J.  Frachtman,  MD 

MATOLOGY 

Norris,  MD 
n A.  Smith,  MD 

NISTRATION 

B.  Hall, 
rpinistrator 

. McClung, 

sociate  Administrator 


Davie 
-^Qharl 
Joe  ~ 
Howa 
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Now  there’s  an  answering  service  that 
takes  the  mess  out  of  your  messages. 


With  MediCall,  ProNet’s 
Medical  Only  Telephone 
Answering  Service,  you  no 
longer  have  to  deal  with 
inaccurate,  vague,  or 
“lost”  messages. 

ProNet’s  computer- 
based  system,  disc  mem- 
ory, and  professional  staff 
provide  fast,  accurate  and 
detailed  messages.*  And 
the  flexibility  of  the  Medi- 
Call system  lets  you  deter- 
mine how  your  line  is 


answered,  as  well  as  de- 
cide what  information  is 
to  be  obtained  from  — or 
given  to  — specific  indi- 
viduals. It’s  the  closest  you 
can  get  to  personally  an- 
swering each  call. 

*ProNet’s  MediCall 
Answering  Service  also 
offers  an  optional 
printer  that  provides 
you  with  a hard-copy  of 
your  messages,  quickly 
and  easily. 


When  your  communication  lines  are  lifelines, 
you  need  a specialist  on  call. 


ProNst 

Medical 
Communications 


Dallas/Ft.  Worth  Metro  261-6878  Houston  (713)  987-0787 
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Physician  payment- 
terminology 

TMA  President  George  G.  Alexander,  MD,  Houston,  offers 
the  following  list  of  definitions  to  help  clarify  the  jargon  that 
third-party  payment  systems  have  spawned. 

These  definitions  are  based  on  the  American  Medical 
Association  Council  on  Medical  Services  Report  A,  "Glos- 
sary of  Terms  Related  to  Physician  Payment."  During  its 
annual  meeting  in  June,  the  AM  A House  of  Delegates 
adopted  the  report. 

Report  A emphasizes,  "These  definitions  are  not  univer- 
sally agreed  to  by  government  agencies,  the  insurance 
industry  or  other  groups  concerned  with  the  subject  (al- 
though an  attempt  has  been  made  to  reflect  generally 
accepted  usage  wherever  possible).  They  are  presented  to 
provide  a common  basis  of  departure  for  discussion ...” 


Assignment:  Request  by  insured  for  direct  payments  to  phy- 
sician by  third  party.  By  so  doing,  the  patient  assigns  his 
benefits  to  the  provider.  Note  that  this  process  alone  does  not 
make  reference  to  the  amount  of  the  fee  for  service.  Balance 
billing  is  the  process  of  direct  billing  for  amounts  above  the 
assigned  coverage.  The  Medicare  program  binds  the  person 
who  accepts  such  an  assignment  not  to  bill  the  beneficiary 
other  than  under  specified  terms. 

Capitation:  Fixed  payment  for  specified  services  to  person  or 
family  within  a specified  time  period. 

Cost  sharing:  Responsibility  for  partial  payment  by  insured. 

Coinsurance:  Responsibility  for  payment  by  the  insured  of  a 
percentage  of  costs. 

Copayment:  Responsibility  for  payment  by  the  insured  of 
specific  dollar  amount  for  service. 

Deductible:  Responsibility  for  payment  by  insured  of  speci- 
fied amount  prior  to  third-party  coverage. 

Direct  billing:  Process  of  billing  patient  rather  than  third  party 
for  services  rendered.  Alternative  in  the  Medicare  program  to 
accepting  assignment,  in  which  event  Medicare  reimburses 
patient. 

Fee  schedule:  A list  of  charges  established  by  physician  for 
specific  services. 

Hold  harmless:  Contract  provision  offering  insured  protection 
in  disputes  with  physician  over  payment  for  covered 
services. 


Indemnity  payment:  Payment  by  third  party  of  a set  amount 
for  specified  service.  Follows  fundamental  principle  of  in- 
surance. It  is  the  policy  of  the  TMA  to  promote  this  as  the 
desired  method  of  third-party  reimbursement,  and  to  work  for 
its  accomplishment. 

Participation  agreement:  Contract  between  physician  (or 
hospital  or  other  provider)  and  third  party  governing  the  pro- 
vision of  and  payment  for  services  to  insured.  This  is  the  Blue 
Cross  method  with  hospitals,  and  in  some  states,  physicians. 
It  is  similar  to  the  acceptance  of  Medicare  assignments. 

Reasonable  charge: 

Usual  and  customary  or  reasonable  (UCR):  One  approach 
to  establishing  third-party  payment  levels  for  physicians’ 
services  which  are  billed  in  a fee-for-service  basis.  As  de- 
fined in  AMA  policy,  the  UCR  approach  calls  for  third-party 
payment  levels  to  be  either  based  on  or  mathematically 
linked  to  what  physicians  in  an  area  usually  charge  for 
similar  services.  The  specific  terms  are  defined  as  follows 
in  AMA  policy. 

Usual  is  defined  as  the  usual  fee  which  is  charged  for 
a given  service  by  an  individual  physician  in  his  personal 
practice.  Customary  is  defined  as  that  range  of  usual 
fees  charged  by  physicians  of  similar  training  and  expe- 
rience for  the  same  service  within  a given  specific 
limited  geographic  or  socioeconomic  area.  Reasonable 
is  defined  as  a fee  which  meets  the  above  two  criteria, 
or,  in  the  opinion  of  the  responsible  local  medical  associ- 
ation’s review  committee,  is  justifiable  in  the  special 
circumstances  of  the  particular  case  in  question. 

Medicare  program:  As  defined  in  the  Medicare  program, 
the  “reasonable  charge”  (identically  defined  as  the  “ap- 
proved amount”)  is  the  lowest  of:  (1)  the  actual  charge 
made  by  the  physician;  (2)  the  physician’s  “customary 
charge”;  or  (3)  the  “prevailing  charge"  in  the  locality. 

The  Medicare  program  further  defines  customary 
charge  as  the  physician’s  median  charge  for  the  service; 
an  amount  below  which  half  of  the  physicians'  actual 
charges  will  fall;  and  prevailing  charge  as  the  amount 
which  would  cover  the  “customary  charge”  for  the  service 
in  that  area  75%  of  the  time. 

Reimbursement:  Payment  made  to  insured  for  repayment  of 
expenses  incurred  if  covered. 

Schedule  of  allowances:  Specified  maximum  allowances 
which  will  be  paid  by  third  party. 

Schedule  of  benefits:  Specified  services  for  which  payment 
will  be  made  by  third  party. 

Service  benefit:  Contract  between  patient  and  third  party 
guaranteeing  no  out-of-pocket  expenses  for  covered  ser- 
vices beyond  agreed  cost-sharing. 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 
ordered.” 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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MEDICINE  AND  THE  LAW 


DISCOVERY  OF  PEER  REVIEW  PROCEEDINGS 

Records  and  proceedings  of  hospital  committees,  medical 
organization  committees,  and  extended  care  facility  com- 
mittees are  confidential  and  not  available  for  court  sub- 
poena under  Texas  law.  Several  Texas  courts  have  been 
asked  to  decide  exactly  what  types  of  “records  and  pro- 
ceedings" produced  by  committees  exercising  peer  review 
functions  are  entitled  to  protection.  The  following  article  ex- 
amines these  court  cases  and  discusses  other  Texas 
statutes  which  bear  upon  the  confidentiality  of  peer  review 
records. 


In  1 969  the  Texas  Legislature  codified  the  judicial  “qualified 
privilege”  doctrine  relating  to  peer  review  proceedings  as 
follows. 

The  records  and  proceedings  of  any  hospital  committee, 
medical  organization  committee,  or  extended  care  facility 
committee  established  under  state  or  federal  law  or  regula- 
tions or  under  the  bylaws,  rules  or  regulations  of  such  or- 
ganization or  institution  shall  be  confidential  and  shall  be 
used  by  such  committee  and  the  members  thereof  only  in 
the  exercise  of  the  proper  functions  of  the  committee  and 
shall  not  be  public  records  and  shall  not  be  available  for 
court  subpoena;  provided,  however,  that  nothing  herein 
shall  apply  to  records  made  or  maintained  in  the  regular 
course  of  business  by  a hospital  or  extended  care  facility  (1 ). 
The  courts  have  concluded  that  the  Legislature  intended  to 
protect  and  encourage  open  and  thorough  review  and  inves- 
tigation by  peer  review  committees  by  making  records  and 
proceedings  of  such  committees  confidential,  and  expressly 
providing  that  they  shall  not  be  available  for  court  subpoena. 
Judicial  decisions  acknowledge  that  protection  must  be  af- 
forded to  peer  review  proceedings  because  public  policy 
favors  efforts  of  the  medical  profession  to  improve  standards 
of  professional  competence.  Texas  courts  have  balanced  the 
requirements  of  this  policy  against  possible  injury  to  individu- 
als by  resolving  these  competing  interests  in  favor  of  the 
maximum  possible  protection  for  records  of  peer  review 
committees. 

Hospital  and  medical  society  peer  review  proceedings 

KARP  V COOLEY 

Suffering  from  severe  heart  disease,  Haskell  Karp  entered  St 
Luke’s  Episcopal  Hospital  in  Houston  in  March  1969.  He,  his 
wife,  and  Denton  Cooley,  MD,  discussed  treatment  alter- 
natives, including  use  of  an  artificial  heart  if  reconstructive 
surgery  proved  unsuccessful  and  a heart  donor  were  not  im- 
mediately available.  Mr  Karp’s  condition  deteriorated,  and 
surgery  was  performed  April  4, 1969.  A mechanical  heart 


was  implanted,  sustaining  Mr  Karp’s  life  until  a transplant  op- 
eration was  completed  April  7.  However,  Mr  Karp  died  on 
April  8,  some  32  hours  after  the  surgery. 

Mr  Karp’s  widow  sued  Dr  Cooley  and  the  assistant  sur- 
geon, alleging  wrongful  death,  negligence,  and  several  other 
causes  of  action.  The  Baylor  College  of  Medicine  had  investi- 
gated the  events  surrounding  Mr  Karp’s  surgeries  and  death. 
The  records  of  that  investigation  included  a draft  report  pre- 
pared by  the  investigating  committee’s  counsel,  as  well  as 
summaries  of  testimony.  The  trial  court  held  that  such  rec- 
ords and  proceedings  were  protected  from  subpoena  by 
Article  4447d,  sec  3,  and  the  US  Court  of  Appeals  for  the 
Fifth  Circuit  agreed  (2). 

TEXARKANA  MEMORIAL  HOSPITAL,  INC,  V JONES 
Mr  and  Mrs  Reppond  sued  Texarkana  Memorial  Hospital  and 
members  of  the  medical  staff  for  damages  as  a result  of  inju- 
ries to  their  infant  son,  Elton.  The  infant,  born  several  weeks 
prematurely,  was  taken  to  the  hospital  where  he  allegedly 
was  blinded  by  prolonged  exposure  to  oxygen.  During  pre- 
trial discovery,  the  Repponds  sought  the  minutes  of  meetings 
of  various  hospital  groups.  After  a hearing  and  an  inspection 
of  the  materials  in  chambers,  the  trial  court  found  that  the 
items  were  records  made  by  the  medical  staff  of  the  hospital 
in  accordance  with  hospital  policy  and  were  discoverable  by 
subpoena  as  records  maintained  in  the  regular  course  of  the 
hospital’s  business.  The  hospital  then  sought  a writ  of  man- 
damus from  the  Texas  Supreme  Court  to  compel  the  trial 
judge  to  withdraw  his  discovery  order.  Rejecting  arguments 
that  review  committee  records  constitute  "records  made  or 
maintained  in  the  regular  course  of  business  by  a hospital,” 
the  Supreme  Court  held  that  the  language  “records  made  or 
maintained  in  the  regular  course  of  business”  applies  only  to 
records  kept  in  connection  with  the  treatment  of  individual 
patients  and  the  business  and  administrative  files  and  papers 
which  are  apart  from  committee  deliberations  (3). 

HOOD  V PHILLIPS 

Dr  John  R.  Phillips  was  found  not  guilty  of  gross  negligence 
in  removing  the  carotid  bodies  from  a patient’s  neck  as  a 
treatment  for  emphysema.  Mr  Shelton  D.  Hood  appealed  the 
decision,  arguing  that  records  and  information  concerning 
the  physician's  reputation  were  erroneously  excluded  at  trial. 
The  appellate  court  held  that  the  trial  court  had  correctly 
quashed  subpoenas  addressed  to  the  physician-defendant 
and  the  executive  secretary  of  the  Harris  County  Medical  So- 
ciety because  the  records  were  protected  by  Article  4447d, 
sec  3.  This  ruling  was  modified  by  the  Texas  Supreme  Court 
only  by  its  holding  that  Article  4447d,  sec  3,  offers  no  protec- 
tion from  discovery  for  the  personal  records  of  an  individual 
such  as  the  physician-defendant  (4). 
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GUIDRY  V HARRIS  COUNTY  MEDICAL  SOCIETY 
Paul  Guidry  sought  damages  from  the  Harris  County  Medical 
Society  for  its  alleged  negligence  in  continuing  Dr  John  R. 
Phillips’  membership  and  its  alleged  fraud  in  furnishing  false 
and  fraudulent  information  to  Mr  Guidry’s  mother  in  response 
to  her  telephone  call.  Mr  Guidry’s  mother  had  inquired  about 
Dr  Phillips’  reputation  and  the  validity  of  the  “carotid  body" 
surgery  which  he  advocated  as  a cure  or  treatment  for  asthma 
and  emphysema. 

Mr  Guidry  appealed  a jury  verdict  for  Dr  Phillips,  and  com- 
plained that  the  trial  court  had  erred  in  quashing  subpoenas 
directed  to  Medical  Arts  Hospital  and  Harris  County  Medical 
Society.  The  appellate  court  held  that  the  trial  court  had  cor- 
rectly quashed  subpoenas  for  the  grievance  records  of  the 
hospital  and  the  medical  society  pertaining  to  the  surgeon 
because  such  records  are  confidential  by  virtue  of  Article 
4447d,  sec  3 (5). 

The  Guidry  decision  is  significant  because  it  assumes 
grievance  records  are  nevertheless  records  of  committees 
and  not  those  made  or  maintained  in  the  regular  course  of 
business  by  a hospital.  This  decision  seems  to  indicate  that 
any  reports  or  records  compiled  for  committee  deliberation 
also  would  be  considered  confidential  under  Article  4447d, 
sec  3. 

In  summary,  Texas  courts  have  found  the  following  docu- 
ments not  to  be  discoverable:  “drafts”  of  reports  prepared  by 
a hospital  committee’s  counsel  and  summaries  of  statements 
from  witnesses  appearing  before  the  committee  (Karp);  min- 
utes of  meetings  of  various  medical  staff  sections,  the 
general  medical  staff,  and  the  hospital  board  of  directors 
(Texarkana);  records  of  the  board  of  censors  of  a county 
medical  society  (Hood);  and  records  of  grievance  committee 
meetings  from  hospitals  and  medical  societies  (Guidry).  A 
review  of  these  decisions  indicates  that  the  courts,  for  an- 
nounced policy  reasons,  are  apt  to  consider  all  materials 
compiled  for  peer  review  purposes  in  the  possession  of  hos- 
pitals and  medical  organizations  as  confidential.  However, 
courts  may  not  support  assertions  of  confidentiality  for  peer 
review  materials  which  are  comingled  with  personnel  or 
medical  records.  Thus,  documents  for  which  protection  may 
be  sought  should  be  those  created  for  the  use  of  peer  review 
committees  and  should  be  segregated  from  other  personnel 

Peer  review  information  provided  to  the  Texas  State 
Board  of  Medical  Examiners 

The  confidential  status  of  peer  review  committee  proceed- 
ings remains  unaltered  when  the  materials  pass  from  the 
possession  of  hospitals  and  medical  organizations  to  the 
Texas  State  Board  of  Medical  Examiners.  Documents  from 
medical  peer  review  committees,  which  are  provided  to  the 
Board  of  Medical  Examiners  and  which  contain  information 


relating  to  a physician’s  competency,  are  strictly  confidential 
by  virtue  of  sec  5.06  of  the  Medical  Practice  Act  (6).  The  act 
provides  that  such  material  received  by  the  board  is  not  avail- 
able for  discovery  or  court  subpoena.  Furthermore,  this 
material  cannot  be  introduced  into  evidence  in  a medical  pro- 
fessional liability  suit  or  other  action  for  damages  arising  out 
of  the  provision  of  or  failure  to  provide  medical  or  health  care 
services.  The  board  may  disclose  this  confidential  informa- 
tion only  in  limited  circumstances  as  set  out  in  sec  5.06. 
However,  disclosure  of  the  information  by  the  board  does  not 
constitute  a waiver  of  its  confidential  status.  Any  person  who 
unlawfully  discloses  confidential  information  possessed  by 
the  board  commits  a Class  A misdemeanor. 

Discovery  of  peer  review  proceedings  under  the  Texas 
Open  Records  Act 

The  Texas  Open  Records  Act  (7)  is  designed  to  provide  ac- 
cess to  information  regarding  the  affairs  of  government  and 
the  official  acts  of  those  who  represent  Texas  citizens  as  pub- 
lic officials  and  employees.  However,  the  Legislature  recog- 
nized that  some  exceptions  to  a general  public  disclosure 
policy  are  appropriate  and  provided  1 8 categories  under 
which  information  need  not  be  disclosed.  Peer  review  pro- 
ceedings of  public  hospitals  would  be  exempt  from  public 
disclosure  under  the  act  because  documents  or  records 
deemed  confidential  by  a statute  are  included  in  the  third  ex- 
ception. In  this  case,  article  4447d,  sec  3,  provides  that  statu- 
tory exemption. 

Conclusion 

Conducting  objective  reviews  of  the  professional  perfor- 
mance of  colleagues  does  not  appear  to  increase  physicians' 
exposure  to  liability.  The  courts  are  likely  to  provide  as  much 
protection  as  possible  to  such  peer  review  committee  rec- 
ords, so  long  as  the  committees’  activities  continue  to 
promote  higher  standards  of  medical  care  and  assure  the 
public  of  access  to  competent  practitioners. 

Helene  A.  Alt,  JD 

TMA  Staff  Attorney 
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DEATHS 


L.D.  Hill,  Jr 

3 Lucius  Davis  Hill,  Jr,  MD,  an  honorary  member  of  Texas 
1 Medical  Association,  died  June  4, 1 984.  He  was  95. 

* Dr  Hill,  a native  of  Sparta,  Tenn,  had  practiced  pediatrics  in 
San  Antonio  from  1 923  until  his  retirement  in  1 969  at  age  80. 

He  was  a 1 91 5 graduate  of  Vanderbilt  University  School  of 
Jl  Medicine  in  Nashville.  After  serving  internships  at  two  New 
York  City  hospitals,  Dr  Hill  served  in  Europe  as  an  officer  in 
the  Army  Medical  Corps.  Following  military  service,  he  prac- 
ticed in  Knoxville,  Tenn,  until  his  move  to  San  Antonio  in 
11 1923. 

" A charter  member  of  the  Texas  Pediatric  Society,  Dr  Hill 
was  elected  president  of  the  society  in  1927. 

Surviving  family  members  include  his  wife,  Dorothy  Du- 
erler  Hill,  San  Antonio;  daughters,  Elizabeth  Brown,  Adelaide 
Savoie,  and  Eleanor  Lamb,  all  of  San  Antonio;  and  Charlotte 
Robinson,  Falls  Church,  Va;  son,  Lucius  D.  Hill  III,  MD, 
Seattle,  Wash;  brother,  Paul  Hill,  Lake  Park,  Fla;  sisters, 

I Virginia  Harkey,  Austin;  and  Rebecca  White,  Nashville;  14 

II  grandchildren;  and  ten  great-grandchildren. 

F.H.  Kilgore 

Franklin  Hartman  Kilgore,  MD,  87,  an  honorary  member  of 
Texas  Medical  Association,  died  May  24, 1984.  A specialist 
in  internal  medicine,  Dr  Kilgore  had  practiced  in  Houston  for 
50  years,  from  1 925  until  his  retirement  in  1 975. 

Born  in  Cedar  Bayou,  Tex,  he  attended  The  University  of 
1 Texas  at  Austin.  In  1 921  he  received  his  medical  degree  from 
UT  Medical  Branch  at  Galveston.  After  an  internship  at  John 
Sealy  Hospital,  Galveston,  Dr  Kilgore  served  a residency  at 
Jefferson  Davis  Hospital,  Houston.  For  two  years  he  studied 
at  the  Mayo  Clinic,  and  then  began  his  medical  practice  in 
1 Houston. 

1 Surviving  family  members  include  Dr  Kilgore’s  wife,  Fay 
Jordan  Kilgore,  and  daughter,  Frances  Roberts,  both  of 
Houston;  son,  Harty  Kilgore,  Atlanta,  Ga;  and  four 
grandchildren. 

J.R.  Laughlin 

John  Reagan  Laughlin,  MD,  79,  a retired  Eagle  Lake  family 
physician,  died  May  10,  1984.  Dr  Laughlin,  an  honorary 
member  of  Texas  Medical  Association,  had  served  as  presi- 
dent of  the  Colorado-Fayette  County  Medical  Society. 

He  was  born  in  Eddy,  Tex,  and  moved  to  Eagle  Lake  in 
1932.  He  received  his  undergraduate  education  at  The  Uni- 
J versity  of  Texas  and  his  medical  degree  from  Baylor  College 
' of  Medicine  and  then  served  an  internship  at  Scott  & White 
Hospital  in  Temple. 

Dr  Laughlin  was  the  founder  of  the  Eagle  Lake  Community 
Hospital,  formerly  the  Laughlin  Memorial  Hospital,  and 
served  as  its  chief  of  staff  until  his  retirement  in  1 973.  At  the 
time  of  his  retirement,  Dr  Laughlin’s  medical  career  was  fea- 


tured on  the  “Eyes  of  Texas"  television  series.  The  city  of 
Eagle  Lake  named  May  1 , 1973,  “Dr  J.R.  Appreciation  Day,” 
to  honor  the  physician's  42  years  of  service  to  the  people  of 
the  area. 

He  is  survived  by  his  wife,  Bonnie  Garrett  Laughlin,  Rock 
Island,  Tex;  sons,  John  Reagan  Laughlin,  Jr,  Houston; 
Richard  Lee  Laughlin,  Rock  Island;  and  Charles  Curtis 
Laughlin,  MD,  Eagle  Lake;  sister,  Elizabeth  Kalmon,  Okla- 
homa City;  brothers,  Sam  Laughlin,  Artesia,  NM,  and  J.C. 
Laughlin,  MD,  Eagle  Lake;  ten  grandchildren;  and  one  great- 
grandson. 

L.D.  Moise 

Leonard  Douglas  Moise,  MD,  a Houston  family  physician, 
died  June  11,1 984,  at  age  58. 

Dr  Moise  had  lived  in  Houston  since  1 938.  He  was  pro- 
gram director  of  the  department  of  family  medicine  at  Baylor 
College  of  Medicine  and  was  president  of  the  Harris  County 
Academy  of  Family  Physicians. 

Born  in  New  Orleans,  Dr  Moise  received  his  premedical 
education  at  The  University  of  Texas  at  Austin.  In  1952  he 
received  his  MD  degree  from  Baylor  College  of  Medicine  and 
then  interned  at  Detroit  (Mich)  Receiving  Hospital. 

Surviving  Dr  Moise  are  his  wife,  Nancy  Hutson  Moise, 
Houston;  son,  Douglas  Moise,  San  Diego,  Calif;  and  daugh- 
ters, Sydney  Moise,  Ithaca,  NY;  Claudia  Moise,  Memphis, 
Tenn;  and  Alecia  Moise,  Houston;  and  brother,  Gordon  Lee 
Moise,  Houston. 

W.L.  Porter 

William  Lane  Porter,  MD,  71 , died  June  1 0,  1 984.  Dr  Porter 
had  practiced  urology  in  San  Angelo  from  1949  until  his  re- 
tirement in  1978. 

He  was  born  in  Lynchburg,  Va,  and  received  his  MD  de- 
gree from  the  University  of  Cincinnati  College  of  Medicine  in 
1936.  He  interned  at  Christ  Hospital  in  Cincinnati  in  1937  and 
practiced  medicine  with  his  brother,  J.O.  Porter,  MD,  from 
1 937  to  1 942.  During  1 942-1 946,  Dr  Porter  served  in  the  US 
Army  Medical  Corps  as  a combat  surgeon,  and  was  dis- 
charged with  the  rank  of  major.  Upon  discharge  from  the 
Army,  he  served  a residency  in  urology  at  New  York  Post- 
graduate Hospital.  He  moved  to  San  Angelo  in  1 949  to  be- 
come associated  with  the  Medical  and  Surgical  Clinic. 

Dr  Porter  is  survived  by  his  wife,  Nicci  Porter,  San  Angelo; 
sons,  William  Lane  Porter,  Jr,  Washington,  DC;  and  Richard 
Lee  Porter,  Houston;  sisters,  Loulie  Hughes,  Alta  Vista,  Va; 
Helen  Waddell,  Lynchburg,  Va;  and  Mae  Marshall,  Charlotte, 
NC;  and  one  granddaughter,  Erin  Lee  Porter. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


L.D.  HILL,  JR 

San  Antonio,  1889-1984 

F.H.  KILGORE 
Houston,  1896-1984 

J.R.  LAUGHLIN 
Eagle  Lake,  1905-1984 

L.D.  MOISE 
Houston,  1926-1984 

W.L.  PORTER 

San  Angelo,  1912-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  (512)477-6704. 


In  the  TMA  Library 

Amstey  MS  (ed ):Virus  Infection  in  Pregnancy.  Orlando,  Fla, 
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Auerbach  PS,  Geehr  EC  (eds):  Management  of  Wilderness 
and  Environmental  Emergencies.  New  York,  Macmillan  Pub- 
lishing Company,  1983. 

Barkin  RM  (ed):  Emergency  Pediatrics.  St  Louis,  The  C.V. 
Mosby  Company,  1984. 

Basmajian  JV  (ed):  Therapeutic  Exercise,  ed  4.  Baltimore, 
Williams  & Wilkins,  1984. 

Bear  J:  Computer  Wimp.  Berkeley,  Calif,  Ten  Speed  Press, 
1983. 

Bertoni  P:  Strangers  in  Computerland.  Lexington,  Mass,  The 
Lewis  Publishing  Company,  1983. 

Curwin  S,  Stanish  WD:  Tendinitis:  Its  Etiology  and  Treat- 
ment. Lexington,  Mass,  D.C.  Heath  and  Company,  1984. 

Ellner  PD  (ed):  Infectious  Diarrheal  Diseases.  Current  Con- 
cepts and  Laboratory  Procedures.  New  York,  Marcel 
Dekker,  Inc,  1984. 

Farber  L:  Tax  Strategy  for  Physicians,  ed  2.  Oradell,  NJ, 
Medical  Economics  Books,  1982. 

Horsley  JE:  Testifying  in  Court.  A Guide  for  Physicians.  Or- 
adell, NJ,  Medical  Economics  Books,  1983. 

Larson  DL,  Ballantyne  AJ:  Reconstruction  in  Head  and  Neck 
Cancer.  Washington,  DC,  American  Academy  of 
Otolaryngology — Head  and  Neck  Surgery  Foundation,  Inc, 
1983. 

Lauersen  NH  (ed):  Modern  Management  of  High-Risk  Preg- 
nancy. New  York,  Plenum  Medical  Book  Company,  1983. 
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McAnarney  ER  (ed):  Premature  Adolescent  Pregnancy  and 
Parenthood.  New  York,  Grune  & Stratton,  1983. 

Novich  MM,  Taylor  B:  Training  and  Conditioning  of  Athletes, 
ed  2.  Philadelphia,  Lea  & Febiger,  1983.- 

Papper  S:  Doing  Right.  Everyday  Medical  Ethics.  Boston, 
Little,  Brown  and  Company,  1983. 

Perkins  WH  (ed):  Language  Handicaps  in  Children.  New 
York,  Thieme-Stratton  Inc,  1984. 

Sellars  D:  Computerizing  Your  Medical  Office.  A Guide  for 
Physicians  and  Their  Staffs.  Oradell,  NJ,  Medical  Economics 
Books,  1983. 

Shakno  RJ  (ed):  Physician's  Guide  to  DRGs.  Chicago,  Plu- 
ribus  Press,  Inc,  1984. 

Shapiro  K,  Marmarou  A,  Portnoy  H (eds):  Hydrocephalus. 
New  York,  Raven  Press,  1984. 

Sorkin  AL:  Health  Economics:  An  Introduction,  ed  2.  Lex- 
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TRANS-TEXAS  LEASING 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


WILLIAM  R.  McKENNA,  MD 

Diplomate.  American  Board  of  Allergy  and  Immunology 

2121  Pease  St..  Suite  2-E,  Harlingen,  TX  78550;  512  425-8240 
Branch  Offices: 

222  E.  Ridge.  Suite  117,  McAllen,  TX  78503;  512  686-3705 

844  Central  Blvd.,  Suite  200,  Brownsville,  TX  78520;  512  541-1561 


Anesthesiology 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA.  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


DRS.  TALMAGE  <S  HAY,  PA 

Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay.  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Clinics 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA.  ACA,  AAC1A 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 


A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 


NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 

CT  Scan 
EEG 


BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


Evoked  Potential 
EMG 

Thermography 
Personality  & Psychological 
Testing 

Behavioral  Analysis 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian.  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD.  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle.  PhD 


Evan  M.  Hersh.  MD 
IMMUNOLOGY 

lames  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 


1107  Doctors  Drive,  Tyler,  Texas  75701 
214  592-6635 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303.  Dallas,  Texas  75230 
214  661-7770 

INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton.  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 

Tiuuuiu  4<i.  nousiey,  K*iu 

Charles  S.  Wnite.  HI,  MD 


CARDIOLOGY 

J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade.  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback.  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 


Karin  Zieleck.  Clinic  Coordinator 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  436,  Fort  Worth  76109 
817  731-7222 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick.  San  Antonio.  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 


SLEEP  DISORDERS  CENTER 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  350,  Houston,  Texas  77055 

713  973-NITE 


Todd  J.  Swick.  MD 
Medical  Director — Neurology 
Kenneth  L.  Winaker,  MD 
Psychiatry 

lack  D.  Van  Campen,  MD 
Pulmonary  Medicine 
David  E.  Westerman,  MD 
Pulmonary  Medicine 


Charles  H.  Caplan,  MD 

Cardiology 

Irvin  I.  Saron.  MD 

Urology 

Ronald  M.  Zweighaft,  MD 
Neurology 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309. 

Dallas.  Texas  75230;  telephone  214-788-0088 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas.  Texas  75230;  214  661-4537 


TEXAS  DIABETES  INSTITUTE 

Spring  Oaks  Professional  Building 

8300  Waterbury,  Suite  240.  Houston.  Texas  77055 

713  973-3400 

A multi-disciplinary  facility  for  care,  management 
and  education  of  patients/ families  with  diabetes. 
Educational  programs  for  allied  health  professionals. 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Jeffrey  Brown.  MD,  Director-Endocrinologist 

Uene  Kreuser,  RN,  CPNP,  Program  Coordinator/Educator 


Endocrinology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale.  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman.  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive.  Dallas.  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
and  Endocrinology /Metabolism 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


3500  Gaston  Avenue.  Dallas,  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers. 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery  ERIC  A.  ORZECK,  MD,  FACP 

Including  Dermabrasion,  Chemical  Peeling 

and  Collagen  Injections  Endocrinology  & Diabetes 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane  8181  Nor,h  Stadium  Drive,  Houston.  Texas  77054;  713  797-9922 

Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 


FRED  F.  CIAROCHI,  MD.  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <S  Diabetes 


Baylor  Medical  Plaza,  3600  Gaston  Avenue  122  W.  Colorado  Blvd.  #208,  Dallas,  Texas  75208; 

Suite  1154.  Dallas.  Texas  75246;  214  827-5960  214  948-8664 
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Family  Practice 


SAMUEL  SILVA,  MD 

Hair  Replacement  and  Scalp  Redirection 


ADRIAN  E.  FLATT.  MD.  FRCS 

Chief.  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412.  Doctor's  Building.  3707  Gaston  Avenue, 
Dallas.  Texas  75246;  Office  214  823-9440 


4759  S.  Freeway,  Fort  Worth,  Texas  76115 
817  923-7374 


Immunology 


Gastroenterology 


CECIL  O.  PATTERSON.  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas.  Texas  75235 
214  358-2545 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney.  MD 


IMMU-TEST  LABORATORIES.  INC. 
Immunology  Reference  Laboratory 

Director:  Maria  A.  Scouros,  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint.  Suite  405,  Houston,  Texas  77055;  713  464-9562 


Nephrology 

SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts.  MD.  Adult  Nephrology  & Hypertension 
Nastaran  Fathi.  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main.  Suite  506.  San  Antonio.  Texas  78205;  512  223-9549 


General  Surgery 


Neurological  Surgery 


DRS.  VANDERPOOL.  LANE  <S  WINTER 

David  Vanderpool,  MD,  FACS 
B.  Ward  Lane.  MD.  FACS 
John  W.  Winter.  MD.  FACS 
Diplomates  American  Board  of  Surgery 

General  <&  Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas.  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas.  Texas  75230;  214  661-7860 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomats  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

801-803  West  Terrell.  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD.  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8220  Walnut  Hill  Lane.  Suite  308.  Dallas.  Texas  75231;  363-8524 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
loe  Ellis  Wheeler,  MD 
Leighton  B.  Parker.  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


W.  DENNIS  STRIPLING,  MD.  PA 
MICHAEL  V.  DOYLE.  MD.  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 

KENNETH  D.  GLASS.  MD.  FACS 

Diplomate.  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd..  Suite  812.  Dallas  75235 
Telephone  214  631-7488 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS,  FACS 
R.  Gordon  Long.  MD.  DABNS,  FACS 
Bennie  B.  Scott,  MD.  DABNS,  FACS 
John  V.  Coon.  MD.  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaxa — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas.  Texas  75246;  Telephone  214  826-7060 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 
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EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
lohn  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg..  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Lahoratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Ir,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <5  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston.  TX  77024;  713  467-1G30 
S565  DeMoss.  Suite  211.  Houston.  TX  77074;  713  270-1188 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  G92-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH.  FACS,  PA 

Diplomats  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton.  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston, 
Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD.  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD.  FACS 
Jeffrey  D.  Lanier.  MD,  FACS 
Michael  A.  Bloome,  MD.  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough.  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia,  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon.  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman,  MD 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 
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RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston.  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge.  Bellaire,  Texas  77401 
Telephone  713  666-4224 
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HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower.  Suite  220,  1550  West  Rosedale. 

Fort  Worth,  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre.  MO.  PA 
Roberto  San  Martin.  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights.  MD 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett.  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200. 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Proiessional  Building,  Suite  202. 

150  West  Parker  Road.  Houston,  Texas  77076;  713  681-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery— Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD,  PA 
John  Paul  Theo,  MD.  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr,  MD 

E.  E.  Rising.  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter.  MD 

C,  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  ol  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlington,  Texas  76012;  817  261-8284 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  ol  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers.  Suite  3800.  1700  Curie 
El  Paso.  Texas  79902;  915  532-3912 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware.  MD  R.  Dan  Loyd.  MD 

Dan  R.  Sutherland.  MD  Huntley  G.  Chapman.  MD 

John  B.  Gunn.  MD 


Orthopedic  Surgery 


3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 


DAVID  I.  TASKER,  MD,  FACS 
Subspecialty:  Contact  Lenses 

Branch  Oiiices: 

4499  Medical  Dr.  #123.  San  Antonio  512  690-8181 
Plaza  Center,  Floresville  512  393-2551 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton.  MD 

5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Proiessional  Building,  Suite  106, 

800  East  30th  Street.  Austin  78705;  512  479-8101 
3103  Scott  Blvd.,  Temple  76501;  1-800-252-3437 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson.  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer.  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis.  MD 
William  A.  Bruck.  MD 
W.  Z.  Burkhead.  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave..  Dallas.  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texas;  817-335-4316 

Louis  J.  Levy.  MD,  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey.  MD.  PA 


F.  Carlton  Hodges.  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd.  Jr..  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  ol  Orthopedic  Surgery 
1701  Pine  Street.  Abilene.  Texas  79601 


Representing  TMA's  Legislative  Views 

. . . Another  service  oi  your  association 


ANGELO  L OTERO,  MD,  AAOS,  FACS 

A Proiessional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3702  20th  Street.  Suite  B.  Lubbock.  Texas  79410 
Telephone  806  797-9666 

ARMSTRONG  & RICHARDS  ORTHOPEDICS 

George  N.  Armstrong,  Jr.,  MD,  PA 
John  A.  Richards,  MD,  PA 

1400  South  Main  Street.  Suite  207.  Fort  Worth.  Texas  76104;  817  336-6222 
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TEXAS  MEDICINI 


Otolaryngology 


Plastic  Surgery 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr.,  MD,  FACS 
Ronald  J.  Blumenleld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 
Diplomates,  American  College  of  Surgeons 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 
9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES  AND  ASSOCIATES 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  oi  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne.  Texas  76031;  817  641-2245 


I.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES. 
INC. 

I.  S.  Wilkenield,  MD 

Diplomat*  oi  the  American  Board  oi  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Ofiice  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  4865,  Austin,  Texas  78765 
Telephone:  512  452-2529 

Oiiice  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Woli,  MD.  FACS 

Raymond  O.  Brauer,  MD.  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  o!  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400.  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD.  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
lames  B.  Staiiord,  TV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suit*  750,  Houston.  Texas  77030;  795-5575 


DAVID  A.  GRANT.  MD.  FACS 

Diplomats  American  Boards  oi  Surgery  and  Plastic  Surgery 

Aesthetic  <£  Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg..  800  Eighth  Avenue,  Fort  Worth.  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD.  FACS.  FICS 

Diplomats  American  Board  oi  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  oi  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <&  Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608.  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  oi  Surgery 
Diplomate  American  Board  oi  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio.  Texas  78229 
Telephone:  (Area  Code  512)  Oiiice  698-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  oi  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth.  Suite  401,  Corpus  Christi.  Texas  78404;  882-4566 


WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales.  Texas  78629 
Facilities  ior  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy.  Speech  Therapy. 

Recreational  Therapy,  School  irom  iirst  grade  through  twelith  grade 

David  E.  Gumper.  Administrator 

Larry  E.  Browne.  MD,  Medical  Director 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  oi  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


STEPHEN  C.  LESAUVAGE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler.  Texas  75705;  214  593-8296 


TMA  Practice  Management  Workshops  TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association  ■ ■ • Another  service  of  your  association 
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JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645.  Park  Plaza  Prolessional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420. 

Houston.  Texas  77004;  713  526-6161 


TITUS  HARRIS  CLINIC 

Inpatient  <S  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson.  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry.  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotnerapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse.  Individual  & Group  Psychotherapy, 
(Adults  & Adolescents — Inpatient  & Outpatient) 

Department  of  Psychology 

Donald  E.  Jabury,  PhD  George  H.  Withers,  PhD 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON, 
Psychiatry-Bilingual 

MD 

3400  Wheatland  Road,  Suite  35 
Dallas,  Texas  75211;  214  296-6241 

TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Aaolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis.  MD 

L.  Dwight  Holden,  MD 

Doyle  I.  Carson.  MD 

Paul  M.  Hamilton,  MD 

Keith  H.  Johansen,  MD 

Jerry  M.  Lewis,  III,  MD 

James  K.  Peden,  MD 

Tom  G.  Campbell,  MD 

Charles  G.  Markward,  MD 

Jeffrey  Glass,  MD 

Byron  L.  Howard.  MD 

Grover  M.  Lawlis,  MD 

Roy  H.  Fanoni,  MD 

Conway  McDonald,  MD 

Mark  P.  Unterberg,  MD 

Gary  L.  Malone,  MD 

John  G.  Looney.  MD 

Edgar  P.  Nace,  MD 

Kathleen  B.  Erdman,  MD 

Ernest  N.  Brownlee,  MD 

Don  C.  Payne,  MD 

Michael  Madigan,  MD 

Mark  J.  Blotcky,  MD 

Perry  Talkington,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381-7181 

RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <5  Neurology,  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
Joel  A.  Holiner,  MD 

Brookhaven  Professional  Plaza,  1 
10  Medical  Parkway,  Suite  304,  I 
Medical  City  Dallas,  7777  Forest 
Telephone  214  247-1150 


William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos,  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 

,BJ  at  Webbs  Chapel 

)allas,  Texas  75234 

Lane,  Suite  2411,  Dallas,  Texas  75230 


Pulmonary  Diseases 


John  R.  Burk.  MD.  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD.  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb.  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue.  Suite  A.  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 


Presbyterian  Professional  Building  II.  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW.  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 


Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomat©8  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS.  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower,  3600  Gaston  Avenue. 

Suite  404.  DaUas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK.  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  <S  Thoracic  Surgery 

800  Eighth  Avenue.  Suite  432.  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT.  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas.  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley.  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander.  MD 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth.  Texas  76109 
817  336-5711 


EUGENE  R.  TODD.  MD.  PA 

Diplomats  oi  the  American  Board  of  Urology 
Fellow  oi  the  American  College  oi  Surgeons 
Fellow  oi  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza. 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD,  PA 

Donald  I.  Logan,  MD.  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  oi  American  Board  oi  Urology 


Medical  Cit 
Telephone: 


IS 


Dallas,  7777  Forest  Lane.  Suite  230.  Dallas.  Texas  75230 
233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomats  oi  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway.  Suite  207.  Professional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408,  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomats.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


Immortal 


If  you  could  look  into 
the  eyes  of  generations  yet  to 
come,  you  would  be  there. 
'Vbu  can  make  a difference, 
ip  By  including  the 
ajg  American  Cancer  Society 
"||h  your  will  you  can  have  a 
rful  effect  on  thos> 
rho  come  after  you. 

‘ rtd  leaving  a legacy 
tthers  is  a beautiful  ^ 
’ ipg  forever  yourself. 


Representing  the  Profession 

. . . Another  service  of  your  association 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area.  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians.  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine Excellent  workinq  conditions.  F ee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  ana  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


URGENTLY  REQUIRE  FAMILY  PHYSICIAN  to  take  over  busy  practice 
from  retiring  physician  in  a group  setting.  Located  in  prosperous  small 
town  30  miles  from  central  Dallas.  Physician  good-will  available.  Con- 
tact: David  Ellis,  MD,  101  N.  Houston  Street,  Kaufman,  Texas  75142; 
214  932-2141. 


FAMILY  PRACTITIONER  WANTED— Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


UROLOGIST  NEEDED— WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas  77057.  From  outside  Texas  call  800 
231-7578. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 
713  496-7777. 


DALLAS/FORT  WORTH:  Physicians  wanted  for  locums  tenens  in  FP, 
ER,  health  clinics  on  full  or  part-time  basis.  Malpractice  covered, 
flexible  hours,  good  locations  and  remuneration.  Call  Kathy  Snyder, 
214  442-2424  or  214  442-5446  after  6 pm  or  write  Snyder  & Associates, 
P.O.  Box  1057,  Wylie,  TX  75098. 


PEDIATRICIAN,  INTERNAL  MEDICINE,  general  surgery,  orthopedics: 
Medical  office  building  to  be  constructed  adjacent  to  hospital.  Practice 
opportunities  available  in  newly  formed  multispecialty  group  or  will 
assist  in  starting  solo  practice.  Contact  Administrator,  Haltom  General 
Hospital,  2919  Markum  Drive,  Fort  Worth,  Texas  76117;  817  831-0311. 


EMERGENCY  PHYSICIAN  NEEDED  IMMEDIATELY.  Internist  or  family 
practitioner.  Texas  license  required.  Emergency  clinic  backed  by  in- 
ternists. Prefer  full  time  physician.  Guarantee  $70,000  with  incentives 
and  benefits  Highly  potential  position.  Submit  CV  to  Ad-462,  TEXAS 
MEDICINE,  1801  "North  Lamar  Blvd.,  Austin,  Texas  78701. 


UVALDE,  EMERGENCY  DEPARTMENT  director  and  staff  positions 
needed  for  the  local  hospital  that  supports  a community  of  35,000 
throughout  the  city  and  country.  The  emergency  department  has  a 
medium  volume  which  increases  in  the  summer  due  to  tourist  activi- 
ties Uvalde  is  one  of  the  most  picturesque  and  beautiful  small  cities 
in  Texas.  Located  on  U S.  Highway  90,  halfway  between  San  Antonio 
78  miles  to  the  east  and,  Del  Rio  on  the  Mexican  border  90  miles  to 
the  west.  Physicians  interested  in  these  positions  should  contact 
Chuck  Arnecke,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


TEXAS  VICTORIA,  emergency  physicians  for  new  hospital  medical 
center.  This  progressive  city  of  75,000,  25  miles  from  the  Gulf  coast 
offers  opportunities  that  include  hunting,  fresh  and  salt  water  fishing, 
boating,  water  skiing,  etc.  Must  have  two  years  experience  in  ER 
work  or  be  board  eligible  or  certified  in  family  practice,  surgery  or 
internal  medicine.  Excellent  pay.  For  details  contact:  Chuck  Arnecke, 
Emergency  Physicians  Associates,  604  Richmond  Avenue,  San  Antonio, 
Texas  78215;  512  222-0746. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits  Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON  NEEDED  for  West  Texas  group  practice.  This 
is  an  excellent  opportunity  with  unlimited  potential  in  a city  of  over 
100,000.  Excellent  hospitals.  For  additional  information  contact  Pro- 
fessional Practice  Consultants,  Attn:  Bill  Williams,  P.O.  Box  358,  Hot 
Springs,  AR  71902;  501  624-6877. 


WANTED:  One  or  more  physicians  preferably  with  generalist  ex- 
perience, US  trained  only,  for  48  hour  (four  day)  work  week  No 
overhead  or  any  responsibility  but  patient  care  with  a salary  of 
$5000/month  or  more.  Please  reply  to  Ad-471,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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TEXAS  MEDICIh 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361 ! 


PHYSICIANS  NEEDED:  Tired  of  Medicare  and  Medicaid?  Looking  for  a 
good  guaranteed  salary  and  profit  sharing  benefits?  ER  clinic  is  look- 
ing for  physicians  in  East  Texas  area.  Expense  paid  interview  Call 
collect  214  839-7739  or  214  566-1608,  or  write  Ad-47£  TEXAS  MEDICINE 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BC/BE  FAMILY  PRACTITIONER:  Licensed  or  eligible  for  licensure  in 
state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private  practice 
opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or  send  CV 
to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston  Texas 
77006. 

BC/BE  OBSTETRICS  <&  GYNECOLOGY.  Licensed  or  eligible  for  licensure 
in  state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private  prac- 
tice opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or  send 
CV  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston, 
Texas  77006. 

FAMILY  PRACTICE  PHYSICIAN— Busy  three  man  group  with  one  doctor 
leaving;  immediate  practice.  NE  Texas,  small  town,  65  bed  hospital 
Seeking  recent  FP  graduate,  US  trained.  OB  beneficial.  $5,00Q/mo. 
guaranteed  plus  productivity  bonus.  Would  consider  1985  graduate  of 
FP  residency.  Contact  James  W.  Morris,  Atlanta  Family  Practice  Clinic 
Assn.,  P.O.  Box  28,  Atlanta,  Texas  75551. 

TEXAS — DALLAS-FORT  WORTH  AREA.  Denton  County,  Texas  is  the 
fourth  fastest  growing  county  in  the  U.S.  Due  to  this  growth,  we  are 
recruiting  physicians  in  all  specialties  to  meet  the  needs  of  our  grow- 
ing practice.  First  Texas  Medical,  Inc.  is  a growing,  multispecialty 
group  practice  operating  hospitals  and  offices  in  Denton,  Carrollton, 
and  Lewisville,  Texas.  Physicians  receive  a guaranteed  income  with 
liberal  benefits  and  the  opportunity  to  become  an  associate  of  the 
group.  We  have  no  junior/senior  partners  and  strive  to  provide  an 
atmosphere  that  ensures  the  practice  of  good  medicine.  If  interested  in 
the  opportunities  offered  to  practice  with  this  dynamic  group,  please 
call  or  send  CV  to:  Margaret  Bacon,  FTM,  Inc.,  560  West  Main  Street, 
Suite  201,  Lewisville,  Texas  75067. 

PEDIATRICIAN:  BC/BE  interested  in  solo  practice  and  wishing  to  relo- 
cate and  share  call  with  existing  pediatrician.  Send  CV  to  Ad-477, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

TEXAS:  AMERICAN  MEDI  + CENTERS,  INC.  is  now  offering  full  and 
part-time  positions  in  its  organization  of  Family  Health/Minor  Emer- 
gency Centers.  Facilities  are  now  operational  in  Wichita  Falls,  and 
Abilene,  Texas  with  subsequent  facilities  coming  on  line  in  the  Denton/ 
Lewisville  and  Dallas/Fort  Worth  areas  fourth  quarter  1984.  Full-time 
remuneration  based  on  hourly  guarantee  and  percent  profit  over  break- 
even. Paid  medical  liability  insurance.  Directorships  are  available  to 
qualified  individuals.  Reply  to  BVD  Associates,  P.A.,  Suite  830,  The 
Wichita  Tower,  Wichita  Falls,  Texas  76301;  or  phone  817  723-7086. 

TEXAS,  WICHITA  FALLS:  Private  group  staffing  moderate  volume 
emergency  department  has  opening  for  full  and  part-time  physician 
staff.  Full-time  remuneration  based  on.  fee  for  service  vs.  guaranteed 
minimum.  Minimum  yearly  guarantee  in  excess  of  85K.  Paid  medical 
liability  insurance.  Independent  subcontractor  status.  Interested  parties 
reply  to  BVD  Associates,  P.A.,  Suite  830,  The  Wichita  Tower,  Wichita 
Falls,  Texas  76301;  or  phone  817  723-7086. 

TEXAS  PRIVATE  PRACTICES  in  many  fields  and  many  sized  communi- 
ties, including  DFW  metroplex.  We  will  not  send  your  CV  to  our 
clients  without  your  permission.  We  are  interested  in  your  family's 
lifestyle  preferences.  Please  send  CV  to  W.  Sanford  Smith,  Professional 
Practice  Management,  Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


FAMILY  PRACTICE  CLINIC:  Very  active  family  clinic  in  beautiful  East 
Texas.  Lab  and  x-ray,  room  for  two  physicians.  Owner  wants  out  of 
the  rat  race.  Contact  Ralph  C.  Bailey,  MD,  Nacogdoches  Family  Clinic, 
|1209  N.  Mound  St.,  Nacogdoches,  Texas.  409  564-3731. 

EMERGENCY  CONSULTANTS,  INC.  is  now  reviewing  applications  for 
| full-time  and  part-time  opportunities  in  Texas.  Competitive  hourly  rates. 
Malpractice  insurance  provided;  directorships  available.  Call  today  for 
more  information:  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Suite  126,  Traverse  City,  MI  49684;  1-800-253-1795,  or  in  Michigan 
! 1-800-632-3496. 

HOUSTON  AREA-FAMILY/GENERAL  PRACTITIONER  needed  for  satellite 
| clinic.  Primary  care  + minor  emergencies.  Guaranteed  salary  + per- 
centage. Reply  to:  Ad-478,  TEXAS  MEDICINE,  1801  N.  Lamar  Blvd  , 
Austin,  Texas  78701. 

WELL-ESTABLISHED  GF.NERAL/FAMILY  PRACTICE  CLINIC  in  Pre- 
mont,  Texas.  Fully  equipped,  1700  square  feet.  Lab,  x-ray.  Town  in 
need  of  doctor.  60  miles  southwest  of  Corpus  Christi.  Excellent  gross, 
net.  Quality  experienced  employees  available.  Close  to  hospital 
Contact  Robert  Rodriguez,  MD,  806  379-7888  or  806  358-9635. 

PHYSICIAN — GENERAL  PRACTICE  with  medical  degree  and  2 years 
experience  to  interview  and  examine  patients  at  the  hospital  and  clinic 
for  the  purposes  of  diagnosis  and  treatment,  including  the  performance 
of  obstetrics  and  emergency  medicine.  Must  have  license  from  Texas 
State  Board  of  Medical  Examiners.  Salary:  $50,000  per  year,  40  hours 
i per  week.  Contact  Texas  Employment  Commission,  Nacogdoches,  Texas 
or  send  resume  to  the  Texas  Employment  Commission,  TEC  Building, 
Austin,  Texas  78778,  J.O.  #3454852.  Ad  paid  by  an  Equal  Employment 
Opportunity  Employer. 

I GENERAL  SURGEON,  BOARD  ELIGIBLE,  needed  in  Atlanta  Memorial 
Hospital,  Atlanta,  Texas.  Atlanta  is  located  in  deep  East  Texas  and  is 
a community  of  6,500  with  excellent  schools  and  other  community 
services.  Atlanta  is  a retail  center  with  a trade  area  encompassing 
about  30,000  people.  The  hospital  is  a 65  bed  hospital  which  is  12  years 
old.  Our  surgery  load  averages  260-300  cases  per  year.  Texarkana  is  a 
30  minute  drive  and  Shreveport  is  a one  hour  drive.  If  you  are  interested 
in  the  relaxed  atmosphere  of  small  town  living,  call  Don  Magee,  Ad- 
ministrator, 214  796-4151. 


TEXAS,  ABILENE:  Regional  trauma  center  with  recent  substantial  in- 
crease in  volume  needs  additional  full-time  emergency  physician.  Pay 
$40-$50  per  hour.  City  of  100,000  within  a 17-county  referral  area.  Two 
universities  and  one  college.  Contact  Charles  Arnecke,  604  Richmond 
Ave.,  San  Antonio,  Texas;  512  222-0746. 


PRIMARY  CARE  PHYSICIANS:  Family  practice,  internal  medicine  OB/ 
GYN,  pediatrics,  general  surgery.  BC/BE,  wanted  to  join  stable  expand- 
ing prepaid  group  practice  in  Dallas/Fort  Worth.  Competitive  salaries, 
liberal  fringe  benefits,  no  business  headaches.  Contact:  Medical  Di- 
rector, P.O.  Box  55,  CIGNA  Healthplan  of  Texas,  8131  LBJ,  Suite  350, 
Dallas,  Texas  75251;  214  669-8069. 


OBSTETRICIAN-GYNECOLOGIST,  board-certified  or  eligible  wanted  to 
take  over  established  practice.  No  investment  necessary.  Available 
9/1/84.  Growing,  scenic,  Central  lexas,  university  community.  Com- 
munity hospital  3 minutes  away.  One-half  hour  from  lake,  sailing, 
boating;  within  one-hour  drive  of  large  metropolitan  areas.  Send  C.V. 
to:  Dr.  Nilon  Tallant,  San  Marcos  Medical  Park,  705  W.  Hopkins,  San 
Marcos,  Texas  78666. 


LUBBOCK— PEDIATRICIAN,  BOARD  CERTIFIED  or  eligible.  Three  pedi 
clinic.  Replace  retiring  pedi.  Immediate  opening.  Expense  sharing  Base 
salary  initially.  No  initial  expense.  Contact  Robert  Carr,  MD,  2602  Ave. 
Q,  Lubbock,  Texas  79405. 


MEDICAL  RESEARCH  INVESTIGATOR  needed  to  conduct  interferon  and 
microbiology  clinical  studies  utilizing  a recently  developed  test  tube 
system.  Evaluate  clinical  results  in  research  department  and  organize 
protocols  in  accordance  with  FDA  requirements.  Organize  studies  using 
new  concepts  in  sampling  and  maintenance  of  bacterial  and  fungal 
cultures.  Requires  MD  in  medicine.  Must  have  experience  in  micro- 
biology, especially  bacterial  and  fungal  microbiology.  Must  possess 
experience  within  the  concept  of  interferon  treatment  and  evaluation  of 
clinical  results.  Must  be  able  to  organize  studies  using  new  concepts  in 
sampling  and  maintenance  of  bacterial  and  fungal  cultures.  40  hour 
work  week.  $7.95  per  hour.  Apply  at  Texas  Employment  Commission, 
Dallas,  Texas,  or  send  resume  to  the  Texas  Employment  Commission, 
TEC  Building,  Austin,  Texas  78778.  lob  order  #3451485.  Ad  paid  by  an 
Equal  Employment  Opportunity  Employer. 


YOUNG  DIAGNOSTIC  CARDIOLOGIST  wants  same  to  join  him  in  North 
Texas  practice.  Needs  to  be  interested  in  both  invasive  and  noninvasive 
cardiology.  Board  eligible  or  certified.  Reply  with  CV  to  Ad-481,  TEXAS 
MEDICINE,  1801  North  Lamar,  Austin,  Texas  78701. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,2 1 1 -$66,784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depici  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  aovern- 
ment.  To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


NEUROSURGEON — BOARD  CERTIFIED  or  eligible  for  multispecialty 
group  in  Gulf  Coast  region.  Send  resume  to  Medical  Technology  Sys- 
tems, 1101  Post  Oak  Blvd.,  Suite  9,  Houston,  Texas  77056. 


HOUSTON,  TEXAS:  ACTIVE  FAMILY-GENERAL  PRACTITIONER,  or 
general  surgeon  willing  to  do  general  practice.  Spanish  speaking 
neighborhood;  necessary  to  be  fluently  bilingual.  First  year  $50,000, 

Plus  insurances;  thereafter  negotiable  according  to  performance. 

ension  plan.  Excellent  opportunity  to  grow  in  physician's  owned 
corporation.  Send  resume,  references  and  evening  telephone  to  Ad-482, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  FOR  PEDIATRICIAN  AND  OBSTETRICIAN 
in  thriving,  small  city  approximately  50  miles  from  Houston.  Please 
reply  to  Ad-484,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


TEXAS,  EMERGENCY  PHYSICIANS:  Seeking  experienced  emergency 
physicians  for  full-time  or  part-time  positions  in  Texas  and  Arkansas. 
Good  communication  skills  essential  and  ACLS,  ATLS  preferred.  Flexi- 
ble scheduling  and  malpractice  insurance  provided.  Flat  rate  and 
percentage  compensation  arrangements  available  For  additional  in- 
formation, contact  Brenda  Onstot  at  Southwest  Medical  Associates,  Inc., 
P.O.  Box  831987,  Richardson,  Texas  75083-1987;  214  669-C898. 


NEW  PHYSICIAN  OPPORTUNITIES:  BE/BC  generalist  and  subspecial- 
ists. Small,  medium  and  large  towns.  Client  pays  fees.  Confidential. 
Call  or  send  C.V.  to  R J.  Nast  <&  Associates,  1110  Lovett  Blvd.,  Suite 
222,  Houston,  Texas  77006;  713  529-3399. 


EMERGENCY  MEDICINE  AND  TRAUMA  PROGRAM  in  new  300-bed  uni- 
versity affiliated  hospital  has  vacancies  for  physicians  who  have  com- 
pleted an  approved  emergency  medicine  residency  or  a board  certified 
surgeon,  internist  or  family  practitioner.  Designated  regional  trauma 
center  serving  a 660,000  population  catchment  area  Involvement  may 
include  ICU  supervision,  general  surgery  and  trauma  management 
Excellent  compensation  including  malpractice  insurance.  For  more  in- 
formation contact:  William  Gill,  MD,  P O.  Box  1110,  Amarillo,  Texas 
79175;  806  378-4651. 


INTERNIST/NON-INVASIVE  CARDIOLOGIST  needed  to  work  for  another 
physician  in  Odessa,  Texas  to  diagnose  and  treat  diseases  and  injuries 
of  human  internal  organ  systems  with  special  emphasis  on  non-invasive 
cardiology,  to  examine  patients  for  symptoms  of  organic  or  congenital 
disorders  and  to  determine  the  nature  and  extent  of  injury  or  disorder, 
using  diagnostic  aids,  such  as  x-ray  machines,  blood  tests,  etc.  to 
prescribe  medication  and  to  recommend  dietary  and  activity  programs, 
and  to  refer  patients  to  specialists  when  indicated.  Must  be  board 
certified  in  internal  medicine,  have  completed  internship  and  residency 
in  internal  medicine,  and  have  one  year's  experience  in  internal  med- 
icine. Salary  $45,000  per  year;  40  hours  per  week.  Apply  at  the  Tevas 
Employment  Commission,  Odessa,  Texas  or  send  resume  to  Texas  Em- 
ployment Commission,  TEC  Building,  Austin,  Texas  78778,  T.O.  #3650831. 
Ad  paid  for  by  an  Equal  Employment  Opportunity  Employer,  M/F. 
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FAMILY  PRACTITIONER  WANTED — Partnership  after  one  year  for  the 
right  person.  15  minutes  from  downtown  Houston.  Please  reply  to 
Ad-488,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  COORDINATOR,  FAMILY  PRACTICE  RESIDENCY  PROGRAM— 
501-bed  teaching  hospital  and  regional  trauma  center  on  tropical  Gulf 
Coast,  seeks  physician  to  coordinate  OB/GYN  teaching  program  within 
established  free-standing  family  practice  residency  program.  Must  be 
board  certified  obstetrician  and  gynecologist.  Responsible  for  medical 
care  of  large  OB/GYN  clinic  population.  Private  practice  option,  com- 
petitive salary,  excellent  benefits.  Contact:  E.  L.  Holt,  MD,  Memorial 
Medical  Center,  P.O.  Box  5280,  Corpus  Christi,  Texas  78405;  512  881-4468. 


FAMILY  PRACTICE  FACULTY— Full  time  position  for  BC/BE  position  in 
community  based,  university  affiliated  family  practice  residency.  Resi- 
dent teaching  and  limited  direct  patient  care.  Salary  negotiable. 
Excellent  benefits.  450-bed  hospital.  Contact  W.  E.  St.  Clair,  MD, 
Hendrick  Medical  Center,  19th  and  Hickory  St.,  Abilene,  Texas  79601. 


Situations  Wanted 


PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham, 
Texas  77833;  409  830-0400. 


DIAGNOSTIC  RADIOLOGIST— BOARD  CERTIFIED— available  for  locum 
tenens  coverage  in  southeastern  Texas.  Experience  and  training  in  all 
areas  of  medical  imaging  with  special  expertise  in  ultrasound.  Please 
reply  to  Ad-461,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


GENERAL  SURGEON,  41,  wanting  to  relocate.  ABS,  FACS,  Texas 
license.  Speaks  English/Spanish,  Please  answer  to  Ad-480,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DESIRE  POSITION  AS  BUSINESS  MANAGER  for  a progressive  clinic 
operation  or  group.  25  years  experience  in  the  medical  field  as  hos- 
pital administrator  and  business  manager.  Thoroughly  familiar  with 
new  Medicare  laws  to  DRGs,  etc.  Contact  Bill  Donohoo,  P.O.  Box  7S8, 
Kermit,  Texas  79745  , 915  586-2904  or  586-5864. 


ANESTHESIOLOGIST,  BE — In  private  practice,  seeks  relocation.  Excel- 
lent record  and  references.  Call  713  488-1735. 


PEDIATRIC  NEUROLOGIST:  Excellent  pediatric  neurologist,  board  cer- 
tified pediatrician  and  encephaloarapher  in  busy  practice  wish  to 
relocate.  Please  reply  to  Ad-486,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST — BOARD  ELIGIBLE  with  excellent  training  in  all 
types  of  anesthesia.  Currently  in  practice,  desires  relocation  in  Central 
Texas.  Texas  licensed.  Part-time  or  full-time.  Available  immediately. 
Please  reply  to  Ad-487,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


AVAILABLE  CARDIOLOGIST/INTERNIST  January  1985.  Invasive/nonin- 
vasive.  Board  certified  in  internal  medicine.  University  trained  through- 
out. Foreign  medical  graduate.  Currently  licensed  in  Texas.  Completing 
fellowship  in  December  S.  Farooqi,  MD,  1200  Van  Voorhis  Road, 
Morgantown,  WV  26505;  304  598-0635,  evenings;  304  293-4096,  days. 


For  Sale  or  For  Rent 


LUFKIN— MEDICAL  OFFICE  CONDOS  for  sale  or  lease  with  option 
to  buy.  Located  between  this  growing  city's  two  hospitals.  Condos 
vary  in  size,  are  suitable  for  wide  range  of  medical  practice.  Call 
Woody  Gann  collect  at  713  632-7785  or  write  P.O.  Box  2356,  Lufkin, 
Texas  75901. 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Witl  remodel  to  suit.  Contact  512-454-4849. 


WELL  ESTABLISHED  FP/OB-GYN  PRACTICE,  in  fast  growth  south 
Austin  area.  Must  have  excellent  patient  empathy  and  communicative 
skills.  Nice  new  clinic,  7 exam  rooms,  4 offices,  large  lab  and  nurses 
station.  The  latest  in  equipment.  Contact  Katherine  D.  Perkins,  MD, 
512-441-5678. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr,  Rothrock,  214  696-8883. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital,  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


FOR  SALE — MEDICAL  BUILDING.  Two  tenants  on  lease  in  San  Antonio. 
Rest  of  building  has  internal  medicine  practice.  Fully  equipped  labora- 
tory and  x-ray.  Grossing  over  $500,000.  a year.  Desirable  loan  obtain- 
able with  ten  percent  (10%)  down.  Will  sell  buildinq  and  equipment 
for  appraised  value.  Practice  goes  with  the  sale.  Will  stay  and  intro- 
duce. Excellent  location  for  mini  emergency  clinic.  Twenty  years  of 
busy  medical  traffic.  Please  reply  to  Ad-460,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE— ROCKWALL,  TEXAS  (20  miles  from  Dallas  on 
Lake  Ray  Hubbard),  busy,  no  OB,  well  established,  six  figure  gross, 
rapidly  growing  area.  Call  214  722-5333  or  write  104A-2313  Ridge  Road, 
Rockwall,  Texas  75087.  Scott  K.  Ross,  MD. 


FAMILY  PRACTICE  FOR  SALE — West  Central  Texas,  population  8,000. 
Good  schools,  good  churches,  nice  people.  All  water  sports  close  by. 
Includes  modern,  fully  equipped  office  and  building.  Hospital  adjacent. 
Great  opportunity  for  energetic  young  doctor.  Owner  specializing. 
Please  reply  to  Ad-476,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


NORTH  DALLAS— FAMILY  PRACTICE  for  sale.  Net  income  120K  plus 
for  a four  day  week.  Priced  to  sell  with  100%  3rd  party  financing. 
Board  certification  required.  Serious  principals  send  resume  to  3511 
Golfing  Green,  Dallas,  Texas  75234. 


INTERNIST  RETIRING  after  33  years  in  wonderful,  progressive  East 
Texas  town  of  15,000  with  excellent  medical  facilities.  Wish  to  sell 
patient's  records  and  will  promote  good  will  and  referrals.  Chief  con- 
cern is  continued  care  of  patients.  Please  reply  to  Ad-479,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE:  RMS,  625  single  phase  diagnostic  X-ray  R/F  equipment 
with  90-15  table  high  resolution  tube  and  TV.  Motorized  overhead  tube 
support.  Mint  condition,  3 years  old.  Must  sell.  $80,000.  Ben  M.  Logan, 
MD,  PA,  Methodist  Plaza,  Suite  245,  4499  Medical  Dr.,  San  Antonio, 
Texas  78229;  512  696-1534. 


COMPUTER  SYSTEM,  MULTI-DOCTOR  CLINIC,  APS  software,  network, 
torced  sale.  For  details  call  817  387-7548. 


BRUMBY  AND  MELSON  ROCKERS®  available  by  mail  for  home  and 
office.  Also  other  fine  rocking  chairs  in  wood  and  leather.  Write  for 
one  free  catalog.  The  Rocker  ShopTM  of  Marietta,  GA,  P.O.  Box  12, 
Dept.  TMA,  Marietta,  GA  30061;  404  427-2618. 


FOR  SALE:  IBM  Computer  System  23  complete  with  printer,  manuals, 
and  training  diskettes.  Call  214  785-8411.  Monday,  Tuesday,  Wednesday 
or  Friday  between  9:00  a.m.  and  4:00  p.m. 


ESTABLISHED  UROLOGY  PRACTICE  for  sale.  Gross  $250,000+.  Serves 
area  of  300,000+.  Good  location  near  hospital,  experienced  staff.  Will 
introduce.  Please  reply  to  Ad-483,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST  RETIRING— URGENTLY  SEEKING  family  physician  or  gen- 
eral surgeon  to  take  over  well  established  general  practice.  Actually 
semi-retired,  working  half  day,  grossing  over  $125,000.  Low  overhead, 
excellent  new  patient  flow.  Totally  equipped  medical  building.  Facilities 
to  accommodate  up  to  three  physicians.  Located  in  prosperous  small 
city  with  well  equipped  hospital.  Willing  to  assist  on  consulting  basis 
in  own  specialty.  Sell,  lease,  or  other  mutually  desirable  arrangement. 
Reply  to  Ad-485,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


FOR  SALE:  ACTIVE  FAMILY  PRACTICE  in  well  designed,  ample  office 
space,  fully  equipped.  Located  in  one  of  San  Antonio's  most  affluent 
locations,  within  walking  distance  of  open  general  hospital.  Need 
energetic  enthusiastic  physician  with  Texas  license,  prefer  board  cer- 
tified. Reply  to  Ad-489,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRIC  PRACTICE:  Private  practice  in  Houston/Gulf  Coast  area. 
Fully  equipped  facilities  shared  with  three  pediatricians.  16  years  in 
same  location.  Hospital  nearby.  Doctor  enjoys  good  net  income. 
Financing  very  favorable  to  buyer.  Contact  Business  & Professional 
Associates  at  713  771-5011.  THM400. 


PRIMARY  CARE  PRACTICE  FOR  SALE:  1,800  square  foot  office  in  new 
medical  building  completely  furnished  and  suited  to  family  practice, 
internal  medicine,  pediatrics  or  OB/GYN.  X-rav,  lab,  and  pharmacy  in 
building.  San  Antonio  and  Austin  are  within  45  minute  drive.  Pleasant 
community  of  20,000.  Contact  Ad-490,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PRIME  MEDICAL  SPACE  AVAILABLE  in  Houston  prestigious  FM1960 
area  just  minutes  from  Houston  Northwest  Hospital  and  adiacent  to 
two  schools  in  rapidly  growing  area.  Suites  from  500  to  3,000  square 
feet  are  ready  to  move  in  at  no  cost.  Existing  successful  practices  will 
refer  patients  to  new  practices.  Call  Mary  Novak,  713  483-4878. 


Business  and  Financial  Services 


WRITING,  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  & Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


WHY  DOCTORS  LOSE  MONEY  TRADING  IN  COMMODITIES— Most  lose 
because  they  follow  an  undiversified  portfolio,  get  emotionally  in- 
volved, and  pay  high  commissions  and  fees.  FUTURES  MANAGE- 
MENT'S program  addresses  these  and  other  causes  for  losses  by 
investors.  Send  for  information  on  Futures  Management's  investor- 
oriented  manaqed  account  program.  Minimum  account  for  prudent 
diversification  $35,000.  This  'reduced  risk"  approach  to  commodities 
mav  also  provide  an  alternative  for  self  directed  retirement  plans. 
CFTC  and  NFA  registered.  Over  $7  million  under  management.  Reply 
to  Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 

COMTROL  (APS)  & EDELMAN  (ENCORE)  CUSTOMERS:  If  your  clinic 
has  paperless  insurance  claims  program  or  knows  of  a source  for  this 

Erogram,  our  clinic  would  like  this  information.  Call  collect  Tom 
aMotte,  San  Benito  Medical  Associates,  Inc.,  512  399-2443,  ext.  51. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 
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DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  pricel  Holter  Monitor 
Scanning  Service-  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


WANTED:  Second  hand  X-ray  unit  in  good  working  condition  for  fam- 
ily practice  clinic.  Call  or  send  details  to  Dr.  K.  P.  Khazanchi,  1805  E. 
Highway  35,  Angleton,  Texas  77515;  409  849-4600. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


OCTOBER 

Anesthesiology 

Oct  19-20,  1984  CANCELLED 

3rd  INTERNATIONAL  SYMPOSIUM  ON  ENDOCRINOLOGY  IN 
ANESTHESIOLOGY  AND  SURGERY.  Registry  Hotel,  Dallas.  Fee 
TBA  Category  1 , AMA  Physician’s  Recognition  Award.  Contact 
June  Bovill,  Coordinator,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Emergency  Medicine 

Oct  27,  1984 

THE  5th  ANNUAL  SOUTH  PLAINS  EMS  UPDATE  ON  EMERGENCY 
MEDICAL  SERVICES.  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)743-2929 

Family  Medicine 

Oct  13,  1984 

ADVANCES  IN  CLINICAL  NUTRITION.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock.  Fee  $40.  Category  1 , AMA  Physician's 
Recognition  Award  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oct  18-19,  1984 

BIOETHICS  CONFERENCE:  THE  NATURE  OF  THE  HEALING  RELA- 
TIONSHIP IN  THE  FACE  OF  DEATH  Frank  Mayborn  Civic  Center, 
Temple.  Fee  TBA.  Credit  TBA.  Contact  Lynn  Calvert,  Office  of  Con- 
tinuing Medical  Education,  Scott  and  White  Memorial  Hospital,  2401 
S 31  st  St,  Temple,  TX  76508  (81 7)774-2350 

Oct  20,  1984 

MENOPAUSE.  UT  Health  Science  Center  at  San  Antonio.  Fee  TBA. 
Category  1 , AMA  Physician's  Recognition  Award;  AAFP  Prescribed; 
7 hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

General  Medicine 

Oct  13,  1984 

CLINICAL  PSYCHIATRY  FOR  THE  AGED:  AN  UPDATE  FOR  PRI- 
MARY CARE  PHYSICIANS  Learning  Center,  UT  Medical  Branch, 
Galveston.  Fee  $75-physicians;  $40-residents,  nonphysicians. 
Category  1 , AMA  Physician’s  Recognition  Award;  AAFP;  6 hours. 
Contact  Martha  Berlin,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550  (409)761-2934 

Oct  21 -27,  1984 

TEXAS  INTERNATIONAL  WORKSHOP  ON  RESEARCH  IN  PRIMARY 
HEALTH  CARE.  Sheraton-Amarillo,  Amarillo,  Tex.  Fee  TBA.  Credit 
TBA.  Contact  G.D.  Ripley,  MD,  TTUSM,  1400  Wallace  Blvd,  Ama- 
rillo, TX  79106 

Oct  26-27, 1984 

OFFICE  GYNECOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Marriott  Hotel,  Austin.  Fee  TBA.  Credit  TBA.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-2350 


Oct  27,  1984 

DIAGNOSIS  AND  TREATMENT  OF  TYPE  II  DIABETES  MELLITUS. 
Marriott  Hotel,  El  Paso,  Tex.  Fee  $25-physicians;  $1 5-residents,  non- 
physicians. Category  1,  AMA  Physician's  Recognition  Award;  AAFP 
prescribed;  4 hours.  Contact  Daniel  Snare,  PO  Box  14926,  Austin, 
TX  78761  (800)  252-8233 

Internal  Medicine 

Oct  8,  1984 

CLINICAL  AND  RESEARCH  UPDATE  OF  NEUROFIBROMATOSIS. 
Cullen  Auditorium,  Baylor  College  of  Medicine,  Houston.  Fee  $90. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours.  Contact 
Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Oct  12-13,  1984 

RECENT  ADVANCES  IN  ENDOSCOPIC  DIAGNOSIS.  South  Padre 
Hilton  Resort,  South  Padre  Island.  Fee  $50-members;  $1 00-non- 
members.  Category  1 , AMA  Physician’s  Recognition  Award;  6 
hours.  Contact  Lila  K.  Lerner,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Oct  18-20,  1984 

5th  TARBOX  PARKINSON'S  DISEASE  SYMPOSIUM-THE  NORMAN 
ROCKWELL  CONFERENCE  ON  ALZHEIMER'S  DISEASE.  Holiday 
Inn  Civic  Center,  Lubbock.  Fee  $80.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)743-2929 

Obstetrics  & Gynecology 

Oct  20,  1984 

MENOPAUSE.  UT  Health  Science  Center  at  San  Antonio.  Fee  TBA. 
Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Orthopedics 

Oct  25-27,  1984 

DALLAS  SHORT  COURSE-OTHOTICS  AND  PROSTHETICS. 
Melrose  Hotel,  Dallas.  Fee  $225;  $1 75-residents.  Credit  TBA.  Con- 
tact Ann  Carlton,  Course  Coordinator,  Orthopedic  Surgery  Division, 
UTHSC  at  Dallas,  5323  Harry  Hines,  Dallas,  TX  75235  (214) 
688-3525 

Otolaryngology 

Oct  5,  1984 

VISITING  PROFESSORSHIP  IN  OTORHINOLARYNGOLOGY. 
Wyndham  Hotel,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  7 hours.  Contact  Gale  Ouilter,  Division  of  Con- 
tinuing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 

Psychiatry 

Oct  4,  1984 

CLINICAL  AND  LEGAL  ISSUES  IN  THE  PHARMACOLOGICAL 
TREATMENT  OF  ANXIETY,  DEPRESSION,  AND  INSOMNIA. 
Shamrock  Hilton,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 
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Oct  4,  1984 

TREATING  THE  TEENAGER,  IV.  UT  Health  Science  Center  at  Dallas. 
Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact 
Jan  Jacobs,  Coordinator,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Oct  19-20,  1984 

3rd  ANNUAL  PAN  AMERICAN  PSYCHIATRIC  SYMPOSIUM.  Texas 
Tech  University  Regional  Academic  Center,  El  Paso.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award.  Contact  Shauna 
Holden,  Department  of  Psychiatry,  Texas  Tech  University  Regional 
Academic  Center,  4800  Alberta,  El  Paso,  TX  79905  (91 5)533-3020 

Oct  26,  1984 

CANCER  COUNSELING.  Texas  Medical  Center,  Houston.  Fee  $15. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours.  Contact 
Lynne  K.  Tiras,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Radiology 

Oct  16-17,  1984 

Gl  RADIOLOGY-THE  M.  KENNETH  GILBERT  SEMINAR  IN  RADI- 
OLOGY. Baylor  University  Medical  Center,  Dallas.  Fee  none.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  2 hours.  Contact  La- 
Nelle  Chancellor,  Assistant  to  the  Dean,  Baylor  University  Medical 
Center,  3500  Gaston,  Dallas,  TX  75246  (214)820-231 7 

Oct  18-19,  1984 

ENHANCING  RADIOLOGY  DUALITY  AND  APPROPRIATENESS  IN 
THE  DRG  ENVIRONMENT.  Westin  Galleria,  Houston.  Contact  Joyce 
Day,  American  College  of  Radiology,  20  N Wacker  Dr,  # 1 660,  Chi- 
cago, IL  60606  (800)  227-5463 

Oct  22-23,  1984 

JCAH,  STATE  AND  FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  QUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS. 

UT  Health  Science  Center  at  San  Antonio.  Fee  $250.  Category  1 , 
AMA  Physician’s  Recognition  Award;  1 6 hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Oct  22-26,  1 984 

COMPUTER  ALGORITHMS  FOR  RADIOTHERAPY  TREATMENT 
PLANNING.  UT  Health  Science  Center  at  San  Antonio.  Fee  $600. 
Category  1 , AMA  Physician's  Recognition  Award;  32  hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Oct  26-28,  1984 

DIAGNOSTIC  RADIOLOGY  UPDATE.  UT  Health  Science  Center  at 
Dallas.  Fee  $300;  $1 75-residents.  Category  1 , AMA  Physician’s 
Recognition  Award;  1 8 hours.  Contact  Dolly  Christensen,  Depart- 
5 ment  of  Radiology,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2502 

NOVEMBER 

Anesthesiology 

Nov  9-10,  1984 

BAY-CAP  IX:  THE  PHYSIOLOGY  AND  PHARMACOLOGY  OF  THE 
PERIOPERATIVE  PERIOD.  Four  Seasons  Hotel,  Houston  Center, 
Houston.  Fee  $250.  Category  1 , AMA  Physician's  Recognition 
Award;  1 6 hours.  Contact  Lynne  K.  Tiras,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030(713)799-6020 


General  Medicine 

Nov  2-3,  1984 

INFECTIOUS  DISEASES  FOR  PRIMARY  CARE  PHYSICIANS.  Learn- 
ing Center,  UT  Medical  Branch,  Galveston.  Fee  $1 75-physicians; 

$1 00-residents,  nonphysicians.  Category  1,  AMA  Physician's  Rec- 
ognition Award;  12.5  hours.  Contact  Gayle  McKay,  Coordinator, 
Office  of  Continuing  Education,  UTMB,  Galveston,  TX  77550 
(409)761-2934 

Nov  10, 1984 

DIAGNOSIS  AND  TREATMENT  OF  TYPE  II  DIABETES  MELLITUS.  St 
Anthony  Intercontinental  Hotel,  San  Antonio.  Fee  $25-physicians; 

$1 5-residents,  nonphysicians.  Category  1,  AMA  Physician's  Recog- 
nition Award;  AAFP  prescribed;  4 hours.  Contact  Daniel  Snare,  PO 
Box  14926,  Austin,  TX  78761  (800)  252-8233 

Internal  Medicine 

Nov  9-10,  1984 

SEXUALLY  TRANSMITTED  DISEASES.  UT  Health  Science  Center  at 
Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award; 

1 3 hours.  Contact  Gale  Quilter,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Neurology 

Nov  2,  1984 

HEADACHE  UPDATE.  Westin  Galleria,  Houston.  Fee  $75.  Category 
1 , AMA  Physician's  Recognition  Award;  8 hours.  Contact  Ninan  T. 
Matthew,  MD,  Houston  Headache  Clinic,  1214  Hermann  Dr, 

Houston,  TX  77004  (713)528-1916 

Obstetrics  & Gynecology 

Nov  6-10,  1984 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN.  UT 
Health  Science  Center  at  Dallas.  Fee  $400-complete;  $300-basic; 

$1 00-gynecologic  pathology  only.  Credit  TBA.  Contact  June  Bovill, 
Coordinator,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Orthopedics 

Nov  8-10,  1984 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Anatole  Hotel,  Dallas.  Fee  $225,  physicians;  $175,  residents.  Credit 
TBA.  Contact  Ann  Carlton,  Course  Coordinator,  Orthopedic  Surgery 
Division,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3524 

Pediatrics 

Nov  16,  1984 

THE  CHALLENCE  OF  PERINATAL  CARE:  SHARING  THE  RESPON- 
SIBILITY. UT  Health  Science  Center, 'Dallas.  Fee  $20.  Category  1 , 
Physician's  Recognition  Award;  5 hours.  Contact  Nancy  Young,  Divi- 
sion of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)637-2836 

Psychiatry 

Nov  1-2,  1984 

CRISIS  IN  THE  DIFFICULT-TO-SERVE  PATIENT.  Warwick  Hotel, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  12  hours.  Contact  Linda  J.  Webb,  DrPH,  Director,  TDMHMR/ 
TRIMS,  1300  Moursund,  Houston,  TX  77030  (713)791-6603 
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Radiology 

Nov  5-9,  1984 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Nov  14-17,  1984 

NMR  IMAGING.  UT  Health  Science  Center  at  San  Antonio.  Fee 
$385.  Category  1 , AMA  Physician’s  Recognition  Award;  28  hours. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

Nov  2-3,  1984 

GENERAL  SURGERY  UPDATE-1 984.  Michael  E.  DeBakey  Center, 
Baylor  College  of  Medicine,  Houston.  Fee  $1 85.  Category  1 , AMA 
Physician's  Recognition  Award;  AAFP;  1 1 hours.  Contact  Carol  J. 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

DECEMBER 

General  Medicine 

Dec  1-2,  1984 

MANAGEMENT  OF  THE  DIABETIC  FOOT.  Marriott  Downtown,  San 
Antonio.  Fee  $1 50.  Category  1 , AMA  Physician's  Recognition 
Award;  AAFP  prescribed;  10  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Pathology 

Dec  8,  1984 

41  ST  ANNUAL  PATHOLOGY  SEMINAR.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $75.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Psychiatry 

Dec  1,  1984 

PSYCHIATRY  UPDATE.  UT  Health  Science  Center  at  San  Antonio. 
Fee  $1 00.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

JANUARY 

General  Medicine 

Jan  16-18,  1985 

COMPUTERS  IN  HEALTH  CARE  & CLINICAL  INFORMATION  MAN- 
AGEMENT Galveston.  Contact  Gayle  McKay,  Coordinator,  Office  of 
Continuing  Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Geriatrics 

Jan  12, 1985 

GERIATRIC  MEDICINE.  San  Antonio.  Contact  Marjorie  Foutz,  EdD, 


Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Obstetrics  & Gynecology 

Jan  24-26,  1985 

7TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA.  Houston.  Contact  Lynne  K.  Tiras,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Radiology 

Jan  7-11,  1985 

RADIATION  SAFETY  OFFICERS  COURSE.  San  Antonio.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Sports  Medicine 

Jan  24-26, 1985 

12TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  San  Antonio. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Urology 

Jan  31 -Feb  3,  1985 

GENITOURINARY  PATHOLOGY  & RADIOLOGY.  Houston.  Contact 
Alice  Henderson,  Seminars  Coordinator,  Office  of  Education,  PO 
Box  25147,  Houston,  TX  77265  (713)799-6070 

FEBRUARY 

Anesthesiology 

Feb  7-9, 1985 

3RD  ANNUAL  CHRONIC  PAIN  COURSE.  Location  TBA.  Contact 
Lila  K.  Lerner,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Dermatology 

Feb  15-16,  1985 

4TH  ANNUAL  DERMATOPATHOLOGY  COURSE  AND  ROBERT 
FREEMAN  HONORARY  DERMATOPATHOLOGY  LECTURE  SERIES 
San  Antonio.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (51 2)  691  -6295 

Obstetrics  & Gynecology 

Feb  15-16,  1985 

ETHICAL  ISSUES  IN  OBSTETRICS.  Houston.  Contact  Carol  J.  So- 
roka, Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Ophthalmology 

Feb  17-18,  1985 

TOA  COURSE  IN  PRACTICE  MANAGEMENT,  Houston.  Contact 
Bette  McAninch,  Cullen  Eye  Institute,  6501  Fannin,  Houston,  TX 
77030  (713)799-5942 
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Pediatrics 

Feb  21-22,  1985 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS-1985. 
Houston.  Contact  Lynne  K.  Tiras,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Surgery 

Feb  21 -23,  1985 

SURGICAL  UPDATE:  1985.  Dallas.  Contact  Erwin  R.  Thai,  MD,  Divi- 
sion of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas  TX 
75235  (214)688-3531 

MARCH 

Family  Medicine 

March  28-31,  1985 

FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  Location  TBA. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  An- 
: tonio,  TX  78284  (512)691-6295 

General  Medicine 

March  4-6,  1985 

FUTURE  CARE.  Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691-6295 

Pediatrics 

March  13-16,  1985 

SPECIAL  SYMPOSIUM  ON  PREVENTION  OF  PEDIATRIC  INFEC- 
TIONS AND  5TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS 
DISEASE  SEMINAR.  Las  Vegas.  Contact  Marian  Troup,  Division 
of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3439 

Toxicology 

March  18-22,  1985 

TOXICOLOGY.  Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Urology 

March  8-10,  1985 

ENDOUROLOGY.  Houston  Contact  Alice  Henderson,  Seminars  Co- 
ordinator, Office  of  Education,  PO  Box  25147,  Houston,  TX  77265 
(713)799-6070 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 


Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1 625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award;  1 
hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 1 5th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 
1500  EAve,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  .77030  (713)799-6020 
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TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Kansas  City,  Mo, 
Oct  8-1 1 , 1984.  Annette  Hoel,  1 740  W 92nd  St,  Kansas  City,  MO 
64114 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION, Boston,  Oct  21 -26,  1984.  Ike  A Mayeda,  30  N 
Michigan  Ave,  Suite  922,  Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  INC,  Tarry- 
town,  NY,  Oct30-Nov2,  1984.  Stephen  M.  Stowe,  MD,  Children's 
Hospital  of  Los  Angeles,  4650  Sunset  Blvd,  Los  Angeles,  CA  90027 

■AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  San  Antonio,  Tex, 
Oct  1 9-24,  1 984.  William  W.  Samuels,  1 828  L Street,  NW,  Suite  608, 
Washington,  DC  20036 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Houston,  Oct 

16- 18,  1984.  Jack  M.  Hardison,  Box  9863,  Austin,  TX  78766 

■AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Dallas,  Oct  7-1 1 , 

1 984.  Dale  Braddy,  91 1 Busse  Hwy,  Park  Ridge,  IL  60068 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Phila- 
delphia, Oct  25-26,  1984.  W.  F.  Chaveas,  19  S 22nd  St,  Philadelphia, 
PA  19103 

■AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  Dallas,  Oct 

1 7- 20,  1 984.  Stan  Butler,  Box  61 91 1 , Dallas,  TX  75261 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Toronto,  Oct 
27-31 , 1 984.  Gardner  W.  McCormick,  1 3 Elm  St,  Manchester,  MA 
09144 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco,  Oct  21  -26, 
1984.  Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  60611 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE,  Boston, 
Oct  21  -26,  1 984.  Ike  A.  Mayeda,  30  N Michigan  Ave,  Suite  922, 
Chicago,  IL  60602 

AMERICAN  DENTAL  ASSOCIATION,  Atlanta,  Oct  20-23,  1 984. 
James  H.  Sweeney,  211  E Chicago  Ave,  Suite  21 14,  Chicago,  IL 
60611 

AMERICAN  DIETETIC  ASSOCIATION,  Washington,  DC,  Oct  15-18, 
1984.  Karen  S.  DelVescovo,  RD,  430  N Michigan  Ave,  Chicago,  IL 
60611 


■AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Dallas,  Oct  24-27 
1984,  Russell  E.  Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Pittsburgh,  Oct 
11-13,  1 984.  Dana  A.  Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  New  Orleans,  0< 
13-17,  1984.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Las 
Vegas,  Oct  9-14, 1984  Charles  A.  Janda,  MD,  120  Oak  Brook  Cen 
ter  Mall,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR 
GEONS,  Las  Vegas.  Oct  9-14, 1984.  Carol  Lazier,  233  N Michigan 
Ave,  Chicago,  IL  60601 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Chicago,  O 
27-Nov  1 , 1 984.  Kathleen  S.  Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

■NATIONAL  DOWN'S  SYNDROME  CONGRESS,  San  Antonio,  Oct 
26-27,  1984.  National  Down’s  Syndrome  Congress,  1640WRoose 
velt  Rd,  Chicago,  IL  60608 

■TEXAS  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF  SPORTS 
MEDICINE,  Austin,  Oct  5-6,  1984.  George  A.  Ordway,  PhD, 
UTHSCD,  5323  Harry  Hines,  Dallas,  TX  75235 

■TEXAS  DERMATOLOGICAL  SOCIETY,  Galveston,  Tex,  Oct  12-14 
1 984.  Philip  W.  Giles,  MD,  1 41 0 Pruett,  Fort  Worth,  TX  76104 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Galveston,  Oct  4-5, 19E 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  Ar 
tin,  TX  78756 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Temple,  Tex,  Oct  18-19 
1984.  Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite 
206,  Austin,  TX  78756 

TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR-  ' 
GEONS,  Las  Vegas,  Oct  9-14, 1984.  Frank  J.  Gerow,  MD,  6560 
Fannin  #1034,  Houston,  TX  77030 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Scotts- 
dale, Ariz,  Oct  25-27,  1984.  Joyce  M.  Gullixson,  1700SWColumt 
Portland,  OR  97201 

NOVEMBER 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Atlanta,  Nov  5-10,  1984. 
Warren  Lang,  MD,  130  S 9th  St,  Suite  810,  Philadelphia,  PA  19101 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STAT 
San  Diego,  Nov  4-9, 1984.  Convention  Manager,  AMSUS,  PO  Bo> 
104,  Kensington,  MD  20895 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO, 
Guadalajara,  Jalisco,  Mexico,  Nov  14-17,1 984.  Kevin  Walker,  81 
W Bethany  Home  Rd,  Phoenix,  AZ  85013. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans,  Nov  4-7,  IS  , 
SMA,  PO  Box  190088,  Birmingham,  AL35219 

■5TH  SOUTHWEST  ASSOCIATION  OF  HISPANIC  AMERICAN  PF 
SICIANS  CONFERENCE,  El  Paso,  Tex,  Nov  9-10,1 984.  Oscar  E. 
Perez,  MD,  125  W Hague,  Suite  340,  El  Paso,  TX  79902 

■TEXAS  MEDICAL  ASSOCIATION,  Nov  9-10, 1984.  C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Tyler,  Tex,  Nov  1-2, 191 . 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  / 5- 
tin,  TX  78756 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston,  Nov  9-1 1 , 1 S I. 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  / s- 
tin,  TX  78756 
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322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


Ifflarlut,  ®exas  76661  TELEPHONE: 

(817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  EA.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W.  Hughes,  M.D. 

ALLERGY 

S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
♦DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 
J.  M.  Brown,  M.D.,  F.A.C.R. 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D 
E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 
♦NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

♦DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

ADMINISTRATOR 
J.  D.  Norris,  Jr 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr  J.  W Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
♦ Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E Magers,  M.D.,  D A B.I  M 
Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D  , Gastroenterology  & Endoscopy 
Landon  W Stewart,  M.D,  D.A.B. I.M. 

Cloyce  L.  Stetson,  Jr  .,  M.D  , D A B I.M. 

David  S.  Sowell,  III,  M.D,  D A B I M , Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B.  Rhu, 

F.A.C.P , Rheumatology 
W.  Mark  Armstrong,  M.D,  D A B I.M. 

Sam  W.  Waters,  M.D. 

Steven  P.  Bowers,  M.D,  DAB  I.M. 

Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  D.A.B.  Rhu,  F.A.C.P., 
F.C.C.P.  Arthritis  and  Connective  Diseases 
W.  Mark  Armstrong,  M.D.,  D.A.B. I.M. 

Sam  W.  Waters,  M.D. 

Steven  P.  Bowers,  M.D.,  D.A.B. I.M. 

Elizabeth  M.  Polanco,  M.D. 

Robert  C.  Dinwiddle,  M.D.,  Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D  , D A B O G.,  F A C.O  G 
Vernie  D.  Bodden,  M.D.,  D.A.B  O.G.,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D.A.B  P , F.A.A.P 
P E.  Luecke,  Jr,  M.D , D A B P.,  F.A.A.P 
Peter  C.  Ray,  M.D 

GENERAL  SURGERY 

George  P Fosmire,  M.D.,  D A B S , F.A.C.S. 

Charles  W.  Coleman,  M.D,  D A B S 


RADIOLOGY 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D,  D.A.B.R. 

DERMATOLOGY 

William  N New,  M.D.,  F.A_A.D,  F.A.C.P 
Constance  Shadwick,  M.D,  D.A.B  D 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D,  D A B O. 

OPHTHALMOLOGY 

James  M.  Copps,  M.D,  D A B.O. 

R.  Roy  Whitaker,  M.D  , D A B O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F.  Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B.S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D.,  Surgery 

B.  Celia  Slaughter,  M.D,  D.A.B  P , F.A.A.P 

John  B Bourland,  M.D.,  D A B O G. 

John  B Allen,  M D,  D.A.B. I.M. 


UROLOGY 

Harry  M.  Spence,  M.D  , D.A.B.U.,  F.A.C.S. 
William  H Hoffman,  M.D,  D.A.B.U,  F.A.C.S. 
Richard  B Dulany,  M.D.,  D.A.B.U,  F.A.C.S. 


COMPLETE 

LABORATORY 

DOCUMENTATION15...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights’ 4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANEs 

flurazepam  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
12: 691-697,  Jul-Aug  1971  2.  Kales  A et  al  Clin  Phar- 
macol Ther  18: 356-363,  Sep  1975  3.  Kales  A et  al 
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product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
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during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
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activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
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Community  radiation  therapy  centers 

Radiation  therapy  has  made  a major  contribution  to  the  im- 
proved quality  of  care  of  the  cancer  patient,  but  complex  and 
expensive  equipment  and  facilities  are  involved  in  the  effec- 
tive use  of  this  modality.  Centralization  of  these  radiation 
therapy  facilities  is  usually  the  most  efficient  way  to  minimize 
costs  while  providing  high-quality  patient  care.  Centralization 
not  only  achieves  cost  reduction,  but  also  it  ensures  more 
effective  utilization  of  manpower. 

These  considerations,  together  with  the  need  for  the  can- 
cer patient  to  receive  quality  cancer  care  within  reasonable 
distance  from  his  or  her  home,  family,  friends,  and  livelihood, 
have  generated  the  development  of  the  community  radiation 
treatment  centers. 

Each  of  the  community  radiation  centers  was  established 
and  operated  by  local  tax  exempt  foundations  which  were 
specifically  formed  to  furnish  radiation  therapy  facilities  for 
cancer  management.  The  goal  of  the  community  radiation 
therapy  centers  has  been  well  expressed  in  the  foundations’ 
articles  of  incorporation.  The  purpose  of  each  community 
center  is  to  make  available  the  best  in  radiotherapy  facilities 
and  personnel  to  patients  living  in  its  respective  area  without 
regard  to  race,  creed,  color,  or  ability  to  pay.  The  institution  is 
not  to  compete  with  the  equipment  in  other  area  hospitals, 
but  will  make  available  advanced  equipment  and  personnel 
that  are  not  practical  or  economically  feasible  tor  the  area 
hospitals  where  the  case  load  is  small.  The  facilities  are 
available  for  teaching  and  for  training  technical  and  medical 
personnel  as  deemed  necessary  in  each  locality.  Seven  of 
these  truly  independent  therapy  centers  have  been  in  opera- 
tion in  Texas  for  at  least  ten  years.* 

In  February  1 954  cobalt  therapy  was  used  in  Texas  for  the 
first  time.  This  introduced  the  era  of  large,  heavy  machines 
which  needed  more  massive  construction  for  proper  shield- 
ing. From  this  series  of  cobalt  therapy  units  we  entered  the 
phase  of  accelerators  generating  rays  at  a million  volts  or 
more.  The  early  super-voltage  machines,  such  as  the  be- 
tatron and  Van  de  Graaff,  were  massive.  These  have  been 
constantly  modified,  improved,  and  reduced  in  size,  but  have 
increased  in  price. 

In  1968  the  American  College  of  Radiology  appointed  a 
Commission  on  Cancer  Management.  The  purpose  was  two- 
fold: to  comply  with  the  objectives  of  the  federal  Regional 
Medical  Program  and  to  offer  advice  and  direction  in  cancer 
care  without  duplication  of  expensive  and  sophisticated  radi- 
ation therapy  equipment. 

The  first  meeting  of  the  commission  was  held  in  Chicago 
with  representatives  of  the  Commission  on  Cancer  of  the 

’Allan  Shivers  Radiation  Therapy  Center  (Austin),  Cancer  Therapy  and  Re- 
search Foundation  of  South  Texas  (San  Antonio),  The  Don  and  Sybil  Har- 
rington Cancer  Center  (Amarillo),  East  Texas  Cancer  Center  (Tyler),  El  Paso 
Cancer  Treatment  Center,  Moncrief  Radiation  Center  (Fort  Worth),  Rio  Grande 
Cancer  Treatment  Center  (McAllen). 
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American  College  of  Surgeons.  The  two  groups  agreed  to 
follow  the  regionalization  program  of  the  American  College  of 
Surgeons  and  to  appoint  radiologists  as  chairmen  in  each 
region  to  coordinate  the  activity. 

The  primary  business  was  to  decide  on  the  name  and  type 
of  facility  to  recommend.  Representatives  from  the  two 
groups  felt  that  the  term  cancer  center  would  be  misin- 
terpreted and  a threat  to  other  physicians  treating  this  dis- 
ease. The  representatives  also  noted  that  few  hospitals  have 
enough  cancer  patients  needing  radiation  therapy  to  support 
an  adequate  radiation  therapy  facility. 

It  was  further  pointed  out  that  neither  hospitals  nor  physi- 
cians wanted  their  patients  dependent  on  another  facility  for 
their  care.  It  was  realized  that  each  wanted  its  own  even  if  in 
some  situations  the  facility  was  not  adequate.  In  most  cases 
the  patient’s  disease  had  to  adapt  to  the  equipment  available 
rather  than  having  a facility  that  could  adapt  to  the  patient’s 
disease. 

As  a result  of  this  lengthy  discussion,  the  representatives 
recommended  that  the  facilities  be  nonprofit  and  indepen- 
dent, that  they  be  affiliated  with  any  recognized  hospital  in 
the  area,  that  any  qualified  radiation  therapists  (oncologists) 
could  apply  for  staff  privileges  and,  being  duly  elected,  treat 
their  patients  in  the  facility.  Furthermore,  to  fulfill  its  obligation 
as  a true  community  radiation  therapy  facility,  each  commu- 
nity center  would  treat  all  patients  without  regard  to  race, 
color,  creed,  or  finances. 

To  comply  with  all  of  these  things  was  simply  to  offer  a 
community  the  best  in  radiation  therapy,  as  a noncompetitive 
situation  available  to  any  qualified  physician  and  his  patient. 
The  name  “Community  Radiation  Therapy  Center”  was 
recommended. 

In  some  areas  these  community  radiation  therapy  centers 
were  readily  accepted  and  brought  to  the  communities  the 
state-of-the-art  facilities  and  staff.  They  also  attracted  well 
trained  radiation  therapists  to  treat  the  cancer  patient. 

But  unexpected  problems  surfaced.  Even  though  these 
centers  were  carrying  out  federal  regulations  of  non- 
duplicating and  sharing  of  expensive  facilities,  the  third  party 
carriers  for  Medicare  and  Medicaid  refused  to  reimburse 
them  for  services  rendered,  because  they  were  neither  a 
hospital  nor  a doctor’s  office.  This  was  partially  overcome  by 
calling  the  inequity  to  the  attention  of  certain  senators.  Most 
hospitals  have  been  pleased  to  have  these  facilities  avail- 
able to  their  patients  without  the  investment  and  continual 
support. 

There  have  been  certain  problems  not  only  in  remunera- 
tion, but,  at  times,  transportation  of  hospital  patients.  Gener- 
ally 85%  to  90%  of  the  patients  treated  in  a center  are 
outpatients.  In  most  instances  the  centers  are  adjacent  to  a 
hospital,  and  this  has  been  generally  accepted  so  long  as  the 
centers  have  their  own  identity,  access,  and  independence. 

These  facilities  have  generally  continued  as  a community 
asset,  bringing  the  best  in  radiation  therapy  to  those  having 
cancer  and  in  many  instances  attracting  medical  oncologists 
and  other  specialists  to  the  area.  In  most  areas  where  medi- 
cal schools  exist,  these  community  centers  have  brought 
together  the  “town  and  gown”  physicians  to  improve  commu- 
nication and  patient  care.  In  fact,  one  facility  constructed  a 
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102-seat  auditorium  in  which  the  various  specialty  “town  and 
gown"  groups  in  the  city  have  their  meetings  and  cancer  con- 
ferences. This  cooperative  effect  has  not  been  experienced 
when  the  radiation  therapy  is  in  one  dominant  institution. 

The  main  concern  for  the  future  seems  to  be  twofold.  The 
first  and  foremost  is  funding.  What  will  be  the  source  of  funds 
as  the  alphabetical  agencies  and  regulations  of  the  govern- 
ment continue  to  be  developed?  The  second  is  the  establish- 
ment of  smaller,  less  sophisticated  facilities  with  private 
funds,  not  requiring  a certificate  of  need.  These  are  strictly 
outpatient  facilities.  This  will  probably  deprive  some  hospital 
patients,  as  well  as  the  medically  indigent,  adequate  treat- 
ment. Such  facilities  also  reduce  the  patient  income  of  the 
centers,  making  it  more  difficult  for  the  centers  to  deliver  the 
best  in  radiation  therapy  to  all  persons  referred. 

In  summary,  the  community  radiation  therapy  centers  are 
an  asset  to  a region  as  independent  cooperative  facilities. 
They  can  function  well  with  both  academic  and  private  physi- 
cians. Any  facility  recognized  to  take  care  of  cancer  patients 
may  become  affiliated  with  it.  Any  qualified  radiation  on- 
cologist adhering  to  staff  regulations  can  treat  his  or  her  pa- 
tients in  it.  Any  person,  regardless  of  race,  creed,  color,  or 
finances  is  eligible  for  treatment. 

The  centers  bring  the  best  in  one  important  phase  of  can- 
cer management  to  the  areas  they  serve.  They  are  a support 
to  physicians  in  the  care  of  their  cancer  patients. 

In  my  opinion  their  main  threat  comes  from  the  govern- 
ment and  third  party  carriers.  The  centers  truly  try  to  prevent 
unnecessary  duplication,  but  due  to  selfish  pride  of  institu- 
tions their  future  is  in  question. 

Robert  D.  Moreton,  MD 

Vice  President  for  Patient  Affairs,  The  University  of  Texas  System  Cancer 

Center,  M.D.  Anderson  Hospital  and  Tumor  Institute,  Texas  Medical  Center, 

Houston,  TX  77030.  Send  reprint  requests  to  Dr  Moreton. 

H.O.  McKenzie 

Consultant,  American  College  of  Radiology. 


Prevention  of  burn  injuries 

Since  it  was  observed  by  Bortkiewicz  in  the  last  century  that 
certain  Prussian  cavalrymen  were  more  likely  than  others  to 
be  kicked  by  their  horses,  there  has  been  speculation  about 
the  existence  of  an  “accident  prone”  personality.  Although 
the  concept  remains  controversial,  it  is  clear  that  certain  sets 
of  circumstances  are  associated  with  increased  accident 
risk,  an  obvious  example  being  drinking  and  driving.  The  data 
presented  by  Drs  Vogtsberger  and  Taylor  in  this  issue  of 
Texas  Medicine  (p  43)  show  that  burns  are  not  random 
events,  but  are  often  associated  with  identifiable  risk  factors. 
This  information  creates  possibilities  for  prevention  in  which 
physicians  have  an  important  role. 

Although  the  death  rate  for  burn  injuries  has  decreased  by 
two  thirds  since  1910,  the  suffering  and  loss  of  life  caused  by 


burns  remain  enormous.  The  death  rate  from  fires  is  ap- 
proximately three  per  100,000  at  present,  a total  of  5,800 
deaths  annually.  The  young  and  old  are  particularly  at  risk: 
the  death  rate  for  children  less  than  4 years  old  is  twice  as 
high,  and  for  persons  over  75  it  is  five  times  as  high  as  the 
rate  for  those  between  the  ages  of  5 and  44. 

For  those  who  survive  severe  burns,  there  is  a tragic  after- 
math  of  suffering  and  loss.  It  is  estimated  that  100,000  per- 
sons annually  are  hospitalized  for  two  days  or  more  due  to 
burns.  The  physical  and  psychological  sequelae  of  severe 
burns  are  well  known.  My  own  introduction  to  this  occurred  in 
1 946  when  I started  my  internship  in  Boston.  One  of  the  pa- 
tients assigned  to  me  was  still  undergoing  surgical  proce- 
dures after  being  burned  in  the  Cocoanut  Grove  fire  in  1942. 
The  suffering  associated  with  four  years  of  pain  and  discom- 
fort, inability  to  function,  personal  loss,  and  disfigurement 
was  obviously  enormous. 

Although  491  people  died  in  the  Cocoanut  Grove  fire,  most 
burns  are  not  associated  with  such  disasters.  Eighty  percent 
of  burn  accidents  occur  in  the  home  with  the  majority  at- 
tributed to  appliances,  especially  stoves,  ovens,  and  ranges. 
Many  of  the  remainder  are  caused  by  smoking  materials, 
electric  wiring,  candles,  and  fireplaces.  In  children  less  than 
3 years  old,  scalding  is  the  most  common  cause  of  burns, 
while  in  young  children  above  that  age,  burns  due  to  ignited 
clothing  predominate.  There  are  more  deaths  among  girls 
because  of  the  larger  number  of  clothing  burns. 

Information  about  psychosocial  factors  associated  with 
burns  has  identified  high-risk  groups  that  can  be  the  focus  for 
preventive  education  by  physicians.  The  data  gathered  by 
Drs  Vogtsberger  and  Taylor  show  that  older  women  with 
physical  and  mental  impairment  are  susceptible  to  burns, 
particularly  in  the  kitchen,  while  men  who  are  drinking  are  at 
risk  while  working  around  automobiles.  Although  children  are 
not  included  in  the  present  study,  it  is  known  that  the  high 
death  rate  from  burns  in  young  children  is  associated  with 
factors  that  are  largely  preventable.  Just  as  information  from 
physicians  has  increased  the  use  of  car  seats  for  children, 
parents  of  young  children  should  receive  information  about 
burn  prevention  during  visits  to  physicians  and  well  baby 
clinics.  Most  burn  injuries  in  young  children  are  due  to  clothing 
ignition  or  scalding  and  often  involve  children  who  are  unat- 
tended. Parents  with  this  knowledge  can  help  prevent  inju- 
ries. Smoke  alarms  and  rooms  with  more  than  one  access, 
such  as  a window,  also  reduce  the  risk.  While  fire  prevention 
is  a broad  task,  involving  factors  such  as  construction  codes 
and  standards  for  nonflammable  clothing,  the  physician  has 
an  important  role  in  efforts  aimed  at  vulnerable  groups  such 
as  the  young  and  the  aged. 

Don  E.  Flinn,  MD 

Professor  and  Chairman,  Department  of  Psychiatry,  Texas  Tech  University 

Health  Sciences  Center,  Lubbock,  TX  79430 
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PLAZA 


MEDICAL 


CENTER 


PLAZA  MEDICAL  CENTER  REDEFINES  what  a mod 


ern  medical  office  building  can  be.  In  beauty.  In  efficiency.  In 


a totally  planned  environment  that  contributes  to  the  lives  of 


people  who  richly  deserve  it.  Occupancy  begins  soon.  And 


prime  spaces  are  still  available  at  competitive  prices.  See  Plaza 


Medical  Center,  1200  Binz,  north  of  Park  Plaza  Hospital  and 


the  Texas  Medical  Center.  For  information  please  call  John 


Hansen  Investment  Builder,  961-7700 


NEWS 


TMA  IN  ACTION 

House  of  Delegates  to  meet 
Nov  9-10  at  Austin  Hyatt 

The  Texas  Medical  Association  House 
of  Delegates  will  meet  Nov  9-1 0 at  the 
Austin  Hyatt  Regency  to  consider 
board,  council,  and  committee  reports. 

Association  members  may  address 
issues  before  the  House  during  refer- 
ence committee  hearings  Friday,  Nov  9. 
Reference  committees  recommend 
House  action  on  each  report. 

As  TMA's  policy-making  body,  the 
delegates  can  approve,  disapprove, 
amend,  or  refer  reports,  and  make  spe- 
cific assignments  to  any  board,  council, 
or  committee. 

The  House  comprises  more  than  300 
members,  including  elected  represen- 
tatives from  county  medical  societies, 
ex  officio  members  from  the  Executive 
Board  and  Board  of  Councilors,  chair- 
men of  seven  councils,  and  members  of 
the  Texas  Delegation  to  the  American 
Medical  Association. 

During  the  upcoming  meeting, 
Charles  Max  Cole,  MD,  Dallas,  will  re- 
ceive the  association’s  highest  honor, 
the  Distinguished  Service  Award. 

Delegates  also  will  have  the  oppor- 
tunity to  attend  the  University  of  Texas- 
University  of  Houston  football  game. 

Judge  agrees  with  TMA 
on  psychotropic  drug  therapy 

Acting  as  a “friend  of  the  court,”  Texas 
Medical  Association  helped  persuade  a 
judge  that  involuntarily  committed  men- 
tal patients  should  not  be  allowed  to 
supersede  the  authority  of  a profes- 
sional review  and  refuse  psychotropic 
drug  therapy. 

Justice  Barefoot  Sanders,  US  district 
judge  for  the  Northern  District  of  Texas, 
Dallas  Division,  based  his  decision  on 
arguments  from  TMA,  the  Texas  De- 
partment of  Mental  Health  and  Mental 
Retardation,  and  the  United  States  De- 
partment of  Justice. 

The  judgment  applied  to  a proposed 
rule  that  would  allow  an  involuntarily 


committed  patient  in  a state  mental 
hospital  to  refuse  psychotropic 
medication. 

The  association  supported 
TDMHMR’s  regulations  providing  that 
an  involuntarily  committed  patient  could 
request  a review  by  another  physician  if 
the  patient  objects  to  psychotropic 
medication. 

TDMHMR  rules  allow  a review  by  an 
independent  clinical  psychiatrist  when 
an  involuntarily  committed  patient  who 
is  competent  to  understand  the  conse- 
quence of  his  action  objects  to  the 
medication. 

After  studying  the  various  briefs, 
Judge  Sanders  supported  TDMHMR’s 
rules  with  only  one  alteration.  That  al- 
teration permits  a committed  patient 
who  withholds  his  or  her  consent  to  de- 
lay psychotropic  drug  therapy  until  the 
professional  review  has  been  com- 
pleted, except  in  an  emergency. 

Association  of  Blood  Banks 
meets  Oct  20  in  San  Antonio 

In  keeping  with  the  Texas  frontier  spirit, 
the  American  Association  of  Blood 
Banks  and  Texas  Medical  Association 
will  sponsor  a “Hemotherapy  Round- 
up" Saturday,  Oct  20,  at  the  San  An- 
tonio Marriott  Hotel. 

The  symposium  will  provide  up-to- 
date  information  for  all  practicing  phy- 
sicians who  order  blood  or  blood 
components  for  their  patients. 

Physician  experts  will  focus  on  uti- 
lization of  type  and  screen,  antenatal 
RH  immune  globulin,  risks  of  transfu- 
sion, emergency  transfusion,  available 
blood  components  and  their  correct 
use,  dealing  with  laboratory  personnel 
when  problems  arise,  and  transfusion 
practices. 

Margie  B.  Peschel,  MD,  chairman  of 
Texas  Medical  Association’s  Com- 
mittee on  Blood  Banking  and  Blood 
Transfusion  and  medical  director  of  the 
Carter  Blood  Center,  Fort  Worth,  will 
lead  the  program  and  lecture. 

The  faculty  include  Richard  H. 
Walker,  MD,  William  Beaumont  Hospi- 


tal, Royal  Oak,  Mich;  Asa  Barnes,  Jr, 
MD,  Memorial  Hospital  Medical  Center, 
Long  Beach,  Calif;  and  Herbert  Polesky, 
MD,  Minneapolis  War  Memorial  Blood 
Bank,  Minneapolis. 

Completing  the  program  are  Toby 
Simon,  MD,  United  Blood  Services,  Al- 
buquerque; Melanie  S.  Kennedy,  MD, 
Ohio  State  University  Hospital,  Colum- 
bus, Ohio;  and  Byron  A.  Myhre,  MD, 
Harbor  General  Hospital,  Torrance, 
Calif. 

The  program  meets  the  criteria  for 
continuing  medical  education  credit 
with  the  American  Academy  of  Family 
Physicians.  It  also  qualifies  for  credit 
under  Category  I of  the  American  Medi- 
cal Association’s  Physician’s 
Recognition  Award. 

A $25  registration  fee  includes  lunch 
and  a physicians’  handbook,  “Blood 
Transfusion  Therapy.”  For  further  infor- 
mation, contact  Margie  B.  Peschel,  MD, 
Carter  Blood  Center,  1263  W Rose- 
dale,  Fort  Worth,  TX  76104;  phone 
(817)335-4935. 

Ernst  & Whinney  to  conduct 
TMA  management  study 

As  authorized  by  the  Board  of  Trustees, 
Texas  Medical  Association's  execu- 
tive director  has  retained  the  firm  of 
Ernst  & Whinney  to  conduct  a man- 
agement study  of  TMA  and  its  sister 
organizations. 

The  study  is  expected  to  take  approx- 
imately ten  weeks  and  will  focus  on 
three  areas:  (1 ) how  to  ensure  con- 
tinued cooperation,  liaison,  and 
utilization  of  resources  among  TMA, 
Texas  Medical  Foundation  (TMF), 

Texas  Medical  Liability  Trust  (TMLT), 
and  Texas  Medical  Insurance  Trust 
(TMIT);  (2)  TMA’s  organizational  struc- 
ture and  governing  bodies;  and  (3)  TMA 
staff  organization  and  functions. 

Ernst  & Whinney  also  will  prepare  a 
management  successor  plan  in  antic- 
ipation of  the  retirement  of  TMA's 
executive  director  and  assistant  execu- 
tive director  at  the  end  of  1 986. 

The  firm  has  requested  that  a high 
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ilitv  Insurance 


I found  that  my 

Texas  Medical  Association 

Long  Term  Disability  Insurant 

SERVES  ME  BEST! 


It  offers  SOLID  PROTECTION  for  Long  Term  TOTAL  and  PARTIAL  disability.  I found 
no  need  to  spend  money  on  options  for  my  disability  coverage. 


The  low  cost  of  TMA’S  SOLID  PROTECTION  enables  me  to  purchase  a larger  monthly 
benefit.  This  means  that  should  I become  totally  disabled,  the  larger  monthly  benefit  is 
THEN  payable.  No  waiting  for  “IF”  and  “WHEN”  optional  benefits  to  become  effective 
should  my  disability  be  lengthy. 


My  larger  monthly  benefit  for  total  disability  enhances  the  value  of  my  benefit  for  long 
term  partial  disability.  It’s  simple  . . . Payments  for  partial  disability  are  a percentage  of 
the  monthly  benefit  for  total  disability. 


With  these  proven  facts , my  next  move  is  to  apply  to  increase  my 
monthly  benefit  to  TMA’s  new  $7000  maximum. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

1901  N.  Lamar  Blvd.  Austin,  Texas  78705  1-800-252-9318 


Prudential 

Grouplnsurance 


TEXAS  MEDICINE 


level  advisory  committee  act  as  a 
"sounding  board"  for  preliminary  find- 
ings and  recommendations.  George  G. 
Alexander,  MD,  TMA  president,  will 
appoint  a committee  of  medical  lead- 
ership, with  representation  from  TMA, 
TMF,  TMLT,  and  TMIT.  Ernst  & Whinney 
was  the  winner  in  bidding  from  three 
nationally  recognized  consulting  firms. 

It  is  an  international  organization  with 
1 1 7 offices  in  the  United  States  and 
300  offices  worldwide. 

In  its  proposal,  the  firm  noted  that 
such  a study  offers  many  benefits,  in- 
cluding a detailed  documentation  of  the 
strengths  and  weaknesses  of  an  orga- 
nization. Additionally,  the  proposal 
pointed  out,  employee  involvement  in 
the  diagnostic  phase  of  the  study  will 
encourage  better  acceptance  of  organi- 
zational and  operational  changes. 

"Through  a critical  review,  many  or- 
ganizations have  found  that  they  were 
able  to  make  more  effective  use  of  lim- 
ited resources  while  better  meeting 
their  strategic  objectives,"  the  proposal 
noted. 

HEALTH  LINE 

TDH  continues  use 
of  pertussis  vaccine 

The  Texas  Board  of  Health  urges  the 
continued  use  of  immunization  against 
whooping  cough.  Despite  some  contro- 
versy over  the  pertussis  vaccine,  board 
members  voted  their  support  of  the 
Texas  Department  of  Health's  use  of 
the  diphtheria-tetanus-pertussis  (DTP) 
vaccine. 

The  health  department  purchases 
DTP  vaccine  from  commercial  phar- 
maceutical manufacturers  and 
distributes  it  free  to  local  health  depart- 
ments around  the  state.  In  June,  the 
manufacturer  of  DTP  vaccine  under 
contract  with  the  TDH  announced  it  was 
discontinuing  its  production  because  of 
the  high  costs  involved  in  defending 
against  lawsuits  over  the  vaccine’s  in- 
frequent, harmful  side  effects. 


Commissioner  of  Health  Robert 
Bernstein,  MD,  says  that  the  depart- 
ment will  continue  to  provide  pertussis 
vaccine  for  Texas  children  who  cannot 
get  it  otherwise.  He  added  that  the  TDH 
also  urges  the  continued  acceptance  of 
DTP  immunizations  by  the  public  and 
its  careful  and  controlled  use  by  private 
physicians. 

"The  pertussis  vaccine  infrequently 
causes  reactions  which  on  very  rare  oc- 
casions are  serious.  The  important 
thing,  however,  is  that  it  does  provide 
the  needed  protection  against  whoop- 
ing cough,”  Dr  Bernstein  said. 

He  explained  that  in  1934  there  were 
265,269  reported  cases  of  pertussis  in 
the  country  and  7,51 8 deaths.  In  1 983, 
there  were  2,258  cases  and  fewer  than 
10  deaths. 

In  addition  to  supporting  the  con- 
tinued use  of  the  vaccine,  the  Board  of 
Health  recommended  that  the  TDH 
support  efforts  to  promote  federal  legis- 
lation which  would  limit  the  liability 
related  to  producing  the  vaccine.  Such 
legislation  would  allow  pharmaceutical 
companies  to  produce  the  vaccine  at 
reasonable  prices. 


Low  birth  weight  and 
child  development  studied 

The  University  of  Texas  Health  Science 
Center  (UTHSC)  at  Dallas  is  among  the 
institutions  chosen  by  the  Robert  Wood 
Johnson  Foundation  to  receive  grant 
awards  under  its  Infant  Health  and  De- 
velopment Program. 

The  grants  are  for  a two-year  period, 
with  second  phase  grants  anticipated 
for  two  more  years. 

The  study  is  designed  to  test  the 
efficacy  of  combining  comprehensive 
pediatric  care  with  developmental  and 
educational  services  for  the  prevention 
of  health  and  learning  problems  among 
low  birth  weight  infants. 

At  each  institution  involved  in  the 
study,  135  low  birth  weight  infants  will 
be  enrolled  and  randomly  assigned  to 
one  of  two  treatment  levels.  In  both 


groups  infants  will  receive  full  continu- 
ing pediatric  care  and  developmental 
assessment.  In  addition,  infants  in  one 
of  the  groups  will  receive  special  ser- 
vices both  in  the  home  with  parental 
education  and,  beginning  at  age  1 , in 
the  child  development  center. 

The  program  is  being  administered 
for  the  Robert  Wood  Johnson  Founda- 
tion by  Ruth  T.  Gross,  MD,  a senior 
program  consultant  for  the  foundation 
and  a professor  of  pediatrics  at  Stan- 
ford University. 

Robert  Lasky,  PhD,  associate  pro- 
fessor of  pediatrics  at  UT  Southwestern 
Medical  School,  is  the  director  of  the 
project  at  the  health  science  center  in 
Dallas. 

Other  recipients  of  the  grant  awards 
are  the  schools  of  medicine  at  the  Uni- 
versity of  Arkansas,  Harvard  University, 
the  University  of  Miami,  the  University 
of  Pennsylvania,  the  University  of 
Washington,  Yale  University,  and 
Yeshiva  University  (Albert  Einstein  Col- 
lege of  Medicine). 

Pediatric  trauma  center 
offers  treatment,  research 

Severely  injured  children  are  being 
treated  in  the  Pediatric  Trauma  Center 
at  Parkland  Memorial  Hospital,  the  first 
facility  in  the  nation  to  combine  inten- 
sive care  treatment,  trauma  research, 
and  medical  education.  This  special 
care  center  is  designed  solely  for  treat- 
ing severely  injured  children  up  to  14 
years  of  age. 

Dale  Coin,  MD,  chairman  of  pediatric 
surgery  at  The  University  of  Texas 
Health  Science  Center  at  Dallas,  is  the 
medical  director  of  the  center.  Physi- 
cians treating  the  children  include 
specialists  in  pediatrics,  surgery,  neu- 
rology, radiology,  and  psychiatry. 

One-to-one  nursing  is  provided  for 
the  critically  injured  children.  For  acute 
care  beds  there  is  one  nurse  for  every 
two  patients. 

The  collective  expertise  and  special- 
ized facilities  in  the  Pediatric  Trauma 
Center  create  an  environment  particu- 
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larly  suited  for  research,  says  Dr  Coin. 
“Having  all  these  children  in  one  area, 
we  can  learn  a lot  about  rehabilitation 
as  well  as  what  is  best  as  far  as  early 
treatment  is  concerned.  We  hope  to 
gain  new  information  about  treatment 
of  children  with  head  injuries  and  the 
nutritional  aspects  of  recovery  from  se- 
rious injuries. 

“We’re  simply  scratching  the  surface 
as  far  as  what  is  the  best  method  of  tak- 
ing care  of  injured  children,”  Dr  Coin 
continued.  “Trauma  care  in  this  country 
lags  behind  care  in  other  areas  such  as 
cancer  and  heart  disease.” 

The  Pediatric  Trauma  Center  serves 
as  an  information  resource,  gathering 
demographic  and  treatment  data, 
sponsoring  seminars  and  outreach 
educational  programs,  and  serving  as  a 
public  information  source  for  identifica- 
tion and  elimination  of  known  hazards 
for  children.  The  center  is  a teaching  fa- 
cility for  medical  residents,  physicians, 
nurses,  and  other  medical  profes- 
sionals specializing  in  pediatric  trauma. 

Initial  funding  for  the  Pediatric 
Trauma  Center  was  provided  by  the 
1982  Crystal  Charity  Ball.  Ron  J. 
Anderson,  MD,  chief  executive  officer 
of  Parkland  Memorial  Hospital  and  as- 
sociate professor  of  internal  medicine 
at  the  health  science  center,  says  pri- 
vate philanthrophy  continues  to  be 
necessary. 

Birth,  death  statistics 
included  in  TDH  report 

According  to  the  Texas  Department  of 
Health  publication,  Texas  Vital  Statis- 
tics 1983,  the  death  rate  during  1983 
remained  at  an  all-time  low  for  Texas  of 
7.3  deaths  per  1 ,000  population. 

Heart  disease  continued  as  the 
number  one  cause  of  death  in  Texas 
during  1983.  Following  the  39,849 
deaths  due  to  heart  disease  were 
deaths  related  to  cancer  (23,358);  cere- 
brovascular disease  (8,91 4);  accidents 
(7,275);  bronchitis,  emphysema, 
asthma,  and  allied  conditions  (3,535); 
pneumonia  and  influenza  (2,919); 
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homicide  (2,322);  suicide  (2,066);  dia- 
betes mellitus  (1 ,954);  and  certain 
conditions  originating  in  the  perinatal 
period  (1 ,545). 

Other  data  presented  in  the  TDH 
publication  include  statistical  and  medi- 
cal information  contained  in  records  of 
birth,  death,  fetal  death,  marriage,  and 
divorce. 

Texas  Vital  Statistics  1983  presents 
the  information  most  frequently  re- 
quested as  well  as  historical  informa- 
tion identifying  trends  in  vital  events. 
These  data  are  needed  to  carry  out 
health  programs,  for  medical  research, 
for  population  estimates,  and  to  meet 
other  needs  of  governmental  agencies 
and  the  private  sector. 

The  reports  are  available  upon  re- 
quest to  the  TDH  Statistical  Services 
Division  of  the  Bureau  of  Vital  Statis- 
tics, 1 100  W 49th  St,  Austin,  TX  78756; 
phone  (512)458-7362. 

Resource  service  targets 
retinal  degenerative  diseases 

A new  Information  and  Resources  Ser- 
vice to  assist  persons  affected  by 
retinitis  pigmentosa  (RP)  and  other 
retinal  degenerative  diseases  began 
operation  in  July  at  the  Texas  Tech 
University  Health  Sciences  Center 
(TTUHSC)  department  of  ophthalmol- 
ogy and  visual  sciences. 

Established  nationwide  by  the  Reti- 
nitis Pigmentosa  Foundation  Fighting 
Blindness  of  Baltimore,  Md,  the  Infor- 
mation and  Resource  Service  helps 
children  and  adults  affected  by  RP  find 
and  make  effective  use  of  the  services 
and  resources  available  within  each 
community. 

Community  volunteers  compile  a list 
of  the  available  resources,  including 
clinics,  services,  and  institutions  for  the 
blind  and  visually  handicapped;  diag- 
nostic and  detection  facilities  including 
electroretinography  examination;  em- 
ployment and  vocational  guidance; 
genetic  counseling;  psychiatric  and 
psychological  services;  schools  for  the 
blind  and/or  deaf;  transportation  assis- 


tance; and  financial  and  employment 
counseling. 

According  to  Rockefeller  S.L.  Young, 
PhD,  director  of  the  service  and  associ- 
ate professor  of  ophthalmology  and 
visual  sciences  at  the  health  science 
center,  “Another  prime  responsibility  of 
the  information  and  resource  program 
is  to  serve  as  a referral  center  for  the 
individual  or  agency  seeking  assistance 
in  selecting  and  using  the  most  appro- 
priate source.” 

For  further  information  write  the  RP 
Foundation  Fighting  Blindness  In- 
formation and  Resource  Service,  De- 
partment of  Ophthalmology,  Texas 
Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430;  or  call 
(806)762-3508. 

In  other  parts  of  the  state,  the  ser- 
vices are  available  through  the  Dallas 
and  Houston-Gulf  Coast  chapters  of 
the  RP  Foundation  Fighting  Blindness 
and  through  the  Fort  Worth  Volunteer 
Information  Resource  Center. 

SOCIOECONOMICS 

HCFA  accepts  TMF 
as  Texas  PRO 

The  Health  Care  Financing  Administra- 
tion (HCFA)  has  “technically  accepted” 
Texas  Medical  Foundation’s  second  ap- 
plication to  be  named  as  the  state’s 
Peer  Review  Organization  (PRO). 

HCFA  notified  TMF  of  the  decision 
Aug  22,  according  to  Robert  King,  TMF 
executive  director. 

At  press  time,  Mr  King  predicted  that 
formal  contract  negotiations  would  be- 
gin “on  or  soon  after  Sept  1 5,  with  an 
Oct  1 designation,  or  Nov  1 , at  the 
latest.\’  1 

HCFA  rejected  TMF’s  first  application 
for  PRO  desigation,  terming  it  “tech- 
nically inadequate”  in  three  main  areas: 
(1 ) it  did  not  establish  measurable  ad- 
mission and  quality  objectives  for 
hospitals,  (2)  the  data  collection  and 
analysis  plan  lacked  specificity,  and 
(3)  the  start-up  time  frame  included  six 
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Alcoholism  could  be  fatal. 
We  can  help  you  help 
your  patients. 


The  complications  and  consequences  of 
alcohol  addiction  are  numerous  and  often 
tragic.  Schick  Shadel’s  proven  treatment  pro- 
gram can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike  other  pro- 
grams that  rely  almost  entirely  on  psychiatric 
counseling,  ours  is  based  on  the  scientific 
concept  of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in  just 
10  days  of  counter-conditioning  treatments. 
Also,  our  treatment  plans  are  covered  by  most 
insurance  plans,  including  Medicare. 

Since  1935  we’ve  helped  more  than  35,000 
people  quit  drinking  and  lead  happier  lives. 


We  can  help  you  help  your  patients,  too. 

For  more  information,  contact  Chief 
of  Medical  Staff,  Dr.  Eck  G.  Prud’homme, 

Jr.,  M.D. 

Where  craving  for  alcohol  ends  and  a new  life 
begins. 


Schick 

Shade! 

Hospital 


4101  Frawley  Drive 
Fort  Worth,  Texas  76118 
(800)  255-9312 
in  Texas  (800)  772-7516 
D/FW  Metro  589-0444 
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months  of  collecting  data  to  help  estab- 
lish objectives. 

A revised  application  was  submitted 
in  July. 

The  PRO  program  is  aimed  at  con- 
trolling hospital  admissions  by  review- 
ing the  professional  activities  of  physi- 
cians and  other  health  care  providers  in 
acute  institutional  care  vis-a-vis  ser- 
vices covered  under  the  Social  Security 
Act — Medicare,  Medicaid,  and  mater- 
nal and  child  health  programs. 

Agreements  expose  physicians 
to  uninsured  liability 

The  increased  use  of  “hold  harmless 
agreements”  can  expose  physicians  to 
liability  that  usually  is  uninsured. 

A hold  harmless  agreement  is  a con- 
tract between  a physician  and  a 
hospital,  preferred  provider  organiza- 
tion, or  other  entity  that  indemnifies  that 
entity  if  an  act  or  omission  by  the 
physician  leads  to  a liability  claim.  Phy- 
sicians who  sign  such  agreements  may 
be  personally  responsible  for  all  costs 
pertaining  to  the  liability  claim,  includ- 
ing indemnity  and  legal  expense. 

The  Texas  Medical  Liability  Trust 
strongly  recommends  that  any  agree- 
ment that  includes  a contractual 
indemnification  be  submitted  to  the 
physician’s  insurance  carrier  and  an 
attorney. 


"It  seems  a little  late  to  be  playing  ‘hard  to  get.  ” 
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In  the  report,  “What  Every  Physician 
Needs  to  Know  About  Contracts,”  TMA 
General  Counsel  Donald  P.  Wilcox 
agrees. 

“Normally,  the  contract  offered  the 
physician  by  the  hospital  will  have  been 
prepared  by  the  hospital’s  attorney, 
even  though  the  attorney  may  not  be 
present  during  any  negotiations.  The 
physician  must  assume  that  every  fea- 
sible protection  the  attorney  could  think 
of  is  included  in  the  contract  to  protect 
his  client,  the  hospital.  That  is  the  at- 
torney's job  in  representing  his  client. 
Thus,  it  is  good  business  for  the  physi- 
cian to  employ  his  own  legal  counsel.” 

Prepared  by  the  TMA  Council  on 
Health  Facilities,  “What  Every  Physi- 
cian Needs  to  Know  About  Contracts” 
examines  several  types  of  physician 
contracts.  The  report  is  available  from 
the  Medical  Staff  and  Practice  Manage- 
ment Department,  TMA,  1801  N Lamar 
Blvd,  Austin,  TX  78701. 

“Vastly  underpaid”  administrators 
draw  5.9%  salary  increase 

With  their  salaries  creeping  up  by  only 
5.9%,  hospitals  administrators  are 
“vastly  underpaid,”  according  to  recent 
salary  studies. 

The  Wyatt  Company’s  Executive 
Compensation  Service  (ECS)  and 
Booz,  Allen  & Hamilton  management 
consulting  firm  have  conducted  sepa- 
rate studies  that  produced  these 
conclusions. 

Executive  Compensation  Service 
(ECS),  a survey  subsidiary  of  The 
Wyatt  Company,  is  a New  Jersey- 
based  compensation,  employee  bene- 
fit, and  actuarial  consulting  firm,  and 
Booz,  Allen  & Hamilton  is  a manage- 
ment consulting  firm  with  its  home 
office  in  New  York. 

Booz,  Allen  & Hamilton’s  study  com- 
pared salary  levels  for  hospital  and  cor- 
porate executives,  revealing  that  the 
chief  executive  of  a typical  small  hospi- 
tal was  paid  52%  of  what  his  counter- 
part in  business  earned.  In  larger 
hospitals,  the  average  rate  was  58%  of 


what  business  peers  earned. 

According  to  ECS,  salaries  for  five 
health  care  job  categories  increased  by 
an  average  of  5.6%,  the  smallest  in- 
crease in  the  nine-year  history  of  its  an- 
nual study. 

The  ECS  Hospital  and  Health  Care 
Report  includes  salary  data  of  481  in- 
stitutions and  covers  more  than  1 00  job 
titles  from  administrator  to  orderly. 

The  5.9%  increase  commanded  by 
administrative  personnel  was  the 
largest,  while  technical  workers  re- 
ceived the  smallest  increase — 4.8%. 

Salaries  for  nursing  and  therapeutic 
personnel  have  increased  by  5.4% 
each,  and  salaries  for  dietary  person- 
nel, 5.5%. 

One  analyst  attributed  slow  salary 
growth  to  “strong  economic  incentives 
to  monitor  and  contain  all  costs  of  treat- 
ment, including  the  cost  of  labor,  which 
can  amount  to  two-thirds  of  the  operat- 
ing budget." 

TTUHSC  earns  accreditation 
for  four  years 

For  the  first  time  in  its  1 2-year  history, 
Texas  Tech  University  Health  Sciences 
Center  School  of  Medicine  has  earned 
four-year  accreditation. 

The  School  of  Medicine  was  opened 
in  1 972  and  graduated  its  first  students 
in  1974.  Since  then,  502  physicians 
have  graduated  from  the  school.  Previ- 
ously, the  school  had  been  accredited 
for  a three-year  period. 

“As  a relatively  new  school,  we  are 
extremely  pleased  to  receive  full  ac- 
creditation for  four  years,”  Dean  J.  Ted 
Hartman,  MD,  said. 

“This  is  the  longest  period  of  full  ac- 
creditation the  school  has  received  to 
date  and  is  a recognition  of  a significant 
development  and  evidence  of  maturity 
in  many  of  its  programs.” 

A review  team  from  the  Liaison  Com- 
mittee on  Medical  Education  inspected 
TTUHSC  regional  academic  health 
centers  at  Amarillo  and  El  Paso,  as  well 
as  the  Lubbock  campus.  The  team  also 
was  briefed  on  development  of  a new 
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campus  in  the  Permian  Basin  at 
Odessa. 

Bristol-Myers  to  accept 
nominations  for  research  award 

Medical  schools,  free-standing  hospi- 
tals, and  cancer  research  centers  have 
until  Dec  1 , 1 984,  to  submit  their  nomi- 
nations for  the  eighth  annual  Bristol- 
Myers  Award  for  Distinguished 
Achievement  in  Cancer  Research. 

The  $50,000  award  recognizes 
outstanding  contributions  to  cancer 
research. 

Harris  Busch,  MD,  Houston,  Baylor 
College  of  Medicine,  is  the  only  Texan 
among  the  judges,  who  represent  1 5 
research  institutions  in  the  United 
States,  Canada,  Europe,  and  Japan. 
Each  institution  participates  in  a $7.34 
million  program  of  unrestricted  grants 
for  cancer  research  funded  by  Bristol- 
Myers. 

For  nomination  forms  and  further  in- 
formation, contact:  Secretary,  Awards 
Committee,  Bristol-Myers  Company, 

345  Park  Ave,  Room  43-38,  New  York, 
NY  10154. 

CAPITAL  COMMENTS 

AMA  refuses  to  endorse 
latest  “Baby  Doe’’  law 

While  19  medical,  right-to-life,  and 
handicapped  persons’  advocacy  orga- 
nizations nodded  approval,  the  Ameri- 
can Medical  Association  firmly  opposed 
recently  passed  “Baby  Doe"  legislation. 

Physicians’  associations  endorsing 
the  legislation  were  the  American 
Academy  of  Pediatrics,  American 
College  of  Obstetricians  and  Gyne- 
cologists, and  the  American  College  of 
Physicians.  The  American  Hospital 
Association  also  approved. 

The  AMA  resisted  intense  pressure 
to  endorse  the  legislation,  which 
passed  as  an  amendment  to  the  Child 
Abuse  Reauthorization  Act  (S  1003). 

The  American  Association  of  Medi- 
cal Colleges  also  opposed  the 
amendment. 


The  AMA,  AAMC,  and  the  19  concur- 
ring groups  consulted  with  Sen  Orrin 
Hatch  (R-Utah),  the  bill’s  main  sponsor, 
and  other  senators  as  they  drafted  the 
amendment. 

The  amendment  requires  parents 
and  physicians  to  provide  all  possible 
medical  treatment  of  life-threatening 
conditions  to  a severely  impaired  infant 
or  be  guilty  of  medical  neglect. 

State  child  welfare  agencies  would 
pursue  “any  legal  remedy”  to  prevent 
medical  neglect  and  would  be  aided  by 
"designated”  persons  within  hospitals. 

The  amendment  established  five  ex- 
ceptions to  the  requirement  for  all  pos- 
sible treatment  in  all  cases:  (1 ) where 
the  treatment  would  merely  prolong 
dying,  (2)  where  the  infant  is  chronically 
and  irreversibly  comatose,  (3)  where 
treatment  would  not  ameliorate  or  cor- 
rect all  of  the  infant's  life-threatening 
conditions,  (4)  where  the  treatment 
would  be  virtually  futile  in  terms  of  the 
survival  of  the  infant  and  the  treatment 
itself  would  be  inhumane,  and  (5)  where 
the  treatment  would  be  otherwise  futile 
in  terms  of  the  infant’s  survival. 

The  House  of  Representatives  com- 
panion bill  (HR  1904),  passed  last 
February,  requires  that  child  abuse 
prevention  grants  to  states  be  condi- 
tioned on  the  state’s  adoption  of  HHS- 
approved  procedures  that  ensure  nutri- 
tion (including  fluid  maintenance), 
medically-indicated  treatment,  general 
care,  and  appropriate  social  services 
for  infants  with  life-threatening  congeni- 
tal impairments. 

Referring  to  the  Hatch  amendment, 
AMA  Executive  Vice  President  James 
H.  Sammons,  MD,  said  in  an  interview 
on  a television  news  program,  "What 
we  are  talking  about  here  is  the  right  of 
parents,  in  the  face  of  multiple  severe 
deformities  of  the  newborn  infant  and  in 
consultation  with  their  families,  the 
clergy,  or  other  counselors,  to  decide 
whether  to  have  surgery  or  not.  . .we 
believe  that  the  restrictions  are  very 
grave,  that  all  treatment  would  be  man- 
dated, and  that  the  family  would  be 


taken  out  of  the  decision-making 
process.” 

AMA  politely  opposes 
professional  liability  bill 

A House  of  Representatives  bill  de- 
signed to  alleviate  professional  liability 
costs  has  met  polite  opposition  from  the 
American  Medical  Association. 

Appearing  before  the  Subcommittee 
on  Health  of  the  House  Ways  and 
Means  Committee,  James  S.  Todd, 

MD,  stated,  "Although  the  American 
Medical  Association  recognizes  the 
concerns  and  objectives  of  the  spon- 
sors with  respect  to  helping  resolve  cur- 
rent professional  liability  problems  and 
holding  down  health  care  costs,  we 
cannot  support  HR  5400.  The  AMA  ap- 
preciates the  efforts  that  have  gone  into 
drafting  HR  5400  and  believes  that  it 
addresses  important  health  care 
issues.” 

Dr  Todd,  a Ridgewood,  NJ,  surgeon, 
is  a member  of  the  AMA  Board  of  Trust- 
ees and  president  of  the  Physicians  In- 
surers Association  of  America. 

The  proposed  bill  permits  a physician 
or  hospital  to  offer  an  injured  patient 
compensation  for  net  economic  loss, 
defined  as  (1)  reasonable  expenses  of 
medical  care  services,  products,  and 
accommodations,  (2)  loss  of  earnings, 
and  (3)  replacement  services.  Pain  and 
suffering  would  not  be  a component  of 
net  compensable  loss. 

This  alternative  system  for  settle- 
ment of  claims  would  apply  to  services 
paid  for  or  provided  by  Medicare,  Medi- 
caid, or  any  other  program  established 
under  federal  law. 

The  AMA’s  questions  how  the  provi- 
sions of  HR  5400  will  decrease  the 
practice  of  defensive  medicine. 

“Any  such  decrease  presupposes 
that  physicians  who  can  limit  exposure 
to  professional  liability  actions,  such  as 
proposed  in  HR  5400,  will  practice  a dif- 
ferent style  of  medicine  based  on  the 
physician’s  ability  to  limit  exposure  to 
high  judgments,”  Dr  Todd  told  the 
subcommittee. 
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“Would  such  a system  best  serve  the 
interest  of  American  patients?  We  do 
not  believe  so,  and  we  do  not  believe 
that  physicians  will  provide  two  levels  of 
care.” 

The  AMA  also  charged  that  it  is  diffi- 
cult, if  not  impossible,  to  accurately  esti- 
mate the  cost  impact  of  the  bill,  and  it  is 
likely  that  the  cost  of  professional  lia- 
bility would  be  higher  under  the  bill. 

Further,  the  AMA  said,  litigation  and 
legal  expenses  would  not  necessarily 
be  lowered  by  the  bill. 

The  threshold  question,  according  to 
the  association,  is  whether  the  issue 
dealt  with  is  appropriate  for  federal 
intervention. 

“This  question  is  even  more  pertinent 
when  it  comes  to  an  area  such  as  pro- 
fessional liability  tort  reform,  which  has 
traditionally  been  dealt  with  at  the  state 
level,"  Dr  Todd  told  the  subcommittee. 

“We  must  caution  Congress  against 
adopting  federal  legislation  applicable 
nationwide  to  deal  with  local  crises,"  he 
said. 

NEWSMAKERS 

JOHN  A BURDINE,  MD,  Houston,  has 
been  named  chief  executive  officer  and 
head  administrator  of  St  Luke's  Episco- 
pal Hospital  and  the  Texas  Heart  Insti- 
tute. Dr  Burdine  has  served  as  chief  of 
staff  of  St  Luke’s  Hospital  and  as  chief 
of  the  nuclear  medicine  service  of  that 
hospital  and  of  the  Texas  Heart  Insti- 
tute. He  is  a past  president  of  the  Texas 
Society  of  Nuclear  Medicine. 

VAN  D.  GOODALL,  MD,  was  honored 
in  July  on  his  50th  anniversary  as  a 
Clifton,  Tex,  physician  and  for  his  dedi- 
cation in  assuring  quality  medical  care 
for  central  Texans.  Dr  Goodall  is  medi- 
cal director  of  the  Goodall-Witcher  Hos- 
pital Foundation,  which  he  helped 
found  after  his  graduation  from  The  Uni- 
versity of  Texas  Medical  Branch.  He  is  a 
past  president  of  the  Bosque-Hamilton 
County  Medical  Society  and  has  been 
active  in  the  TMA  House  of  Delegates 
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for  45  years.  He  is  a charter  member 
and  past  president  of  the  Texas  Acad- 
emy of  Family  Physicians. 

STANLEY  J.  REISER,  MD,  has  been 
appointed  the  first  holder  of  the  Griff  T. 
Ross  Professorship  in  Humanities  and 
Technology  in  Health  Care  at  The  Uni- 
versity of  Texas  Health  Science  Center 
at  Houston.  Dr  Reiser  has  been  pro- 
fessor of  humanities  and  technology  in 
health  care  in  the  Graduate  School  of 
Biomedical  Sciences  at  the  health  sci- 
ence center  since  1 982. 

ROGER  LESTER,  MD,  professor  of 
medicine  and  director  of  the  division  of 
gastroenterology  at  The  University 
of  Texas  Health  Science  Center  at 
Houston,  has  been  elected  to  the 
American  Liver  Foundation's  board  of 
directors.  During  his  three-year  term  as 
a board  member,  Dr  Lester  will  serve  as 
chairman  of  the  foundation’s  grants  re- 
view committee. 

JOHN  WOLF,  JR,  MD,  has  been  named 
chairman  of  dermatology  at  Baylor  Col- 
lege of  Medicine.  Dr  Wolf  also  will  serve 
as  chief  of  dermatology  services  for  the 
Harris  County  Hospital  District,  Metho- 
dist, St  Luke’s  Episcopal,  and  Texas 
Children's  hospitals. 

STANLEY  DUDRICK,  MD,  received  the 
Therapeutic  Frontiers  Award  of  the 
American  College  of  Clinical  Pharmacy 
for  “pioneering  research  and  sustained 
contributions  in  the  area  of  parenteral 
nutrition.” 

LAURENCE  R.  TANCREDI,  MD,  is  the 
first  holder  of  the  Kraft  W.  Eidman  De- 
velopment Board  Professorship  in  the 
Medical  Sciences  at  The  University 
of  Texas  Health  Science  Center  at 
Houston.  Dr  Tancredi  formerly  was  as- 
sociate professor  of  psychiatry  and  law 
at  New  York  University  Medical  School 
and  adjunct  professor  of  law  at  New 
York  University  Law  School.  At  UTHSC 
at  Houston,  he  is  a professor  of  medi- 


cine and  the  law  in  the  department  of 
psychiatry. 

CHARLES  A.  LEMAISTRE,  MD,  has 
been  honored  with  the  establishment  of 
the  Dr  Charles  A.  LeMaistre  Pro- 
fessorship in  Clinical  Cancer  Care  at 
The  University  of  Texas  Cancer  Center. 
Mr  and  Mrs  Ben  F.  Love  endowed  the 
professorship  to  recognize  Dr  LeMaistre 
who  “best  exemplifies  the  high  stan- 
dards of  the  institution  and  serves 
as  a clinical  role  model  for  younger 
physicians.” 

ERNEST  E.  MILLER,  MD,  a Beevile 
family  physician,  was  honored  with  the 
designation  of  outstanding  citizen  of  the 
year.  Dr  Miller,  who  retired  in  1976  after 
a 42-year  medical  career  in  Beeville, 
was  recognized  for  service  to  his  com- 
munity, his  profession,  his  friends,  and 
his  family. 

MARGARET  MCNEESE,  MD, 

Houston,  is  the  new  associate  dean  for 
student  affairs  at  The  University  of 
Texas  Medical  School  at  Houston.  A 
member  of  the  faculty  at  the  medical 
school  since  1 976,  Dr  McNeese  is  an 
associate  professor  of  pediatrics  and 
director  of  the  pediatrics  clinic  at  the 
San  Jose  Clinic,  which  offers  compre- 
hensive ambulatory  care  to  low-income 
Hispanic  children. 

S.  ROBERT  L.  KING,  JR,  has  been  ap- 
pointed executive  director  of  the  Texas 
Medical  Foundation.  Mr  King  formerly 
was  executive  director  of  North  Florida 
Medical  Review,  Inc,  and  Alabama 
Medical  Review,  Inc. 

CURTIS  W.  LAMBERT  is  the  new 
director  of  development  for  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  An  employee  of  the  medical 
branch  for  14  years,  Mr  Lambert  is  the 
former  assistant  to  the  chairman  in  the 
department  of  internal  medicine. 


TEXAS  MEDICINE 


ore  prescribing,  see  complete  prescribing  information  in 
IF  CO  literature  or  PDR.  The  following  is  a brief  summary. 


fARNING 

his  drug  is  not  indicated  ior  initial  therapy  ot  edema  or 
ypertension  Edema  or  hypertension  requires  therapy 
rated  to  the  individual  If  this  combination  represents  the 
osage  so  determined,  its  use  may  be  more  convenient  in 
atient  management  Treatment  of  hypertension  and  edema 
not  static,  but  must  be  reevaluated  as  conditions  in  each 
atient  warrant 


itraindications:  Concomitant  use  with  other  potassium- 
ring  agents  such  as  spironolactone  or  amiloride.  Further  use 
nuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
existing  elevated  serum  potassium  Hypersensitivity  to  either 
nponent  or  other  sulfonamide-derived  drugs 
nings:  Do  not  use  potassium  supplements,  dietary  or  other- 
a.  unless  hypokalemia  develops  or  dietary  intake  ot  potas- 
n Is  markedly  impaired.  If  supplementary  potassium  is 
ded,  potassium  tablets  should  not  be  used  Hyperkalemia 
occur,  and  has  been  associated  with  cardiac  irregularities.  It 
iore  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
tl  insufficiency.  Periodically,  serum  K+  levels  should  be  deter 
ed  It  hyperkalemia  develops,  substitute  a thiazide  alone, 
net  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
requires  prompt  additional  therapy.  Thiazides  cross  the 
ental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
uires  weighing  anticipated  benefits  against  possible  hazards, 
uding  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
erse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
:erene  may  appear  in  breast  milk.  If  their  use  is  essential,  the 
ent  should  stop  nursing  Adequate  information  on  use  in 
dren  is  not  available  Sensitivity  reactions  may  occur  in 
ents  with  or  without  a history  of  allergy  or  bronchial  asthma, 
sible  exacerbation  or  activation  of  systemic  lupus  erythe- 
osus  has  been  reported  with  thiazide  diuretics, 
cautions:  Do  periodic  serum  electrolyte  determinations  (par- 
larly  important  in  patients  vomiting  excessively  or  receiving 
enteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
torticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
jm  creatinine  determinations  should  be  made,  especially  in 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
itficiency  Cumulative  effects  ot  the  drug  may  develop  in 
ents  with  impaired  renal  function  Thiazides  should  be  used 
: caution  in  patients  with  impaired  hepatic  function  They  can 
sipitate  coma  in  patients  with  severe  liver  disease.  Observe 
ularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
cratic  reactions  Blood  dyscrasias  have  been  reported  in 
ents  receiving  triamterene,  and  leukopenia,  thrombocyto- 
na,  agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
in  reported  with  thiazides  Thiazides  may  cause  manifestation 
rtent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
lecreased  when  used  concurrently  with  hydrochlorothiazide: 
age  adjustments  may  be  necessary.  Clinically  insignificant 
uctions  in  arterial  responsiveness  to  norepinephrine  have 
■n  reported  Thiazides  have  also  been  shown  to  increase  the 
alyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
ocurartne  Triamterene  is  a weak  folic  acid  antagonist.  Do 
iodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
'ertensive  effects  may  be  enhanced  in  post-sympathectomy 
ents  Use  cautiously  in  surgical  patients.  Triamterene  has 
n found  in  renal  stones  in  association  with  the  other  usual 
:ulus  components.  Therefore,  Dyazide  should  be  used  with 
tion  in  patients  with  histories  of  stone  formation.  A few  occur- 
ces  of  acute  renal  failure  have  been  reported  in  patients  on 
azide  when  treated  with  indomethacin  Therefore,  caution  is 
ised  in  administering  nonsteroidal  anti-inflammatory  agents 
i Dyazide  i he  following  may  occur:  transient  elevated  BUN 
creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
ilin  requirements  may  be  altered),  hyperuricemia  and  gout, 
talis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
i possible  metabolic  acidosis  Dyazide  interferes  with  fluores- 
it  measurement  of  qumidine.  Hypokalemia  is  uncommon  with 
azide  . but  should  it  develop,  corrective  measures  should  be 
an  such  as  potassium  supplementation  or  increased  dietary 
ke  of  potassium-rich  foods  Corrective  measures  should  be 
ituted  cautiously  and  serum  potassium  levels  determined 
continue  corrective  measures  and  Dyazide'  should  labora- 
' values  reveal  elevated  serum  potassium.  Chloride  deficit 
y occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
a chlorpropamide  may  increase  the  risk  of  severe  hypo- 
remia.  Serum  RBI  levels  may  decrease  without  signs  of  thyroid 
lurbance  Calcium  excretion  is  decreased  by  thiazides 
azide1  should  be  withdrawn  before  conducting  tests  for  para- 
•oid  function. 

azides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
sive  drugs. 

reties  reduce  renal  clearance  of  lithium  and  increase  the  risk 
thium  toxicity. 

verse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ie,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
pura.  other  dermatological  conditions,  nausea  and  vomiting, 
rrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
jl  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
narcotics)  Necrotizing  vasculitis,  paresthesias,  icterus, 
icreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
-mtis  and  pulmonary  edema,  transient  blurred  vision,  sialade- 
3,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
> been  found  in  renal  stones  in  association  with  other  usual 
cuius  components.  Rare  incidents  of  acute  interstitial  nephritis 
/e  been  reported  Impotence  has  been  reported  in  a few 
lents  on  Dyazide1,  although  a causal  relationship  has  not 
3n  established 

pplied:  Dyazide1  is  supplied  in  bottles  of  1000  capsules; 
igle  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
lal  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 


In  Hypertension* . . 
When  fe>u  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
Itbur  Assurance  of 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  'fears  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
\bur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


©SK&F  Co.,  1983 


Taking  The  Bite  Out  Of  The  Bear 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  U.S.  Savings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum. 

Bonds  let  you  relax  and  enjoy  the  bull  markets, 
knowing  that  if  the  bear  does  ^ 
make  an  ap- 

pearance,  for  f » 

you,  his  XdiVC  </> 

. stockT'w- 

h«b,ie  m^nerica. 


A Public  Service  of  This  Publication  & The  Advertising  Council 


ECG  STAT... 


New 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


wherever  you  are. 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu- 
lar-styled  carrying  case. 

MICRO-TRACER™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 

For  complete  information,  write:  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect 
(516)  582-8388  (in  New  York). 

INTECH 

Systems  Corp. 


MICRO-TRACER 

INTECH  Systems  Corp. 


ecv 


MCRO-TRACER 


ECG 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 
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i jtstanding  Leadership  in 
larter  Medical  Corporation. 


rship  Stands  Out  in  Texas . 


For  marry  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modern  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Texas. 

Charter  Rio  Grande  Hospital 
6020  Springfield  Avenue 
Laredo,  Texas  78041 
(512)  722-0900 

Beds:  64 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  Child,  and  Geriatric 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Pain  Control 
and  Stress  Reduction  Clinic; 
Smoker’s  Clinic;  DW1  Education; 
Eating  Disorders 

For  further  information  about 
Charter  Rio  Grande  or  admission 
procedures,  contact: 

Medical  Director: 

Claudio  Cepeda,  M.D. 

Hospital  Administrator: 

Manuel  Ramos,  Jr. 


Charter  Plains  Hospital 

801  North  Quaker  Avenue 
Lubbock,  Texas  79499 
(806)  744-5505 

Beds:  80 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  and  Child  Psychiatric; 
Adult  and  Adolescent  Addictive 
Disease;  Eating  Disorders 

For  further  information  about 
Charter  Plains  or  admission 
procedures,  contact: 

Medical  Director: 

Joseph  L.  Black,  M.D. 

Hospital  Administrator: 

Don  C.  Morris 

Charter  Palms  Hospital 
1421  East  Jackson  Avenue 
McAllen,  Texas  78501 
(512)  631-5421 

Beds:  80 

Psychiatric  Staff:  7 
Programs:  Adult,  Adolescent,  and 
Geriatric  Psychiatric;  Adult  and 
Adolescent  Addictive  Disease 

Other  Programs:  Day  Care 
Psychiatric  and  Addictive  Disease; 
and  Outpatient  Addictive  Disease 

For  further  information  about 
Charter  Palms  or  admission 
procedures,  contact: 

Medical  Directors: 

Humberto  Diaz,  M.D., 

(Adult  Psychiatry) 

Emilio  Dominguez,  M.D., 
(Adolescent  Psychiatry) 

Raul  Rodriguez,  M.D., 

(Addictive  Diseases) 

Ricardo  Schack,  M.D., 

(Geriatric  Psychiatry) 

Hospital  Administrator:  Drew  Leven 


CHARTER 

MEDICAL 

CORPORATION 


The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
43  other  states. 

I.C.  System 

i 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Worksflj 


I.C.  SYSTEM,  INC. 
16805  Preston  Bend 
Dallas,  Texas  75248 
Phone  (214)  248-7790 
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For  every  spinal  cord  injury 
there  is  a medical  reality 
and  a human  reality. 


When  Laurie  Gerkin  entered  The  Institute  for 
Rehabilitation  and  Research  (TIRR),  she  began  to 
face  the  medical  reality  of  her  severe  injury.  She 
also  began  to  face  the  reality  of  new  limitations 
and  of  long  hours  of  rehabilitation. 

But  Laurie  had  one  very  important  advantage. 
She  had  TIRR:  the  first,  and  now  largest,  civilian 
spinal  cord  injury  center  in  the  country.  And,  she 
had  TIRR's  twenty  five  years  of  experience  in  help- 
ing nearly  40,000  patients  resume  independent  and 
rewarding  lifestyles. 


TIRR's  comprehensive  program,  directed  by 
specialists  acknowledged  as  leaders  in  the  field,  can 
reduce  the  patient’s  term  of  stay  and  the  overall 
cost.  But  most  importantly,  TIRR's  services  are 
dedicated  to  the  rehabilitation  of  the  total  person, 
allowing  patients  the  opportunity  to  achieve  their 
maximum  potential. 

Major  Rehabilitation  Services 

TIRR  services  for  adults  and  children  are: 


• Spinal  Cord  Injury 

• Head  Injury 

• Amputation 

• Stroke 

• Neuromuscular 

For  more  information,  call  (713)  797-5970.  Ask  for 
the  Vice  President  for  Planning  and  Development. 


Cerebral  Palsy 
Multiple  Sclerosis 
Scoliosis 
Spina  Bifida 


The  Institute  for  Rehabilitation  and  Research 

25  Years  of  Excellence  1333  Moursund  • Houston,  Texas  77030 
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All  Bankers  make 
housecalls.  Some  have  more 
in  their  little  black  bags 
than  others. 


Municipal  Po)tfolio  Reuters  Financial 

Bonds  Analysis  News  Service 


Investment 

Counseling 


Medical  Lending 
Specialists 


Money'  Management/ 
Trust  Sen  'ices 


Payroll 

Management 


Stocks 
and  Bonds 


Precious 

Metals 


Fitiancial  Planning 
Seminars 


Tax  Shelter 
Counseling 


IRA/KEOGH 


Contact:  Bob  Combs,  President  713/790-1976 

vaiMed  Center  Bank 

6631  South  Main  Houston,  Texas  (713)  790-1976  Member  FDIC 


A concept  in  banking  to  which 
it  is  easy  to  become  accustomed. 
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Health  education  in  an  exciting,  new  format. . . Be  sure  to  tell 

your  patients  about  VITAL  SIGNS  where  they  can  keep  up  with 

the  newest  discoveries  in  medicine,  learn  how  to  reduce  stress 

and  discover  how  to  keep  health  care  costs  down. 

Watch  VITAL  SIGNS,  a weekly,  30-minute  program  produced 
in  cooperation  with  the  Texas  Medical  Association  and  seen 
throughout  the  state  on  the  Texas  Cable  Network! 

Watch  for  VITAL  SIGNS  coming  soon  to: 


TEXAS  CABLE  NETWORK 

TELEVISION  FOR  TEXANS 


Produced  in  cooperation  with 

TMA 


Texas  Medical  Association 


NOW, 

CONSIDER 

OURS. 


The  sounds  of  laughter,  of  people 
helping  each  other,  a bird 
singing,  an  owl  in  the  still  of 
the  night — they  all  contrast 
sharply  with  the  din  of  traffic 
and  the  crush  of  the  city. 

The  peaceful  setting  is 
Ottine,  Texas.  Home  of  Warm 
Springs  Rehabilitation  Hospital. 
These  woodlands  adjacent  to 
Palmetto  State  Park  are  an 
unusual  location  for  a hospital, 
hut  Warm  Springs  is  also  an 
unusual  hospital. 

Warm  Springs  has  over 
40  years  of  experience  in  the 
rehabilitation  field,  so  we’re  no 


newcomer.  In  fact,  we  really 
are  pioneers  in  the  treatment 
of  children  and  adults  who  are 
disabled  by  paralytic  strokes, 
spinal  cord  or  head  injuries, 
developmental  impairments, 
and  crippling  diseases. 

Our  reputation  for  in- 
novation and  for  success  is 
well  known.  We  have  a driver’s 
education  program  in  modified 
vehicles  for  the  severely 
disabled,  orthotic  devices 
developed  at  Warm  Springs  and 
used  nationally,  and  an  accred- 
ited two-  year  college  campus 
for  the  physically  disabled. 


Other  hospitals  may  offer 
part-time  therapy  that  exercises 
the  muscles,  but  at  Warm  Springs 
you’ll  find  full-time  rehabilita- 
tion services  that  can  help  make 
life  livable.  Again. 

For  information  about  the 
full-time  rehabilitation  services 
of  Warm  Springs,  call  toll-free, 
1-800-292-1440. 


Warm  Springs  Rehabilitation  Hospital 

RO.  Box  58  • Gonzales,  Texas  78629 
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Texas  panel  amends  lists 
of  procedures  requiring  disclosure 


Since  its  creation  by  the  1 977  Texas  Legislature,  the  Texas 
Medical  Disclosure  Panel  has  worked  to  establish  minimum 
levels  of  disclosure  for  surgical  and  medical  procedures  by 
physicians  and  other  health  care  providers.  Those  proce- 
dures have  been  outlined  in  two  lists.  List  A procedures  re- 
quire written  disclosure  to  patients  of  various  specified  risks. 
Such  disclosure  is  documented  by  the  patient’s  written  con- 
sent on  a form  approved  by  the  panel. 

Procedures  and  treatments  on  List  B,  while  not  risk  free, 
carry  neither  a written  disclosure  nor  a consent  in  writing  re- 
quirement according  to  Texas  law,  unless  general,  spinal,  or 
epidural  anesthetic  will  be  used.  The  physician  is  free  to  de- 
cide what  information  should  be  disclosed  to  the  patient  in 
these  procedures.  In  July,  the  Texas  Medical  Disclosure 
Panel  amended  its  listings  of  medical  treatments  and  surgical 
procedures  which  do  and  do  not  require  disclosure.  The  ini- 
tial lists  went  into  effect  in  June  1982.  The  amended  mini- 
mum standards,  which  go  into  effect  on  Jan  1 , 1 985,  are 
included  here. 

Essentially,  the  amendments  cover  four  areas.  The  sec- 
tions in  Lists  A and  B regarding  treatment  of  the  eye  have 
been  revised.  Subsection  5 has  been  added  to  the  radiology 
procedures  in  List  A;  subsections  6-37  have  been  added  to 
the  radiology  procedures  requiring  no  disclosures  in  List  B. 

While  physicians  are  not  required  by  law  to  use  the  panel’s 

disclosure  and  consent  form  or  to  consult  the  two  lists,  should 

• 

they  wish  to  obtain  the  protection  provided  by  the  statute, 
they  must  follow  the  disclosure  procedures.  If  physicians  pro- 
vide at  least  these  minimum  levels  of  disclosure,  the  consent 
form  signed  by  the  patient  will  serve  as  evidence  that  the 
physician  has  discharged  his  or  her  duty  to  inform  the  pa- 
tient. However,  if  physicians  fail  to  use  the  consent  form  to 
document  appropriate  disclosures  about  risks,  they  must  at- 
tempt to  rebutt  a presumption  created  by  statute  that  they 
have  been  negligent  in  discharging  their  duty  to  provide  infor- 
mation to  patients. 

Physicians  having  further  questions  about  the  Medical 
Disclosure  Panel  and  disclosure  procedures  may  contact 
Michael  Young,  JD,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701 . Call  51 2-477-6704. 

A complete  listing  of  the  amended  standards  follows. 

LIST  A 

Procedures  requiring  full  disclosure.  The  following  treatments  and  procedures 
require  full  disclosure  by  the  physician  or  health  care  provider  to  the  patient 
or  person  authorized  to  consent  for  the  patient. 

1.  Anesthesia. 

1.  Epidural. 

1.  Risks  are  enumerated  in  the  informed  consent  form. 

2.  General. 

1 .  Risks  are  enumerated  in  the  informed  consent  form. 

3.  Spinal. 

1 Risks  are  enumerated  in  the  informed  consent  form. 


2.  Cardiovascular  system. 

(No  procedures  assigned  at  this  time.) 

3.  Digestive  system  treatments  and  procedures. 

1 .  Cholecystectomy  with  or  without  common  bile  duct  exploration. 

1 . Pancreatitis. 

2.  Injury  to  the  tube  between  the  liver  and  the  bowel. 

3.  Retained  stones  in  the  tube  between  the  liver  and  the 
bowel. 

4.  Narrowing  or  obstruction  of  the  tube  between  the  liver  and 
the  bowel 

5.  Injury  to  the  bowel  and/or  intestinal  obstruction. 

4.  Ear  treatments  and  procedures. 

1 . Stapedectomy. 

1.  Diminished  or  bad  taste. 

2.  Total  or  partial  loss  of  hearing  in  the  operated  ear. 

3.  Brief  or  long-standing  dizziness. 

4.  Eardrum  hole  requiring  more  surgery. 

5.  Ringing  in  the  ear. 

2.  Reconstruction  of  auricle  of  ear  for  congenital  deformity  or  trauma 

1 Less  satisfactory  appearance  compared  to  possible  alter- 
native artificial  ear. 

2.  Exposure  of  implanted  material. 

3.  Tympanoplasty  with  mastoidectomy. 

1.  Facial  nerve  paralysis. 

2.  Altered  or  loss  of  taste. 

3.  Recurrence  of  original  disease  process. 

4 Total  loss  of  hearing  in  operated  ear. 

5.  Dizziness. 

6.  Ringing  in  the  ear. 

5.  Endocrine  system  treatments  and  procedures. 

1 .  Thyroidectomy. 

1 Injury  to  nerves  resulting  in  hoarseness  or  impairment  of 
speech. 

2.  Injury  to  parathyroid  glands  resulting  in  low  blood  calcium 
levels  that  require  extensive  medication  to  avoid  serious  de- 
generative conditions,  such  as  cataracts,  brittle  bones, 
muscle  weakness  and  muscle  irritability. 

3.  Lifelong  requirement  of  thyroid  medication. 

6.  Eye  treatments  and  procedures. 

1 . Eye  muscle  surgery. 

1 Additional  treatment  and/or  surgery. 

2.  Double  vision. 

3.  Partial  or  total  loss  of  vision. 

2.  Surgery  for  cataract  with  or  without  implantation  of  intraocular  lens. 

1 . Complications  requiring  additional  treatment  and/or  surgery. 

2.  Need  for  glasses  or  contact  lenses. 

3.  Complications  requiring  the  removal  of  implanted  lens. 

4.  Partial  or  total  loss  of  vision. 

3.  Retinal  or  vitreous  surgery. 

1.  Complications  requiring  additional  treatment  and/or  surgery. 

2.  Recurrence  or  spread  of  disease. 

3.  Partial  or  total  loss  of  vision. 

4.  Reconstructive  and/or  plastic  surgical  procedures  of  the  eye  and 
eye  region,  such  as  blepharoplasty,  tumor,  fracture,  lacrimal  sur- 
gery, foreign  body,  abscess,  or  trauma. 

1.  Worsening  or  unsatisfactory  appearance. 

2.  Creation  of  additional  problems  such  as: 

1 . Poor  healing  or  skin  loss. 

2.  Nerve  damage 

3.  Painful  or  unattractive  scarring. 

4.  Impairment  of  regional  organs,  such  as  eye  or  lip 
function. 

3.  Recurrence  of  the  original  condition. 

5.  Photocoagulation  and/or  cryotherapy 

1.  Complications  requiring  additional  treatment  and/or  surgery. 

2.  Pain. 

3.  Partial  or  total  loss  of  vision. 

6.  Corneal  surgery,  such  as  corneal  transplant,  refractive  surgery  and 
pterygium. 
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1.  Complications  requiring  additional  treatment  and/or  surgery. 

2.  Possible  pain. 

3.  Need  for  glasses  or  contact  lenses. 

4.  Partial  or  total  loss  of  vision. 

7.  Glaucoma  surgery  by  any  method. 

1.  Complications  requiring  additional  treatment  and/or  surgery. 

2.  Worsening  of  the  glaucoma. 

3.  Pain. 

4.  Partial  or  total  loss  of  vision. 

8.  Removal  of  the  eye  or  its  contents  (enucleation  or  evisceration). 

1 . Complications  requiring  additional  treatment  and/or  surgery. 

2.  Worsening  or  unsatisfactory  appearance. 

3.  Recurrence  or  spread  of  disease. 

9.  Surgery  for  penetrating  ocular  injury,  including  intraocular  foreign 
body. 

1 . Complications  requiring  additional  treatment  and/or  surgery, 
including  removal  of  the  eye. 

2.  Chronic  pain. 

3.  Partial  or  total  loss  of  vision. 

7.  Female  genital  system  treatments  and  procedures. 

1.  Abdominal  hysterectomy  (total). 

1.  Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  between  the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intestinal  obstruction. 

2.  Vaginal  hysterectomy. 

1.  Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  between  the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intestinal  obstruction. 

6.  Completion  of  operation  by  abdominal  incision. 

3.  Removal  of  fallopian  tube(s)  and  ovary(ies)  with  possible 
hysterectomy. 

1 . Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  between  the  kidney  and  the  bladder 

5.  Injury  to  the  bowel  and/or  intestinal  obstruction. 

6.  Loss  of  normal  ovarian  hormonal  function. 

4.  Abdominal  endoscopy  (peritoneoscopy,  laparoscopy). 

1 Puncture  of  the  bowel  or  blood  vessel. 

2.  Abdominal  infection. 

3.  Abdominal  incision  and  operation  to  correct  injury. 

8.  Hematic  and  lymphatic  system. 

(No  procedures  assigned  at  this  time.) 

9.  Integumentary  system  treatments  and  procedures. 

1 . Radical  or  modified  radical  mastectomy.  (Simple  mastectomy 
excluded  ) 

1 . Limitation  of  movement  of  shoulder  and  arm. 

2.  Swelling  of  the  arm. 

3.  Loss  of  the  skin  of  the  chest  requiring  skin  graft. 

4.  Recurrence  of  malignancy,  if  present. 

5.  Decreased  sensation  or  numbness  of  the  inner  aspect  of 
the  arm  and  chest  wall. 

2.  Reconstruction  and/or  plastic  surgical  operations  of  the  face  and 
neck. 

1 . Worsening  or  unsatisfactory  appearance. 

2.  Creation  of  several  additional  problems,  such  as: 

1 Poor  healing  or  skin  loss. 

2.  Nerve  damage. 

3.  Painful  or  unattractive  scarring. 

4.  Impairment  of  regional  organs,  such  as  eye  or  lip 
function. 

3.  Recurrence  of  the  original  condition. 

10.  Male  genital  system. 

1 .  Orchidopexy  (reposition  of  testis(es)  ). 

1 .  Removal  of  testicle. 


2.  Atrophy  (shriveling)  of  the  testicle  with  loss  of  function. 

2.  Orchiectomy  (removal  of  the  testis(es)). 

1 . Decreased  sexual  desire. 

2.  Difficulties  with  penile  erection. 

3.  Vasectomy. 

1 . Loss  of  testicle 

2.  Failure  to  produce  permanent  sterility. 

11.  Maternity  and  related  cases. 

(No  procedures  assigned  at  this  time.) 

12.  Musculoskeletal  system  treatments  and  procedures. 

1 . Arthroplasty  of  all  joints  with  mechanical  device. 

1.  Impaired  function  such  as  shortening  or  deformity  of  an  arm 
or  leg,  limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 

4 Fat  escaping  from  bone  with  possible  damage  to  a vital 
organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any  implanted  device  or 
material. 

2.  Mechanical  internal  prosthetic  device. 

1 . Impaired  function  such  as  shortening  or  deformity  of  an  arm 
or  leg,  limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  possible  damage  to  a vital 
organ. 

5.  Failure  of  bone  to  heal 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any  implanted  device  or 
material. 

3.  Open  reduction  with  internal  fixation. 

1 . Impaired  function  such  as  shortening  or  deformity  of  an  arm 
or  leg,  limp  or  foot  drop. 

2 Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort 

4 Fat  escaping  from  bone  with  possible  damage  to  a vital 
organ 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any  implanted  device  or 
material. 

4 Osteotomy 

1 . Impaired  function  such  as  shortening  or  deformity  of  an  arm 
or  leg,  limp  or  foot  drop 

2.  Blood  vessel  or  nerve  injury 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  possible  damage  to  a vital 
organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection 

7.  Removal  or  replacement  of  any  implanted  device  or 
material. 

5.  Ligamentous  reconstruction  of  joints. 

1 Failure  of  reconstruction  to  work. 

2 Continued  loosening  of  the  joint 

3.  Degenerative  arthritis. 

4 Continued  pain. 

5.  Increased  stiffening 

6.  Blood  vessel  or  nerve  injury. 

7.  Cosmetic  and/or  functional  deformity. 

6.  Children’s  orthopedics  (bone,  joint,  ligament  or  muscle). 

1 Growth  deformity. 

2.  Additional  surgery. 

13.  Nervous  system  treatments  and  procedures. 

1 . Craniotomy  (craniectomy)  for  excision  of  brain  tissue,  tumor,  vas- 
cular malformation  and  cerebral  revascularization 

1.  Additional  loss  of  brain  function  including  memory 


Volume  80  October  1984 


31 


2.  Recurrence  or  continuation  of  the  condition  that  required 
this  operation. 

3.  Stroke. 

4.  Blindness,  deafness,  inability  to  smell,  double  vision,  coordi- 
nation loss,  seizures,  pain,  numbness  and  paralysis. 

2.  Craniotomy  (craniectomy)  for  cranial  nerve  operation  including  neu- 
rectomy, avulsion,  rhizotomy  or  neurolysis. 

1 . Numbness,  impaired  muscle  function  or  paralysis. 

2.  Recurrence  or  continuation  of  the  condition  that  required 
this  operation. 

3.  Seizures. 

3.  Spine  operation.  Including:  laminectomy,  decompression,  fusion,  in- 
ternal fixation  or  procedures  for  nerve  root  or  spinal  cord  compres- 
sion; diagnosis;  pain;  deformity;  mechanical  instability;  injury; 
removal  of  tumor,  abscess  or  hematoma.  (Excluding  coccygeal 
operations.) 

1 . Pain,  numbness  or  clumsiness 

2.  Impaired  muscle  function 

3.  Incontinence  or  impotence 

4.  Unstable  spine 

5.  Recurrence  or  continuation  of  the  condition  that  required 
the  operation. 

6.  Injury  to  major  blood  vessels. 

4.  Peripheral  nerve  operation;  nerve  grafts,  decompression,  transposi- 
tion or  tumor  removal;  neurorrhaphy,  neurectomy  or  neurolysis. 

1.  Numbness. 

2.  Impaired  muscle  function. 

3.  Recurrence  or  persistence  of  the  condition  that  required  the 
operation. 

4.  Continued,  increased  or  different  pain. 

5.  Correction  of  cranial  deformity. 

1 . Loss  of  brain  function. 

2.  Seizures. 

3.  Recurrence  or  continuation  of  the  condition  that  required 
this  operation. 

6.  Transphenoidal  hypophysectomy  or  other  pituitary  gland  operation. 

1 . Spinal  fluid  leak. 

2.  Necessity  for  hormone  replacement. 

3.  Recurrence  or  continuation  of  the  condition  that  required 
this  operation 

4.  Nasal  septal  deformity  or  perforation. 

7.  Cerebral  spinal  fluid  shunting  procedure  or  revision. 

1 . Shunt  obstruction  or  infection. 

2.  Seizure  disorder. 

3.  Recurrence  or  continuation  of  brain  dysfunction. 

14.  Radiology. 

1 . Angiography,  aortography,  arteriography  (arterial  injection  of  con- 
trast media-diagnostic). 

1 Injury  to  artery. 

2.  Damage  to  parts  of  the  body  supplied  by  the  artery  with 
resulting  loss  of  function  or  amputation. 

3.  Swelling,  pain,  tenderness  or  bleeding  at  the  site  of  the 
blood  vessel  perforation. 

4.  Aggravation  of  the  condition  that  necessitated  the 
procedure. 

5.  Allergic  sensitivity  reaction  to  injected  contrast  media. 

2.  Myelography. 

1.  Chronic  pain. 

2.  Transient  headache,  nausea,  vomiting. 

3.  Numbness 

4.  Impaired  muscle  function. 

3.  Angiography  with  occlusion  techniques-therapeutic. 

1 . Injury  to  artery. 

2.  Loss  or  injury  to  body  parts. 

3.  Swelling,  pain,  tenderness  or  bleeding  at  the  site  of  the 
blood  vessel  perforation. 

4.  Aggravation  of  the  condition  that  necessitated  the 
procedure. 

5.  Allergic  sensitivity  reaction  to  injected  contrast  media. 


4.  Angioplasty  (intravascular  dilatation  technique). 

1.  Swelling,  pain  tenderness,  or  bleeding  at  the  site  of  vessel 
puncture. 

2.  Damage  to  parts  of  the  body  supplied  by  the  artery  with 
resulting  loss  of  function  or  amputation. 

3.  Injury  to  the  vessel  that  may  require  immediate  surgical 
intervention. 

4.  Recurrence  or  continuation  of  the  original  condition. 

5.  Allergic  sensitivity  reaction  to  injected  contrast  media. 

5 Splenoportography  (needle  injection  of  contrast  media  into  the 

spleen). 

1.  Injury  to  the  spleen  requiring  blood  transfusion  and/or  re- 
moval of  the  spleen. 

15.  Respiratory  system  treatments  and  procedures. 

1 . Excision  of  lesion  of  larynx,  vocal  cords,  trachea. 

(No  risks  or  hazards  assigned  at  this  time.) 

2.  Rhinoplasty  or  nasal  reconstruction  with  or  without  septoplasty. 

1 Deformity  of  skin,  bone  or  cartilage. 

2.  Creation  of  new  problems,  such  as  septal  perforation  or 
breathing  difficulty. 

3.  Submucus  resection  of  nasal  septum  or  nasal  septoplasty. 

1 . Persistence,  recurrence  or  worsening  of  the  obstruction. 

2.  Perforation  of  nasal  septum  with  dryness  and  crusting. 

3.  External  deformity  of  the  nose. 

16.  Urinary  system. 

1 .  Partial  nephrectomy  (removal  of  part  of  the  kidney). 

1.  Incomplete  removal  of  stone(s)  or  tumor,  if  present. 

2.  Obstruction  of  urinary  flow. 

3.  Leakage  of  urine  at  surgical  site. 

4.  Injury  to  or  loss  of  the  kidney. 

5.  Damage  to  adjacent  organs. 

2 Radical  nephrectomy  (removal  of  kidney  and  adrenal  gland  for 
cancer). 

1 . Loss  of  the  adrenal  gland. 

2.  Incomplete  removal  of  tumor 

3.  Damage  to  adjacent  organs. 

3.  Nephrectomy  (removal  of  kidney). 

1 . Incomplete  removal  of  tumor  if  present. 

2.  Damage  to  adjacent  organs. 

3.  Injury  to  or  loss  of  the  kidney. 

4 Nephrolithotomy  and  pyelolithotomy  [removal  of  kidney  stone(s)]. 

1 Incomplete  removal  of  stone(s). 

2.  Obstruction  of  urinary  flow. 

3.  Leakage  of  urine  at  surgical  site. 

4.  Injury  to  or  loss  of  the  kidney. 

5.  Damage  to  adjacent  organs. 

5 Pyeloureteroplasty  (pyeloplasty  or  reconstruction  of  the  kidney 
drainage  system). 

1 . Obstruction  of  urinary  flow. 

2.  Leakage  of  urine  at  surgical  site. 

3.  Injury  to  or  loss  of  the  kidney. 

4.  Damage  to  adjacent  organs. 

6.  Exploration  of  kidney  or  perinephric  mass. 

1 . Incomplete  removal  of  stone(s)  or  tumor,  if  present. 

2.  Leakage  of  urine  at  surgical  site. 

3.  Injury  to  or  loss  of  the  kidney. 

4.  Damage  to  adjacent  organs. 

7.  Ureteroplasty  [reconstruction  of  ureter  (tube  between  kidney  and 
bladder)]. 

1 . Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  the  stone  or  tumor  (when  applicable). 

3.  Obstruction  of  urine  flow. 

4.  Damage  to  other  adjacent  organs. 

5.  Damage  to  or  loss  of  the  ureter. 

8.  Ureterolithotomy  [surgical  removal  of  stone(s)  from  ureter  (tube  be- 
tween kidney  and  bladder)]. 

1 . Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  stone. 

3.  Obstruction  of  urine  flow. 
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4 Damage  to  other  adjacent  organs. 

5.  Damage  to  or  loss  of  ureter. 

9.  Ureterectomy  [partial/complete  removal  of  ureter  (tube  between 
kidney  and  bladder)]. 

1.  Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  tumor  (when  applicable). 

3.  Obstruction  of  urine  flow. 

4 Damage  to  other  adjacent  organs. 

10.  Ureterolysis  [freeing  of  ureter  (tube  between  kidney  and  bladder) 
from  adjacent  tissue], 

1 Leakage  of  urine  at  surgical  site 

2.  Obstruction  to  urine  flow. 

3.  Damage  to  other  adjacent  organs. 

4.  Damage  to  or  loss  of  ureter. 

1 1 . Ureteral  reimplantation  [reinserting  ureter  (tube  between  kidney 
and  bladder)  into  the  bladder], 

1.  Leakage  of  urine  at  surgical  site. 

2.  Obstruction  to  urine  flow. 

3.  Damage  to  or  loss  of  ureter 

4.  Backward  flow  of  urine  from  bladder  into  ureter 

5.  Damage  to  other  adjacent  organs. 

12.  Prostatectomy  (partial  or  total  removal  of  prostate). 

1.  Leakage  of  urine  at  surgical  site. 

2.  Obstruction  to  urine  flow. 

3.  Incontinence  (difficulty  with  urinary  control). 

4.  Semen  passing  backward  into  bladder. 

5.  Difficulty  with  penile  erection  (possible  with  partial  and 
probable  with  total  prostatectomy). 

13.  Total  cystectomy  (removal  of  urinary  bladder). 

1 . Probable  loss  of  penile  erection  and  ejaculation  in  the  male. 

2.  Damage  to  other  adjacent  organs. 

3.  This  procedure  will  require  an  alternate  method  of  urinary 
drainage. 

14.  Partial  cystectomy  (partial  removal  of  urinary  bladder). 

1.  Leakage  of  urine  at  surgical  site. 

2.  Incontinence  (difficulty  with  urinary  control). 

3.  Backward  flow  of  urine  from  bladder  into  ureter  (tube  be- 
tween kidney  and  bladder) 

4.  Obstruction  of  urine  flow. 

5.  Damage  to  other  adjacent  organs. 

15.  Urinary  diversion  (ileal  conduit,  colon  conduit). 

1 Blood  chemistry  abnormalities  requiring  medication. 

2.  Development  of  stones,  strictures  or  infection. 

3.  Routine  lifelong  medical  evaluation. 

4.  Leakage  of  urine  at  surgical  site. 

5.  Requires  wearing  a bag  for  urine  collection. 

16.  Ureterosigmoidostomy  (placement  of  kidney  drainage  tubes  into 
the  large  bowel). 

1 . Blood  chemistry  abnormalities  requiring  medication. 

2.  Development  of  stones,  strictures  or  infection. 

3.  Routine  lifelong  medical  evaluation 

4.  Leakage  of  urine  at  surgical  site. 

5.  Difficulty  in  holding  urine  in  the  rectum. 

17.  Urethroplasty  (construction/reconstruction  of  drainage  tube  from 
bladder). 

1 Leakage  of  urine  at  surgical  site. 

2.  Stricture  formation. 

3.  Additional  operation(s). 


LIST  B 

Procedures  requiring  no  disclosure.  The  following  treatments  and  procedures 
require  no  disclosure  by  the  physician  or  health  care  provider  to  the  patient  or 
person  authorized  to  consent  for  the  patient 

1.  Anesthesia. 

1.  Local. 

2.  Other  forms  of  regional  anesthesia. 

2.  Cardiovascular  system. 

1 .  Excision  and  ligation  of  varicose  veins  of  the  leg. 


3.  Digestive  system. 

1 . Appendectomy. 

2.  Hemorrhoidectomy  with  fistulectomy  or  fissurectomy. 

3.  Hemorrhoidectomy. 

4.  Incision  or  excision  of  perirectal  tissue. 

5.  Local  excision  and  destruction  of  lesion,  anus  and  rectum. 

6.  Operations  for  correction  of  cleft  palate. 

7 Repair  of  inguinal  hernia 

8 Repair  and  plastic  operations  on  anus  and  rectum. 

9.  Resection  of  colon  (segmental). 

10.  Tonsillectomy  with  adenoidectomy. 

1 1 . Tonsillectomy  without  adenoidectomy. 

4.  Ear. 

1 . Myringotomy. 

2.  Reconstruction  of  auricle  of  ear  for  skin  cancer. 

3.  Tympanoplasty  without  mastoidectomy 

5.  Endocrine  system. 

(No  procedures  assigned  at  this  time.) 

6.  Eye. 

1 . Administration  of  topical,  parenteral  (such  as  IV),  or  oral  drugs  or 
pharmaceuticals,  including,  but  not  limited  to,  fluorescein  angiogra- 
phy, orbital  injection,  or  periocular  injections. 

2.  Removal  of  extraocular  foreign  bodies. 

3.  Chalazion  excision. 

7.  Female  genital  system. 

1 . Conization  of  cervix. 

2.  Dilation  and  curettage  of  the  uterus  (diagnostic  and  therapeutic). 

3.  Removal  of  fallopian  tube  and/or  ovary  without  hysterectomy. 

8.  Hematic  and  lymphatic  system. 

1.  Biopsy  of  lymph  nodes. 

9.  Integumentary  system. 

1 . Biopsy  of  breast. 

2.  Cutting  and  preparation  of  skin  grafts  or  pedicle  flaps. 

3.  Removal  or  treatment  of  local  skin  or  subcutaneous  lesion. 

4.  Excision  of  pilonidal  sinus  or  cyst. 

5.  Suture  of  skin. 

6.  Wide  or  radical  excision  of  skin  lesion  with  or  without  graft. 

7.  Z plasty  without  excision. 

8.  Biopsy  of  skin  or  mucus  membrane 

9.  Incision  and  drainage  of  skin  or  mucus  membrane  lesion. 

10  Debridement  of  ulceration  of  the  skin. 

10.  Male  genital  system. 

1 . Biopsy  of  testicle. 

2.  Placement  of  testicular  prosthesis. 

3.  Hydrocelectomy  (removal/drainage  of  cyst  in  scrotum). 

4.  Circumcision. 

5.  Cystoscopy. 

11.  Maternity  and  related  cases. 

1.  Delivery  (cesarean  section). 

2.  Delivery  (vaginal). 

12.  Musculoskeletal  system. 

1 . Arthrotomy. 

2.  Closed  reduction  without  internal  fixation 

3.  Excision  of  lesion,  muscle,  tendon,  fascia,  bone. 

4.  Excision  of  semilunar  cartilage  of  knee  joint 

5.  Needle  biopsy  or  aspiration,  bone  marrow. 

6.  Partial  excision  of  bone. 

7.  Removal  of  internal  fixation  device. 

8 Traction  or  fixation  without  manipulation  for  reduction. 

13.  Nervous  system. 

1 . Cranioplasty. 

2.  Lumbar  puncture. 

3.  Closure  of  meningomyelocele. 

4.  Ventriculostomy  with  or  without  air  ventriculogram. 

5.  Cysternal  puncture  (diagnostic). 

6.  Craniectomy  or  craniotomy  for  intracranial  hematoma,  abcess  or 
penetrating  injury. 

7.  Stereotaxic  surgery  for  dystonia. 

8.  Insertion  of  skeletal  tongs 
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9.  Intravenous  cut-down. 

10.  Elevation  of  depressed  skull  fracture. 

11.  Cervical  1-2  puncture  (diagnostic). 

14.  Radiology. 

1 . Injection  of  contrast  media  or  imaging  media  into  the  spinal  canal 
for  diagnostic  encephalography  and/or  cisternography. 

2.  Intravascular  infusion  technique-therapeutic. 

3.  Lymphangiography. 

4.  Percutaneous  transhepatic  (liver)  catheter  placement. 

5.  Discography. 

6.  Venography  (venogram)  with  contrast  media. 

7.  Cholangiography  with  contrast  media. 

8.  Urography  (IVP)  with  contrast  media. 

9.  Digital  subtraction  angiography  with  contrast  media. 

10.  Radionuclide  scans  and/or  blood  flow  studies. 

1 1 . Gl  tract  radiography  and  fluoroscopy. 

12.  Oral  cholecystography. 

13.  Fistula  or  sinus  tract  injection 
14  Sialography 

15.  Dachrocystography. 

16.  Cystography,  cystourethrography. 

17  Retrograde  and  antegrade  urography. 

18.  Laryngography,  bronchography. 

19  Hysterosalpingography. 

20.  ERCP  (Endoscopic  retrograde  cholangio  pancreatography). 

21 . Galactography. 

22.  T-Tube  cholangiography. 

23.  Skeletal  radiography  and/or  fluoroscopy  (skull,  mastoids,  sinuses 
and  facial  bones;  spine,  ribs,  pelvis;  extremities.) 

24.  Foreign  body  radiography  and/or  fluoroscopy. 

25.  Chest  and  abdomen  radiography  and  fluoroscopy. 

26.  Portable  radiography/fluoroscopy. 

27  Pelvimetry,  fetogram 

28.  Computer  tomography  scan  with  and  without  contrast  media. 

29.  Ultrasound  and  Doppler  studies. 

30  Laminography,  polytomography. 

31 . Soft-tissue  radiography  including  xerography  and 
zeromammography. 

32.  Kidney  or  bile  duct  stone  manipulation  through  percutaneous  tube 
or  tube  tract. 

33  Pacemaker  lead  placement. 

34  Arthrography 

35.  Percutaneous  nephrostogram  and/or  internal  stent  or  external 
drainage  of  the  kidney. 

36.  Percutaneous  transhepatic  cholangiogram  and/or  internal  stent  or 
external  drainage  of  the  liver. 

37  Percutaneous  abscess  drainage. 

15.  Respiratory  system. 

1 Aspiration  of  bronchus. 

2.  Biopsy  of  lesion  of  larnyx,  trachea,  bronchus,  esophagus. 

3.  Lung  biopsy. 

4 Needle  biopsy,  lung. 

5.  Segmental  resection  of  lung. 

6 Thoracotomy. 

7.  Thoracotomy  with  drainage. 

8.  Reduction  of  nasal  fracture. 

9.  Tracheostomy. 

16.  Urinary  system. 

1.  Nephrostomy  (placement  of  drainage  tubes). 

2.  Biopsy  of  prostate,  bladder  or  urethra. 

3.  Cystolithotomy  (surgical  removal  of  stone(s)  from  the  bladder). 

4.  Cystolitholopexy  (cystoscopic  crushing  and  removal  of  bladder 
stone(s)  ). 

5.  Cystostomy  (placement  of  tube  into  the  bladder). 

6.  Urethrotomy  (incision  of  the  urethra). 

7.  Diverticulectomy  of  the  bladder  (removal  of  outpouching  of  the 
bladder). 

8.  Diverticulectomy  or  diverticulotomy  of  the  urethra  (repair  or  drain- 
age of  outpouching  of  the  urethra). 
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TEXAS  MEDICINE 


When  good  practice 
management  is  not  enough  . . . 

A marketing  plan  can  help  build  your  practice  through 
greater  patient  satisfaction,  higher  patient  volume, 
increased  physician  referral,  and  greater  awareness  of 
your  services  in  your  community. 

We  can  provide  market  research,  practice  analysis,  devel- 
opment of  patient  education  programs  and  literature,  and 
creation  of  comprehensive  marketing  plans. 

We  deal  exclusively  with  physicians  and  design  our  pro- 
grams within  professional  society  guidelines.  Call  us 
today  for  a more  successful  and  satisfying  tomorrow. 


Chimney  Hill  Business  Park  301  Arguello,  Suite  102  College  Station,  TX  77840  (409)  846-3573 


Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 


We  are  endorsed  by: 


BALANCED 

CALCIUM  CHAT 
BLOCKADT 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
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2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test?  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 
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CALCIUM  CHANNEL  BLOCKER 
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PROFESSIONAL  USE  INFORMATION 

cardizem, 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM®  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-|4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  Is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  Is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  Its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ot  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  Is  believed 
to  act  in  the  following  ways: 

1  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  Interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  Inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovlne-provoked 
coronary  artery  spasm.  It  causes  a decrease  In  peripheral  vascular 
resistance  and  a modest  tall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  (or  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  ot  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  ot 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  ot  greater  than  first-degree 
AV  block.  Dlltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  ot  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  Increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
Is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  In  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Aitery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm,  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  In 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  ot  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  (or  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  ot  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  In  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  Injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  ot  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  ot  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  ot  CARDIZEM  and  beta-blockers  or  digitalis  Is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  Increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  In  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  Individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  it  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  ot  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
ot  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%).  dizziness  (1.5%),  rash  (1.2 
asthenia  (1.2%),  AV  block  (1.1%)  In  addition,  the  following  eve 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presei 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System: 
Gastrointestinal 


Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  brady 
dia,  palpitations,  congestive  heart  faili 
syncope. 

Paresthesia,  nervousness,  somnolen 
tremor,  insomnia,  hallucinations,  and  amne 
Constipation,  dyspepsia,  diarrhea,  vomit 
mild  elevations  of  alkaline  phosphatase,  SG 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensiti1 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episode; 
vasospastic  angina  developed  periods  of  transient  asymptom 
asystole  approximately  five  hours  after  receiving  a single  60 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  in 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme; 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase,  SC 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  betw 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limi 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolera 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggera 
response,  appropriate  supportive  measures  should  be  employei 
addition  to  gastric  lavage  The  following  measures  may  be  conside; 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  It  tl 
is  no  response  to  vagal  blockade,  admini: 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  hi 
degree  AV  block  should  be  treated  with 
diac  pacing. 

Administer  inotropic  agents  (isoproterei 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levartere 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of 
clinical  situation  and  the  judgment  and  experience  of  the  treat 
physician 

The  oral/LDS0  s in  mice  and  rats  range  from  415  to  740  mg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD™' 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD. 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  i 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kno 
but  blood  levels  in  excess  ot  800  ng/ml  have  not  been  associa 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Cc 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Cc 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patiei 
needs  Starting  with  30  mg  tour  times  dally,  before  meals  anr 
bedtime,  dosage  should  be  increased  gradually  (given  in  divi 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  i 
optimum  response  is  obtained.  Although  individual  patients  i 
respond  to  any  dosage  level,  the  average  optimum  dosage  ra: 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  cone 
mg  dosage  requirements  in  patients  with  impaired  renal  or  hep 
function  If  the  drug  must  be  used  in  such  patients,  titration  shoulr 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  ac 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sa 
coadministered  with  short-  and  long-acting  nitrates,  but  th 
have  been  no  controlled  studies  to  evaluate  the  antiang: 
effectiveness  ot  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.)  . 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (It 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (k 
0088-1771-49),  Each  green  tablet  is  engraved  with  MARION  on' 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  see 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  1 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yel 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  ot 
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CANCER UPDATE 


Small  cell  lung  cancer 

Richard  G.  Sheehan,  MD 

During  the  1 970s,  exploitation  of  the  unique  biologic  char- 
acteristics and  clinical  behavior  of  small  cell  lung  cancer 
(SCLC),  as  contrasted  to  the  other  common  histologic  forms 
of  primary  lung  tumors,  led  to  major  therapeutic  inroads  into 
the  natural  history  of  this  malignancy  and  its  potential  cure 

Thus,  for  patients  presenting  with  disease  limited  to  the 
thorax  (limited  stage),  median  survival  has  increased  from 
the  approximately  four  months  expected  without  treatment  to 
one  year  or  greater,  and  two-year  disease-free  intervals  are 
regularly  achievable  in  1 0%  to  1 5%  of  patients  treated.  In 
patients  presenting  with  distant  metastases  (extensive 
stage),  the  historical  median  life  expectancy  of  six  weeks  has 
been  increased  to  six  to  eight  months  and  an  occasional  pa- 
tient has  experienced  long-term  disease-free  status  (1 ). 

In  the  1980s,  further  refinements  in  clinical  evaluation  and 
treatment  approaches  promise  an  additional  impact  on  the 
long-term  outlook  for  patients  with  this  disease  This  article 
gives  a brief  overview  of  the  direction  of  these  investigations. 

Diagnosis  and  staging 

Since  the  therapeutic  approach  is  significantly  different  for 
SCLC  as  opposed  to  non-small  cell  lung  cancer  (NSCLC),  a 
reliable  histologic  confirmation  of  cell  type  is  necessary.  Be- 
cause of  the  frequent  limitations  in  quantity  and  quality  of 
biopsy  material  as  well  as  an  overlap  in  the  pathological  char- 
acteristics of  these  tumors,  this  prerequisite  often  is  not  satis- 
factorily met  A number  of  laboratories  have  been  engaged  in 
developing  more  precise  markers  of  the  various  lung  cancer 
subtypes  in  an  attempt  to  overcome  these  limitations.  Mono- 
clonal antibody  technology  has  provided  a powerful  tool  to 
produce  highly  specific  antibodies  that  react  with  unique  anti- 
gens that  differentiate  SCLC  cells  from  those  of  NSCLC  (2). 

Further  refinement  of  these  techniques  whereby  the  anti- 
bodies can  be  used  in  indirect  immunofluorescent  or  auto- 
radiographic procedures  on  fresh  or  fixed  tissue  should 
provide  the  pathologist  with  an  additional  method  of  cell  type 
identification. 

Availability  of  these  antibodies  holds  the  potential  for  more 
sensitive  and  specific  methods  of  evaluating  metastatic  sites 
of  disease  By  labeling  these  reagents  with  appropriate 
radionuclides,  nuclear  imaging  could  be  employed  to  detect 
occult  tumor  deposits  (3). 
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Treatment  approaches 

CHEMOTHERAPY 

Chemotherapy  remains  the  foundation  of  treatment  of  SCLC. 
Although  the  activity  of  a number  of  agents  has  been  estab- 
lished in  this  tumor  (particularly  cyclophosphamide,  dox- 
orubicin hydrochloride  (Adriamycin)  and  the  periwinkle 
alkaloids,  and  to  a somewhat  lesser  extent,  methotrexate, 
the  nitrosoureas  and  hexamethylmelamine,  two  other  agents 
have  more  recently  been  shown  to  be  of  major  clinical  impor- 
tance. The  podophyllotoxin,  VP-16-213  (Etoposide)  and  c/s- 
platinum  have  significant  antitumor  activity  in  SCLC.  Of  par- 
ticular interest  is  that  clearly,  in  combination  with  each  other, 
they  have  a synergistic  action  in  animal  tumor  systems. 
Moreover,  several  studies  have  demonstrated  true  non-cross 
resistant  activity  in  SCLC  when  administered  to  patients  who 
have  failed  to  respond  to  combinations  of  the  more  tradi- 
tionally utilized  drugs  (4).  These  additions  to  the  armamen- 
tarium provide  additional  treatment  options  including:  (a) 
incorporation  into  initial  regimens  with  other  first-line  drugs; 

(b)  a useful  salvage  regimen  for  patients  failing  other  com- 
binations such  as  cyclophosphamide,  doxorubicin  hydro- 
chloride (Adriamycin),  and  vincristine;  and  (c)  the  potential 
for  applying  the  principle  of  alternating  non-cross  resistant 
chemotherapy.  Previous  failures  of  this  latl<ir  concept  in 
SCLC  have,  in  large  part,  been  due  to  a lack  of  sufficiently 
effective  non-cross  resistant  drug  combinations.  Studies  are 
ongoing  to  evaluate  these  questions. 

Other  areas  of  investigation  in  chemotherapy  are  also 
being  actively  pursued  (3,5).  The  study  of  alternate  means  of 
drug  delivery  and  targeting  is  just  beginning.  In  this  regard, 
the  monoclonal  antibody  technology  provides  potential 
means  of  direct  therapeutic  attack,  or  more  realistically,  a 
means  of  delivering  liganded  drugs  or  cytotoxic  radionuclides 
selectively  to  tumor  cells. 

The  development  of  drug  resistance  by  tumor  cells  re- 
mains a major  obstacle  to  “curative"  chemotherapy  of  many 
advanced  malignancies.  Cell  lines  of  SCLC  can  be  estab- 
lished in  cell  culture  with  a relatively  high  degree  of  frequency 
(3,5).  This  has  provided  a model  system  for  the  study  of  drug 
resistance  and  its  manipulation  (6). 

The  development  of  new  chemotherapy  agents  with  ac- 
tivity for  a specific  tumor  type  is  hindered  by  the  need  to  ran- 
domly test  potentially  effective  agents  in  patients.  Preclinical 
screening  methods  would  be  of  major  importance.  SCLC 
cells  can  be  heterotransplanted  into  nude  mice  (xenografts) 
with  a good  rate  of  success.  Panels  of  these  heterografted 
tumors  could  then  be  used  to  test  new  agents  for  cytotoxicity. 
A correlation  of  tumor  response  in  xenografts  with  that  seen 
clinically  has  been  demonstrated  in  other  tumor  types,  and 
preliminary  studies  with  SCLC  have  suggested  similar  con- 
cordance (3,5). 

The  concept  of  pre-treatment  in  vitro  drug  sensitivity  test- 
ing of  tumor  cells  from  individual  patients,  as  is  done  for  anti- 
biotic susceptibility,  has  been  actively  investigated.  The  in 
vitro  clonogenic  tumor  stem  cell  assay  has  been  preliminarily 
applied  to  SCLC  (3,5).  In  vitro  colony  formation  occurs  with  a 
high  proportion  of  specimens,  but  the  cloning  efficiency 
(number  of  colonies)  has  been  low.  Correlation  of  in  vivo  tu- 
mor response  with  in  vitro  effects  has  been  excellent,  but 
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improvement  of  the  methodology  for  cloning  efficiency  must 
occur  before  this  becomes  a practical  approach. 

Finally,  although  SCLC  shows  a high  level  of  chemother- 
apy responsiveness,  myelotoxicity  is  the  most  common 
dose-limiting  problem.  This  feature  has  led  to  the  study  of 
autologous  bone  marrow  rescue  as  a means  of  allowing  in- 
cremental doses  of  active  agents  in  this  tumor.  Although  pre- 
liminary studies  have  been  disappointing,  the  development 
of  more  applicable  treatment  regimens  and  better  timing  of 
their  initiation  still  holds  promise  for  this  approach  (7). 

Surgery 

A prospective  reassessment  of  the  role  of  surgery  in  the 
management  of  SCLC  is  under  way  in  several  centers.  Ret- 
rospective analysis  of  the  VA  Lung  Group  cooperative  stud- 
ies indicated  a significant  long-term  survival  rate  in  patients 
who  had  undergone  surgery  for  SCLC  (stage  I or  II  clinically), 
especially  in  those  who  received  postoperative  chemother- 
apy with  regimens  that  today  would  be  considered  subop- 
timal  (8).  The  frequency  of  clinical  stage  I or  II  in  SCLC  is 
unclear.  Some  evidence  indicates  that  chemotherapy- 
induced  complete  remission  rates  are  significantly  lower  in 
patients  with  large  intrathoracic  masses.  Local-regional  re- 
currences in  patients  with  limited  stage  disease  are  a major 
cause  of  chemotherapy  failures  and,  to  a lesser  but  signifi- 
cant extent,  in  patients  receiving  thoracic  radiation.  For  all  of 
these  reasons,  a subset  of  patients  may  benefit  from  surgical 
“debulking.”  The  selection  of  such  patients,  as  well  as  the 
appropriate  chemotherapy  and  radiation  regimens  and  their 
timing,  all  remain  to  be  established. 


Radiation  therapy 

It  is  becoming  increasingly  clear  that  the  use  of  radiation 
therapy  applied  to  the  intrathoracic  disease  in  patients  with 
limited  stage  presentations  may  be  beneficial  (9).  Evaluation 
of  several  uncontrolled  studies  which  employed  similar 
chemotherapy  regimens  along  with  thoracic  radiation  sug- 
gests a higher  two-year  disease-free  survival  percentage 
than  achieved  with  chemotherapy  alone.  This  appears  to  be 
particularly  true  when  the  thoracic  radiation  was  given  con- 
currently with  chemotherapy.  This  has  led  to  the  design  of 
randomized  trials  to  examine  this  question,  but  the  studies 
are  too  early  in  their  maturation  to  be  evaluated  (10).  Prob- 
lems such  as  the  scheduling  of  the  modalities,  what  drugs  to 
utilize,  optimal  radiation  dosages,  and  acute  and  chronic 
toxicity  also  require  careful  study  before  this  question  is 
answered. 

An  important  point  that  has  generally  not  been  systemati- 
cally evaluated  in  most  therapy  trials  in  SCLC  relates  to  the 
quality  of  life  in  those  patients  who  undergo  these  rather  ag- 
gressive treatment  programs.  As  an  example,  prophylactic 
brain  irradiation  (PBI)  does  reduce  the  frequency  of  brain  re- 
lapse in  patients  so  treated,  but  there  has  as  yet  been  no 
proven  impact  on  overall  survival  (10).  Nevertheless,  some 
proponents  have  noted  a significant  overall  decrease  in  the 
morbid  state  associated  with  such  relapses  and  their  man- 
agement that  may,  in  itself,  justify  the  application  of  this 
modality  in  selected  patients  who  are  the  best  prospects  for 


long-term  survival  (11).  In  contrast,  evaluation  of  long-term 
survivors  has  indicated  a worrisome  frequency  of  chronic  dis- 
abling neurologic  disorders  in  patients  who  have  received 
PBI  (12).  The  prevalence  of  this  problem  may,  in  part,  be 
related  to  certain  therapeutic  agents,  especially  nitro- 
soureas, that  were  utilized  concurrently  in  some  of  the 
therapy  programs.  Disabling  pulmonary  dysfunction  and 
acute  leukemia  in  long-term  survivors  treated  with  combined 
modalities  have  been  observed,  but  the  frequency  of  these 
complications  appears  low.  In  the  future,  the  design  of  new 
therapeutic  regimens  must  prospectively  evaluate  not  only 
the  acute  toxicity  encountered,  as  traditionally  done,  but  also 
document  the  more  chronic  and  potentially  disabling  conse- 
quences of  the  protocols. 

In  summary,  the  past  decade  has  seen  major  advances  in 
the  management  of  SCLC  resulting  in  prolongation  of  sur- 
vival and  some  cures.  The  present  rate  of  success,  however, 
is  unacceptably  low  and  many  refinements  and  new  ap- 
proaches must  be  developed.  The  optimal  treatment  of 
SCLC  remains  an  investigative  pursuit  and  the  entry  of  newly 
diagnosed  patients  into  clinical  trials  should  continue  to  be  a 
consideration  for  the  primary  care  physician. 
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Psychosocial  factors  in 
burn  injury 

The  medical  records  of  70  consecutively  hospitalized 
adults  admitted  to  a major  teaching  hospital  in  South 
Texas  for  treatment  of  burn  injury  were  reviewed  to  ob- 
tain psychosocial  and  burn  injury  information  docu- 
mented in  routine  psychiatric  consultation.  The  data 
suggest  two  profiles  at  risk  for  burn  injury.  Male  patients 
tended  to  be  young,  were  drinking  alcohol  at  the  time  of 
the  injury,  and  were  burned  around  vehicles.  Female  pa- 
tients were  older,  suffered  from  preexisting  psychiatric 
and  physical  disorders,  and  usually  were  burned  in  the 
kitchen.  Using  correlations  of  psychosocial  factors,  we 
propose  ways  to  prevent  common  burn  injuries  and 
encourage  the  use  of  psychiatric  evaluation  of  burn 
patients. 


Many  burn  injuries  require  lengthy  hospitalizations  and  multi- 
disciplinary treatment  and  often  lead  to  long-term  physical 
and  psychiatric  disabilities.  It  is  estimated  that  1 % of  the  US 
population  is  burned  or  scalded  each  year  and  that  the  an- 
nual fatality  rate  is  3.9  per  100,000  population  (1). 

We  have  completed  a study  to  identify  psychosocial  char- 
acteristics of  persons  treated  for  burns  at  a major  South 
Texas  teaching  hospital  and  to  determine  the  implications  of 
these  factors  in  the  prevention  of  burns  and  in  the  daily  care 
of  burn  patients. 

Method 

Medical  Center  Hospital  is  the  county  hospital  for  Bexar 
County,  a South  Texas  county  with  an  estimated  population 
of  988,800.  Located  in  San  Antonio,  the  hospital  is  a major 
teaching  hospital  for  The  University  of  Texas  Health  Science 
Center  in  that  city.  The  hospital's  "Surgery  C”  service  treats 
all  burn  patients  admitted  to  the  hospital  and  uses*a  multi- 
disciplinary program  which  includes  nursing  service,  social 
work  service,  occupational  therapy,  physical  therapy,  support 
garment  services,  and  psychiatry.  All  burn  patients  receive 
routine  psychiatric  consultation. 

We  reviewed  consecutive  consultation  reports  of  70  burn 
victims  to  analyze  factors  associated  with  their  burn  injuries. 
The  consultations  were  performed  by  one  of  the  authors  of 
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this  article  (ERT).  All  of  the  patients  described  were  at  least 
15  years  old  and  required  hospitalization  between  August 
1980  and  December  1981.  (Burned  children  younger  than  15 
years  were  evaluated  and  periodically  observed  by  the  Child 
Psychiatry  Consultation  Division  and  were  not  included  in 
this  study.)  We  attempted  to  discover  any  correlations  be- 
tween the  patients’  burn  injury  and  their  sex,  age,  ethnic 
origin,  employment,  marital  status,  past  hospitalizations,  al- 
cohol use,  illicit  drug  use,  setting  where  burn  occurred,  burn 
agent,  percentage  of  body  surface  burned,  presence  of  full 
thickness  burn,  and  psychiatric  diagnoses.  We  categorized 
the  70  patients  according  to  the  DSM  III  (2)  schema:  Axis  I 
diagnosis,  clinical  syndromes  such  as  schizophrenia  or  major 
depression;  Axis  II  diagnosis,  personality  disorders  such  as 
antisocial,  histrionic,  etc;  and  Axis  III  diagnosis,  physical  dis- 
orders such  as  seizures  or  diabetes.  Cross  tabulations  were 
obtained  to  compare  each  factor  to  the  other.  Areas  of  signifi- 
cance were  determined  by  chi  square  with  p < 0.05. 

Results 

This  series  of  70  patients  consisted  of  43  (61%)  men  and  37 
(39%)  women.  Their  ages  are  shown  in  Fig  1 . Mexican- 
Americans  constituted  63%  of  the  sample,  whites  made  up 
27%  of  the  group,  and  1 0%  were  black.  These  data  closely 
parallel  the  ethnic  distribution  of  all  patients  admitted  to  Medi- 
cal Center  Hospital,  where  71%  are  Mexican-American,  21% 
are  white,  and  8%  are  black.  At  the  time  of  injury,  one  third  of 
the  patients  had  full-time  employment  and  38%  were  mar- 
ried. More  than  half  (53%)  had  been  previously  hospitalized. 
When  the  injury  occurred,  36%  of  the  burn  victims  were 
using  alcohol,  7%  were  engaged  in  illicit  drug  use,  and  10% 
were  using  alcohol  and  an  illicit  drug.  Most  of  the  burns  oc- 
curred in  the  home  (1 6 in  the  kitchen,  24  in  other  rooms)  and 
near  vehicles  (19  patients).  The  two  most  common  burn 
agents  were  hot  liquid  (39%)  and  flame  (39%).  The  majority 
of  burns  (78%)  covered  10%  or  less  of  the  body  surface,  and 
39%  were  full  thickness  burns.  Axis  I diagnoses  (clinical  psy- 
chiatric syndromes)  were  present  in  56%  of  the  patients, 

59%  were  found  to  have  an  Axis  II  diagnosis  (personality  dis- 
order), and  17%  had  an  Axis  III  diagnosis  (physical  disorder). 

The  1 05  cross-tabulations  showed  1 9 comparisons  with 
areas  of  significance  (Fig  2).  Several  of  the  statistically  sig- 
nificant correlations  are  obvious  or  add  little  to  the  under- 
standing of  persons  who  are  burned.  For  example,  persons 
with  an  Axis  III  diagnosis  are  more  likely  to  have  had  a previ- 
ous hospitalization.  The  data  also  confirmed  that  the  type  of 
burn  agent  (ie,  hot  liquid,  flame)  correlates  with  the  percent- 

43 


1.  Sex,  age,  and  number  of  patients. 


Age 

15-21 

22-26 

27-34 

35-44 

45-74 

M 

12 

11 

7 

9 

4 

F 

2 

4 

8 

3 

10 

Total 

14  (20%) 

15  (21.5%) 

15  (21.5%) 

12  (17%) 

14  (20%) 

2.  Statistically  significant  cross  tabulations  of  psychosocial  and  burn  injury 
data  collected  from  70  consecutive  hospitalized  patients. 

Variables 

x2 

df 

P< 

Sex 

Age 

13.1 

4 

.01 

Sex 

Alcozol  use 

6.9 

1 

.01 

Sex 

Setting 

11.5 

3 

.01 

Sex 

Axis  1 diagnosis* 

6.0 

1 

.01 

Sex 

Axis  III  diagnosis 

8.1 

1 

.01 

Age 

Alcohol  use 

11.9 

4 

.02 

Age 

Setting 

26.8 

12 

.01 

Employment 

Alcohol  use 

5.3 

1 

02 

Employment 

Partial  thickness  burn 

4.1 

1 

.04 

Marital  status 

Drug  use 

5.1 

1 

.02 

Past  hospitalizations 

Axis  III  diagnosis! 

5.4 

1 

.02 

Alcohol  use 

Burn  agent 

6.3 

2 

.04 

Drug  use 

Burn  agent 

6.1 

2 

.05 

Drug  use 

Full  thickness  burn 

4.8 

1 

.03 

Setting 

Burn  agent 

21.3 

6 

.01 

Setting 

Axis  III  diagnosis 

9.1 

3 

.03 

Burn  agent 

% Body  surface  area 

14.4 

4 

.01 

Burn  agent 

Full  thickness  burn 

9.2 

2 

.01 

Axis  1 diagnosis 

Axis  III  diagnosis 

7.6 

1 

.01 

* Axis  1 diagnosis  = 
t Axis  III  diagnosis  = 

clinical  psychiatric  syndrome. 
= physical  disorders. 

3.  Number  and  sex  of  patients  using  alcohol  at  time  of  burn  injury. 

Using 

Alcohol 

No 

Yes 

M 

18 

25 

F 

20 

7 

4.  Number  of  burn  injuries  to  males  and  females  occurring  in  various 
settings. 

Setting 

House, 

Kitchen 

House, 

Other  Rooms 

Vehicles  Job 

M 

5 

14 

14  10 

F 

11 

10 

5 1 

5. 

Axis  1 diagnoses  among  males  and  females. 

No 

Yes 

M 

24 

19 

F 

7 

20 

age  of  body  surface  injured  and  with  the  percentage  of  full 
thickness  burn,  but  these  correlations  do  not  relate  to  psy- 
chosocial variables.  Employment  was  correlated  with  drink- 
ing at  the  time  of  the  injury  and  with  partial  thickness  burns. 
These  correlations  are  difficult  to  understand,  but  may  be  re- 
lated to  employed  persons  having  enough  money  to  buy  al- 
cohol and  to  avoid  burn  agents  associated  with  full  thickness 
burns. 

Sex  differences  were  prominent  as  men  who  were  burned 
typically  were  from  1 5 to  26  years  old,  were  likely  to  be  drink- 
ing at  the  time  of  the  injury  (Fig  3),  were  burned  around  ve- 
hicles (eg,  pouring  gasoline  into  a carburetor  or  removing  a 
cap  from  a hot  radiator),  or  were  in  other  rooms  of  the  house 
besides  the  kitchen  when  the  burn  injury  occurred  (Fig  4). 
Women  were  more  likely  to  be  from  45  to  74  years  old,  were 
burned  in  the  kitchen,  and  had  Axis  I and  Axis  III  diagnoses 
(Figs  5,6).  The  group  of  unmarried  persons  tended  to  be 
using  illicit  drugs  at  the  time  of  the  injury. 

Correlations  with  age  included  alcohol  use,  most  often 
seen  in  the  27  to  34  year  age  group  and  least  likely  to  occur 
in  the  45  to  74  age  group.  Two  age  ranges  tended  to  be  in- 
volved in  burns  associated  with  vehicles,  primarily  the  15  to 
21  year  and  35  to  44  year  groups.  Persons  from  45  to  74 
years  old  tended  to  be  burned  in  the  kitchen. 

Alcohol  users  and  drug  users  were  at  risk  to  be  burned  in 
explosions,  by  contact  with  hot  metal,  or  in  electrical  acci- 
dents rather  than  by  hot  liquid  or  flame.  Hot  liquid  burns 
tended  to  occur  in  persons  who  were  sober  at  the  time  of  the 
injury.  Drug  use  was  significantly  correlated  with  the  risk  of 
receiving  a full  thickness  burn.  Persons  burned  in  the  kitchen 
were  at  risk  to  be  burned  with  hot  liquid. 

Burns  in  thfe  home  had  a high  correlation  with  physical  ill- 
ness, and  all  the  burns  outside  the  home  occurred  with 
people  who  were  physically  healthy.  Persons  with  Axis  III  di- 
agnoses were  most  frequently  burned  in  the  kitchen.  Flame 
burns  injured  larger  areas  of  body  surface  than  did  burns  by 
other  agents.  Full  thickness  burns  were  usually  caused  by 
explosion,  hot  metal  contact,  or  electrical  sources.  The  cross 
tabulations  also  revealed  a correlation  of  burn  victims  with 
both  Axis  I and  III  diagnoses. 


6. 

Axis  III  diagnoses  among  males  and  females. 

No 

Yes 

M 

40 

3 

F 

18 

9 
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Discussion 

A psychosocial  profile  for  this  group  of  hospitalized  patients 
is  apparent  from  the  data  that  we  have  gathered.  The  men 
tended  to  be  young  and  were  usually  drinking  at  the  time  of 
the  accident  which  occurred  in  association  with  a vehicle. 

The  women  were  older,  suffered  from  physical  and  psychi- 
atric disorders,  and  were  burned  in  the  kitchen. 

Alcohol  abuse,  apparently  the  nation  s largest  health  prob- 
lem at  this  time,  includes  direct  toxic  effects  (eg,  cirrhosis, 
pancreatitis,  etc)  (3),  and  indirect  effects,  such  as  accidents, 
suicides,  homicide,  and  time  lost  from  work  (4).  Our  study 
found  that  46%  of  the  sample  was  using  alcohol  either  alone 
or  with  illicit  drugs  at  the  time  of  the  injury.  This  apparently 
high  incidence  of  alcohol  use  may  be  more  accurate  than 
data  quoted  in  other  studies  (5).  Barcha  et  al  (6)  noted  an 
incidence  of  alcoholism  of  1 5%  to  29%  among  male  general 
hospital  ward  patients,  and  reported  the  lack  of  recognition  of 
the  problem  by  the  primary  care  physician  or  house  staff 
officer.  In  our  center,  all  burn  patients  received  an  initial  psy- 
chiatric evaluation  with  careful  attention  paid  to  their  drinking 
behavior.  Other  reasons  for  differing  rates  of  alcohol  use 
noted  in  published  reports  and  this  study  include  variables 
related  to  sample  population,  interviewer  training,  interviewer 
style,  and  criteria  for  diagnosing  alcohol  abuse. 

A majority  of  the  patients  (56%)  in  our  study  were  diag- 
nosed as  having  a psychiatric  disorder.  Pathological  pattern 
of  alcohol  use  was  significant  enough  in  1 8%  of  the  sample  to 
warrant  a DSM  III  diagnosis  of  alcohol  abuse  or  alcohol  de- 
pendence, the  most  common  psychiatric  diagnosis  in  this  pa- 
tient group.  The  next  most  common  diagnosis,  seen  in  13%, 
was  adjustment  disorder,  defined  as  maladaptive  emotional 
reactions  to  the  burn  injury.  The  other  diagnoses  were  scat- 
tered among  such  disorders  as  schizophrenia,  organic  men- 
tal disorders,  affective  disorders,  drug  dependence,  and 
mental  retardation. 

Other  studies  have  shown  that  most  burns  occur  in  the 
home,  and  environmental  factors  have  been  identified.  Heat- 
ing sources  for  homes  can  pose  a fire  hazard,  especially  gas 
space  heaters  located  on  the  floor  where  children  and  adults 
might  come  in  contact  with  the  open  flame  (7). 

MacArthur  and  associates  (5)  have  shown  that  certain  in- 
dividuals have  characteristics  which  are  predispositions  to 
burn  injury.  In  general,  the  person  seems  to  be  debilitated 
from  a physical  or  mental  illness  to  the  extent  that  his  or  her 
judgment  is  impaired  in  potentially  dangerous  situations  or 
he  is  unable  to  respond  appropriately  in  a situation  where 
being  burned  is  highly  probable.  Noyes  et  al  (8)  studied  67 


adults  treated  at  the  University  of  Iowa  burn  unit.  Most  of  the 
patients  were  unmarried,  unemployed,  and  of  low  socio- 
economic status.  Two  groups  at  particular  risk  to  be  burned 
were  elderly  women  with  physical  illness  and  persons  with 
psychiatric  illness  who  were  of  low  socioeconomic  status. 

Several  studies  have  found  alcohol  use  to  be  a significant 
risk  factor.  Crickelair’s  (9)  article  described  a population  of 
patients  treated  at  Harlem  Hospital,  New  York  City.  The  ma- 
jority (98%)  of  patients  were  black,  and  the  burns  tended  to 
occur  in  the  home  (95%).  The  burns  were  usually  caused  by 
flame  (39%)  or  scald  (37%).  Two  significant  risk  factors  were 
the  wearing  of  flammable  cotton  clothing  and  alcoholism. 

Hollis'  (10)  report  of  fire  fatalities  in  Memphis,  found  83% 
of  the  decedents  had  been  drinking  at  the  time  of  the  fire. 
Haberman  and  Baden's  (11)  analysis  of  1 ,000  deaths  in  New 
York  City  cited  fire  as  the  cause  of  3%  of  all  deaths  and  the 
cause  of  death  in  26%  of  the  297  alcoholics  in  the  sample. 

MacArthur  and  Moore's  (5)  retrospective  chart  review  of 
burn  patients  in  Boston  showed  relatively  low  frequencies  of 
alcohol  use  (17%)  and  psychiatric  diagnoses  (9%).  All  of  the 
persons  who  were  drinking  were  burned  in  the  home.  The 
sample  was  further  divided  into  "burn-prone”  and  “non-burn- 
prone”  groups.  Among  the  burn-prone  group,  38%  were  de- 
scribed as  "under  the  immediate  or  long-term  influence  of 
alcohol.'  Burn-prone  patients  were  further  identified  as 
women  with  alcohol  or  drug  abuse  problems  who  were 
burned  in  the  home  and  physically  and  emotionally  healthy 
young  men  who  were  burned  in  occupation-related  situa- 
tions. The  sample  was  not  characterized  in  regards  to  ethnic 
or  socioeconomic  status.  There  is  also  described  a “charcoal 
barbecue  and  martini  syndrome”  wherein  an  intoxicated  per- 
son tries  to  light  a cookout  fire  with  gasoline  leading  to  an 
explosion  and  flame  burns. 

Other  studies  describe  most  scald  injuries  as  preventable. 
Lowering  hot  water  heater  thermostats  to  1 20  degrees  or 
less  would  prevent  most  bathtub  scalds  and  provide  energy 
savings  for  the  household  (12,13). 

The  classic  public  health  model  is  applicable  to  the  phe- 
nomenon of  burn  injury  Primary  prevention  consists  of  elim- 
ination of  factors  that  cause  disease  Secondary  prevention 
is  early  detection  and  prompt  treatment  at  the  beginning  of 
the  disease.  Tertiary  prevention  involves  rehabilitation  or 
elimination  of  disability  after  the  acute  phase  of  illness. 

Burn  injuries  in  this  sample  might  be  prevented  by  a public 
information  program  to  warn  “ weekend  mechanics"  of  the 
dangers  of  automotive  repair.  Automobile  manufacturers 
might  design  a radiator  cap  that  diverts  the  hot  liquid  down- 
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ward  or  into  a reservoir.  Efforts  by  health  care  professionals 
to  counsel  older  women  with  psychiatric  or  physical  problems 
of  the  risks  of  being  burned  in  the  kitchen  may  reduce  that 
type  of  injury. 

Most  burn  victims  seek  care  quickly  because  of  the  dis- 
comfort caused  by  the  burn.  Secondary  prevention  would  in- 
clude evaluation  of  each  patient  as  an  individual  and  tailoring 
of  the  treatment  to  fit  his  or  her  needs.  Since  there  is  a high 
incidence  of  psychiatric  problems  in  burn  patients  (14),  a psy- 
chiatric consultant  can  be  a valuable  resource  in  treating  the 
patient  and  assisting  the  primary  physician  and  other  health 
care  givers  in  managing  preexisting  psychiatric  disorders  and 
disorders  arising  from  the  injury  or  treatment.  Concerns 
about  body  image,  adjustment  to  decreased  functional  ability, 
and  depression  are  common  problems  among  burn  patients 
(15).  Problems  involved  in  burn  treatment  include  pain  man- 
agement and  compliance  with  dressing  changes,  physical 
therapy,  occupational  therapy,  and  outpatient  follow-up  care. 
These  problems  can  be  lessened  by  thorough  psychiatric 
evaluation  and  treatment  along  with  the  formulation  of  treat- 
ment plans  through  multidisciplinary  staff  meetings  to  dis- 
cuss the  care  of  the  patient. 

An  alcohol  use  history  should  be  obtained  from  every  pa- 
tient who  is  admitted  for  treatment  of  burn  injury.  Alcohol 
abusers  may  be  dehydrated,  poorly  nourished,  vitamin  defi- 
cient, and  may  exhibit  the  spectrum  of  alcohol  withdrawal 
syndromes  such  as  delirium  tremens  or  hallucinosis.  When 
risk  for  alcohol  withdrawal  is  identified,  appropriate  treatment 
measures  can  reduce  the  morbidity  and  mortality  related  to 
alcohol  withdrawal. 

Tertiary  prevention  of  disability  from  burn  injury  should  in- 
clude comprehensive  multidisciplinary  outpatient  follow-up 
with  special  attention  to  scarring,  decreased  range  of  motion, 
contractures,  and  long-term  psychiatric  problems  (16)  Pa- 
tients should  be  encouraged  to  capitalize  on  their  remaining 
functional  abilities  and  to  lead  active  vocational  and  social 
lives. 

It  is  impossible  to  prevent  all  burn  injuries.  When  a patient 
is  burned  it  is  important  for  health  care  providers  to  consider 
the  unique  psychosocial  factors  present  in  each  person  and 
how  such  factors  may  affect  the  person's  reaction  to  his  or 
her  injury  and  recovery. 

REFERENCES 

1.  Avni  J:  The  severe  burns.  Adv  Psychosom  Med  10:57-77,  1980 

2.  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  ed  3 Washing- 
ton, DC,  American  Psychiatric  Association,  1980 

3.  Eckardt  MJ,  Harford  TC,  Kaelber  CT,  et  al  Health  hazards  associated 

46 


with  alcohol  consumption  JAMA  246(6)  :648-666,  1981 

4 Berry  RE  Jr:  Estimating  the  economic  costs  of  alcohol  abuse.  N Engl  J 
Med  295(1 1):620-621,  1976. 

5 MacArthur  JD,  Moore  FD:  Epidemiology  of  burns  The  burn-prone  pa- 
tient JAMA  231  (3): 259-263,  1975 

6 Barcha  R,  Stewart  MA,  Guze  SB:  The  prevalence  of  alcoholism  among 
general  hospital  ward  patients  Am  J Psychiat  125:681  -684,  1968 

7 Monafo  WW  The  treatment  of  burns:  principles  and  practice.  St  Louis, 
Green  Inc,  1971,  pp  4-10 

8 Noyes  R Jr,  Frye  SF,  Slymen  DJ,  et  al  Stressful  life  events  and  burn 
injuries  J Trauma  19(3) : 141  -144,  1979 

9 Crikelair  GF,  Symonds  FC,  Ollstein  RN,  et  al  Burn  causation:  its  many 
sides.  J Trauma  8 :572-582,  1968 

10  Hollis  WS:  Drinking:  its  part  in  fire  deaths  Fire  J 67  10-12,  1973. 

1 1 Haberman  PW,  Baden  MM  Alcoholism  and  violent  death.  QJ  Stud  Alco- 
hol 35(1 ) 221  -231,  1974 

12  Katcher  ML  Scald  burns  from  hot  tap  water.  JAMA  246(1 1 ):  1 21 9- 1 222, 
1981 

13  Baptiste  MS,  Feck  G Preventing  tap  water  burns  Am  J Public  Health 
70(7):  727-729,  1980 

1 4 Andreasen  NJC  Neuropsychiatric  complications  in  burn  patients.  Inti  J 
Psychiat  Med  5 :161-171,  1974. 

1 5 Noyes  R Jr,  Andreasen  NJC,  Hartford  CE:  The  psychological  reaction  to 
severe  burns  Psychosomatics  12:416-422,  1971 

16  Andreasen  NJ,  Morris  AS,  Hartford  CE  Incidence  of  long-term  psychi- 
atric complications  in  severely  burned  adults  Ann  Surg  1 74(5) : 785-793, 

1971 


r 


TEXAS  MEDICINE 


TEXAS  K-= 
AMERICAN 
BANKS 


At  Texas  American,  special 
people  like  these  are  discovering 
bankers  who  are  committed  to 
building  long-range  relationships. 
Who  are  eager  to  solve  problems 
in  innovative  ways.  Who  see  their 
own  success  in  terms  of  success- 
ful customers. 


If  you're  looking  for  a special 
kind  of  banker,  come  to  Texas 
American.  It's  where  special  people 
discover  the  special  kind  of  bank- 
ers they  deserve. 


Texas  American. 

A special  kind  of  banker. 


Some  people  have  a special 
quality. 

They  know  who  they  are  and 
where  they're  going. 

And  they  look  for  a special 
quality  in  the  people  they  do 
business  with. 
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Neuroblastoma  and 
cerebellar  ataxia 

Neuroblastoma  accompanied  by  cerebellar  ataxia  is 
rare,  but  we  have  seen  two  patients  with  neuroblastoma 
and  cerebellar  ataxia  with  opsoclonus.  In  each  case,  the 
neurologic  signs  worsened  for  several  months,  then 
abated  significantly  despite  apparent  stabilization  or 
progress  of  the  disease.  Children  with  cerebellar  ataxia 
and  neuroblastoma  reportedly  have  a better  prognosis 
than  those  who  have  neuroblastoma  but  no  neurologic 
problems.  Early  detection  also  is  an  important  contrib- 
utor to  improved  prognosis. 


The  association  of  occult  neuroblastoma  and  cerebellar 
ataxia  with  or  without  opsoclonus  is  rare  but  well  recognized 
(1  -4).  Such  neurologic  findings  are  seen  in  about  2%  of  pa- 
tients with  neuroblastoma  (3).  However,  it  appears  that  some 
physicians  are  not  yet  well  acguainted  with  this  syndrome 
We  wish  to  report  two  such  cases  that  have  occurred  in  our 
county  of  approximately  1 50,000  population.  The  proper  di- 
agnosis in  both  these  patients  was  made  only  after  some 
delay. 

Case  reports 

CASE  1 

AC,  a black  female  infant  was  in  good  health  until  15'/2 
months  of  age,  when  she  began  to  have  difficulty  walking, 
even  though  2V2  months  earlier  she  had  begun  to  walk  by 
herself.  At  1 7 months  of  age,  she  had  marked  ataxia  and 
jerky  movements  of  the  eyes  and  extremities.  CBC,  chemis- 
try profile,  urinalysis,  chest  roentgenogram,  and  pneumoen- 
cephalogram were  all  within  normal  limits.  Ataxia  progressed 
until  she  could  only  crawl  with  assistance.  Further  medical 
attention  was  not  sought  until  the  child  was  3 years  old,  be- 
cause the  family  had  been  told  previously  that  the  gaif  prob- 
lem might  be  related  to  mental  retardation.  When  the  child 
was  3 years  old,  however,  examiners  found  a large  mass  in 
her  abdomen.  Further  investigation  revealed  the  mass  to  be 
an  inoperable  stage  3 ganglioneuroblastoma,  arising  from 
the  right  adrenal  gland  and  involving  the  retroperitoneal 
structures  and  the  left  lobe  of  the  liver.  She  then  received 
radiotherapy  to  the  abdomen.  A second-look  operation  when 
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the  child  was  4 years  1 0 months  of  age  again  revealed  the 
large  inoperable  tumor.  Subseguently,  there  was  a gradual 
resolution  of  her  neurological  problems. 

By  the  time  she  was  5 years  7 months  old,  she  had  mild 
residual  nystagmus  on  lateral  gaze,  mild  finger-to-nose  and 
finger-to-object  ataxia,  and  a slightly  wide-based  gait.  She 
was  very  small  for  her  age,  with  both  height  and  weight  being 
less  than  the  fifth  percentile.  She  had  a markedly  enlarged 
liver  palpable  8 cm  below  the  costal  margin  on  the  right  mid- 
clavicular  line,  extending  across  the  epigastrium  to  the  left 
and  measuring  6 cm  below  the  left  costal  margin  on  the  left 
mid-clavicular  line.  At  the  present  time,  at  the  age  of  1 0 
years,  the  only  neurologic  residual  is  a slightly  wide-based 
gait.  At  a recent  evaluation  at  M.D.  Anderson  Hospital,  no 
endocrmologic  abnormality  dr  gastrointestinal  abnormality 
was  found  to  account  for  her  growth  failure.  The  tumor  has 
been  stable  in  size  all  these  years,  and  periodic  24-hour 
urinary  catecholamines,  vanillylmandelic  acid  (VMA),  and 
homovanellic  acid  (HVA)  have  been  within  normal  limits,  al- 
though the  urinary  VMA  was  positive  for  the  first  two  months 
after  the  initial  discovery  of  the  abdominal  tumor. 

CASE  2 

ST,  a white  female  child,  was  in  good  health  until  18  months 
of  age  when  she  was  noted  to  have  unsteady  gait  and  jerking 
of  her  eyes.  Although  seen  in  consultation  by  a neurologist,  a 
definite  diagnosis  was  not  made.  Ataxia  continued,  but  she 
was  otherwise  in  good  health  until  she  reached  4 years  9 
months  of  age,  when  she  developed  high  fever  with  intermit- 
tent abdominal  pain.  A large  abdominal  mass  was  found,  and 
she  subseguently  underwent  right  nephrectomy  and  adre- 
nalectomy and  removal  of  a 1 0 cm  x 20  cm  neuroblastoma 
arising  from  the  right  adrenal  gland.  Bone  marrow  metasta- 
ses  were  noted  concurrently.  Total  VMA  in  a 24-hour  urine 
sample  was  within  normal  limits.  Chemotherapy  resulted  in 
favorable  clinical  response.  Neurologic  symptoms  also  grad- 
ually subsided. 

Neurologic  findings  when  the  child  was  6 years  4 months 
old  were  limited  to  mild  nystagmus  on  lateral  gaze,  slightly 
wide-based  gait,  and  slow  speech.  However,  25  months  after 
the  original  diagnosis,  bone  marrow  and  liver  metastases 
and  ascites  occurred.  In  spite  of  the  recurrence  of  the  neu- 
roblastoma near  the  end  of  her  course,  there  was  no  deterio- 
ration of  her  neurologic  status.  She  died  at  the  age  of  7 years; 
permission  for  postmortem  examination  was  denied. 
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Discussion 

Why  cerebellar  dysfunction  occurs  in  a small  number  of 
children  with  neuroblastoma  or  ganglioneuroblastoma  is 
unknown  (3).  No  definite  correlation  exists  between  the  neu- 
rologic abnormalities  and  levels  of  catecholamines  or  status 
of  tumor  activity.  Total  excision  of  the  tumor  has  been  fol- 
lowed by  both  complete  resolution  and  partial  resolution  with 
subsequent  relapse  of  cerebellar  impairment  (2).  Occasion- 
ally, a patient  with  severe  neurologic  dysfunction  recurring  or 
persisting  after  tumor  removal  has  responded  to  ACTH  (5), 
raising  the  possibility  that  immunologic  mechanisms  may  be 
involved.  A rare  autopsy  report  of  such  a patient  uncovered 
only  mild  changes  of  demyelination  and  gliosis  of  the  white 
matter  around  and  within  the  dentate  nuclei  and  occasional 
loss  of  Purkinje  cells  in  the  cerebellum  (6).  However,  such 
histologic  changes  have  also  been  described  in  adults  devel- 
oping similar  neurologic  syndromes  in  association  with  ma- 
lignant tumors  of  breast,  ovary,  lung,  or  uterus  (2).  The  two 
patients  in  the  present  report  do  not  shed  light  on  this  prob- 
lem. Patient  ST  had  no  recurrence  of  neurologic  symptoms  in 
spite  of  widespread  metastases  before  her  demise. 

Concerning  the  clinical  significance  of  ataxic  symptoms  in 
the  syndrome  of  acute  cerebellar  ataxia,  Weiss  and  Carter 
(7)  commented  on  the  absence  of  abnormal  eye  movements 
in  those  children  with  good  prognosis.  These  patients  re- 
covered from  their  neurologic  problems  within  six  months. 
Senelick  et  al  (2)  concluded  that  neuroblastoma  should  be 
searched  for  in  a young  child  with  ataxia,  myoclonus,  or  pe- 
culiar nystagmus  that  is  not  easily  explained  on  some  other 
basis.  Roberts  and  Freeman  (4)  indicated  that  occult  neu- 
roblastoma was  also  found  in  some  children  exhibiting  ataxia 
without  opsoclonus.  In  their  review  of  25  cases,  the  tumor 
was  detected  in  all  the  patients  by  the  combination  of  thor- 
ough physical  examination,  and  roentgenograms  of  chest 
and  abdomen.  Kinast  et  al  (8)  reported  one  patient  in  whom 
the  tumor  was  detectable  only  by  CT  scan  of  the  abdomen. 

Roberts  and  Freeman  urged  that  “neuroblastoma  be  con- 
sidered in  any  child  with  unexplained  or  atypical  cerebellar 
signs”  (4).  Moreover,  search  for  occult  neuroblastoma  should 
be  undertaken  in  children  with  opsoclonus  and  cerebellar 
ataxia,  or  cerebellar  ataxia  not  resolving  with  progress  of 
time  or  persisting  beyond  six  months.  The  search  should  in- 
clude very  careful  physical  examination  with  special  attention 
paid  to  abdominal  palpation  and  rectal  examination,  chest 
and  abdominal  roentgenograms,  urine  for  VMA  and  HVA, 

IVP,  bone  marrow  aspiration  (2),  and  CT  scan  (8)  if  the  previ- 
ous studies  do  not  give  fruitful  results. 


Even  though  the  group  of  children  with  the  combination  of 
cerebellar  ataxia  and  neuroblastoma  has  a better  prognosis 
than  the  overall  population  of  patients  with  neuroblastoma 
(two-year  survival  of  89.3%  versus  30%  to  34%)  (9),  the  age 
at  which  diagnosis  is  established  is  a major  determinant  in 
the  overall  prognosis  of  neuroblastoma  (3).  Hence,  it  be- 
hooves all  physicians  caring  for  children  to  be  aware  of  the 
association  of  occult  neuroblastoma  and  cerebellar  ataxia. 
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Agoraphobia  and  panic 
disorder:  treatment 
with  alprazolam 

Patients  with  agoraphobia  and/or  panic  attacks  are  often 
misdiagnosed  and  go  without  appropriate  treatment  for 
years,  often  being  very  restricted  in  their  activities.  Medi- 
cation treatments  are  available  that  are  relatively  safe 
and  work  well.  This  paper  defines  the  illnesses  and  de- 
scribes one  method  of  treatment  with  the  antianxiety 
agent  alprazolam  (Xanax). 


Agoraphobia  and  panic  attacks  are  two  of  the  most  disabling 
psychiatric  diseases  that  physicians  encounter.  Numerous 
psychotherapeutic  and  behavioral  treatments  are  available, 
and  a variety  of  chemical  treatments  also  may  be  used.  My 
experience  suggests  that  one  of  the  newest  antianxiety 
agents,  alprazolam  (Xanax),  is  the  safest  and  the  most 
rapidly  acting  chemical  treatment  for  agoraphobia  and/or 
panic  attacks. 

Agoraphobia  is  an  anxiety  disorder  of  which  ‘‘the  essential 
feature  is  a marked  fear  of  being  alone  or  in  public  places 
from  which  escape  may  be  difficult  or  help  not  available  in 
case  of  sudden  incapacitation.  Normal  activities  are  increas- 
ingly constricted  as  the  fears  or  avoidance  behavior  domi- 
nate the  individual’s  life.  . .Often  these  individuals  insist  that 
a family  member  or  friend  accompany  them  whenever  they 
leave  home  (1).” 

Panic  disorder  is  an  anxiety  disorder  of  which  "the  essen- 
tial features  are  recurrent  panic  (anxiety)  attacks  that  occur 
at  times  unpredictably,  though  certain  situations,  eg,  driving  a 
car,  may  become  associated  with  panic  attack.  . .The  panic 
attacks  are  manifested  by  the  sudden  onset  of  intense  ap- 
prehension, fear,  or  terror,  often  associated  with  feelings  of 
impending  doom.  The  most  common  symptoms  experienced 
during  the  attack  are  dyspnea;  palpitations;  chest  pain  or 
discomfort;  choking  or  smothering  sensations;  dizziness, 
vertigo,  or  unsteady  feelings;  feelings  of  unreality  (deper- 
sonalization or  derealization);  paresthesias;  hot  and  cold 
flashes;  sweating;  faintness;  trembling  or  shaking;  and  fear 
of  dying,  going  crazy,  or  doing  something  uncontrolled  during 
the  attack.  . .A  common  complication  of  this  disorder  is  the 
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development  of  an  anticipatory  fear  of  helplessness  or  loss  of 
control  during  a panic  attack,  so  that  the  individual  becomes 
reluctant  to  be  alone  or  in  public  places  away  from  home  (1 ).” 

My  experience  is  that  these  disorders  are  often  unrecog- 
nized or  misdiagnosed  by  primary  care  physicians,  emer- 
gency room  physicians,  and  psychiatrists  and  other  mental 
health  workers.  Patients  with  these  problems  have  been 
called  hysterical  neurotics,  hypochondriacs,  cardiac  neu- 
rotics, hyperventilators;  others  thought  to  have  various 
metabolic  or  obscure  systemic  diseases  have  undergone  re- 
petitive extensive,  expensive  highly  specialized  medical  eval- 
uations repetitively,  only  to  find  that  the  results  of  the  tests 
are  basically  normal.  Often  patients  feel  that  the  physicians 
missed  something,  especially  when  the  symptoms  recur,  and 
seek  out  other  doctors  to  do  additional  diagnostic  evaluations. 

A variety  of  psychotropic  medications  helpful  in  treating 
agoraphobia  and  panic  attacks  have  included  imipramine  hy- 
drochloride (Tofranil),  phenelzine  sulfate  (Nardil),  maprotiline 
hydrochloride  (Ludiomil),  trazodone  hydrochloride  (Desyrel) 
(2).  Sheehan  described  the  use  of  alprazolam  (Xanax)  in 
both  disorders  (3).  He  and  his  coworkers  prescribed  al- 
prazolam in  dosages  ranging  up  to  9 mg  per  day  (mean 
dosage  of  6 mg  per  day)  (3). 

Method 

I have  used  alprazolam  to  treat  50  consecutive  patients  dis- 
abled by  agoraphobia  and/or  panic  disorder.  The  criterion  for 
using  alprazolam  instead  of  another  drug  was  that  the  patient 
be  free  of  a psychotic  major  depression.  (During  this  study, 
three  patients  with  a psychotic  major  depression  and  agora- 
phobia and/or  panic  disorder  were  treated  with  imipramine 
instead  of  alprazolam.)  All  other  patients  who  first  received 
alprazolam  for  agoraphobia  and/or  panic  disorder  were  in- 
cluded in  this  study. 

Forty-one  of  the  patients  were  women  and  nine  were  men. 
The  age  range  for  women  was  1 7 years  to  90  years;  the 
mean  age  was  44.2  years.  For  men  the  age  range  was  30 
years  to  66  years;  the  mean  age  was  43.0  years.  The  interval 
from  onset  of  the  illness  to  the  time  that  the  patient  received 


1.  Results  of  treatment  with  alprazolam. 


Number 

Improved 

Number 

Unimproved 

% Improved 

Agoraphobia  and 
panic  episodes 

19 

4 

82.6 

Agoraphobia 

3 

0 

100.0 

Panic  episodes 

22 

2 

91.6 
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2.  Patient  information  and  response  to  alprazolam. 


Patient  Duration  of  Well  Off 


# 

Sex 

Age 

Follow-Up 

Other  Illnesses 

Medication? 

1 

F 

37 

6 months 

Mild  depression 

* 

2 

F 

48 

9 months 

Hypertension 

No,  t 

3 

M 

42 

6 months 

Chronic  back  pain 

No,  t 

4 

M 

49 

4 months 

Alcohol  abuse 

* 

Mild  depression 

5 

F 

23 

2 months 

* 

6 

M 

41 

2 months 

Functional  bowel 

Yes 

7 

F 

27 

8 months 

* 

8 

F 

65 

* 

9 

F 

17 

§ 

10 

F 

19 

3 months 

Yes 

11 

F 

59 

1 month 

Hypertension 

* 

12 

F 

47 

3 months 

Chronic  back  pain 

* 

13 

F 

56 

4 months 

Arthritis 

* 

14 

F 

49 

3 months 

Moderate 

Yes 

depression 

15 

F 

37 

13  months 

Hypertension  and 

No,  f 

migraine 

headache 

16 

M 

30 

1 month 

Chronic  back  pain 

* 

17 

M 

43 

8 months 

Hypertension, 

* 

depression 

18 

F 

60 

6 months 

Alcohol  abuse  and 

* 

depression 

19 

F 

57 

8 months 

Yes 

20 

F 

37 

5 months 

Obesity,  chronic 

* 

back  pain 

21 

F 

39 

6 months 

Hypertension 

Yes 

22 

M 

38 

1 month 

* 

23 

F 

40 

4 months 

Systemic  lupus 

* 

erythematosus, 
chronic  back  pain 

24 

F 

36 

1 1 months 

Hypertension 

* 

25 

F 

21 

t 

26 

F 

40 

13  months 

Yes 

27 

F 

42 

II 

28 

F 

26 

14  months 

No,  f 

29 

F 

29 

6 months 

Mild  depression 

* 

30 

F 

62 

13  months 

Mild  depression 

* 

31 

F 

41 

14  months 

Mild  depression 

Yes 

32 

F 

42 

8 months 

Mild  depression. 

* 

arthritis 

33 

F 

54 

7 months 

* 

34 

F 

38 

16  months 

Mild  depression 

Yes 

35 

F 

32 

9 months 

Mild  depression 

* 

36 

F 

52 

1 1 months 

Hypertension 

No,  f 

37 

F 

35 

9 months 

Mild  depression 
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* Still  on  the  medicine, 
t Medicine  resumed. 

t Medicine  stopped  secondary  to  depression  developing — no  relief  from  new 
medicine  yet. 

§ No  relief  from  medicine  after  4 months.  No  relief  yet  from  new  medicine 
||  Medicine  stopped  due  to  persistent  sedation  when  taking  over  1 mg  per 
day.  Imipramine  is  helping. 

H Medicine  stopped  secondary  to  sedation — no  relief  yet  from  new  medicine. 


alprazolam  varied  from  a few  days  to  more  than  30  years. 
Maximum  dosage  ranges  varied  from  0.5  mg  daily  to  6.0  mg 
daily  with  a mean  of  2.24  mg  daily  for  the  women  and  2.08 
mg  daily  for  the  men. 

Supportive  psychotherapy  was  used  in  all  cases.  To  help 
alleviate  the  anticipatory  anxiety  that  results  from  the  acute 
panic  and  agoraphobic  episodes,  I encouraged  patients  to  be 
aware  of  the  diminishing  number  of  acute  episodes.  In  many 
cases  the  anticipatory  anxiety  is  more  difficult  to  eradicate 
than  are  the  specific  symptoms  of  agoraphobia  or  panic  dis- 
order. Depending  on  the  acuteness  of  the  symptoms  and  the 
age  of  the  patient,  starting  dosages  ranged  from  0.25  mg  to 
0.5  mg  twice  or  three  times  per  day.  Weekly  follow-up  visits 
were  scheduled  until  there  was  consistent  relief,  which  af- 
forded the  opportunity  to  increase  the  dosage  gradually. 

For  purposes  of  the  study,  I considered  a patient  “im- 
proved" if  his  or  her  agoraphobic  symptoms  improved  in  at 
least  one  major  area  of  restriction  (eg,  fear  of  public  places). 
For  patients  with  panic  episodes,  I defined  improvement  as 
the  total  elimination  of  panic  episodes.  For  patients  with  both 
disorders,  improvements  in  both  were  needed  to  merit  the 
description  “improved.” 

Results 

Results  of  treatment  with  alprazolam  are  shown  in  Figs  1 and 
2.  Patients  in  the  study  began  to  improve  from  2 days  to  1 5 
weeks  after  alprazolam  therapy  was  begun.  The  mean  time 
required  for  improvement  was  3.2  weeks.  More  than  80%  of 
patients  in  each  category  improved.  The  two  other  medical 
problems  that  were  the  most  frequent  in  these  50  patients 
were  depression  (40%  of  patients)  and  hypertension  (14%  of 
patients).  Thirteen  of  the  44  patients  who  responded  are  now 
doing  well  without  the  medicine.  Nine  relapsed  when  the 
alprazolam  therapy  was  stopped,  and  the  therapy  was  sub- 
sequently resumed  for  them.  Twenty-two  patients  are  still 
taking  the  medicine  at  the  initial  dosage  prescribed.  Antic- 
ipatory anxiety  decreased  in  all  responders,  but  it  is  difficult 
to  determine  the  source  of  improvement  since  both  suppor- 
tive psychotherapy  and  alprazolam  were  used. 

The  reported  side  effects  occurred  early  in  the  course  of 
treatment,  at  the  onset  or  after  a dosage  increase.  Of  the  six 
nonresponders,  two  were  switched  to  other  drugs  due  to 
onset  of  depression  with  alprazolam,  three  were  given  other 
medications  instead  because  alprazolam  had  no  effect,  and 
one  received  other  treatment  because  alprazolam  caused 
extreme  sedation.  Seven  of  the  44  responders  had  initial 
sedation  that  gradually  wore  off,  and  three  responders  com- 
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plained  of  lightheadedness  initially.  Twenty-one  of  the  re- 
sponders to  alprazolam  had  previously  not  responded  to 
other  drugs,  including  imipramine  (four  patients);  diazepam, 
chlordiazepoxide,  and  amitriptyline  (three  patients  each); 
lorazepam  and  clorazepate  (two  patients  each);  and  a few 
other  drugs  tried  once  each.  Of  the  six  nonresponders  to  al- 
prazolam, five  had  received  other  drugs  for  panic  disorder 
and/or  agoraphobia. 

Discussion 

Alprazolam  is  effective  in  treating  agoraphobia  and  panic  dis- 
order. Medication  side  effects  are  minimal.  Alprazolam  ap- 
pears to  control  these  disorders  by  a more  specific  means 
than  just  alleviating  the  anxiety  component.  More  and  more 
evidence  is  being  published  about  the  efficacy  of  medica- 
tions in  the  treatment  of  these  disorders.  One  has  to  question 


the  purely  psychological  theories  of  etiology  of  these  ill- 
nesses in  light  of  the  successful  chemical  treatment  of  many 
patients.  Further  research  and  evaluation  of  such  treatments 
are  needed  and  should  include  a double  blind  study.  Further 
education  of  physicians  and  the  general  public  will  lead  to 
better  recognition  of  agoraphobia  and  panic  disorder  as 
treatable  medical  illnesses. 
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“We  used  to  worry  we  could  not  meet  John’s  needs  at  home. 
He  was  almost  40  and  did  not  belong  in  a hospital. 

Then  we  found  Brown-Karhan.” 


Brown-Karhan  offers  a variety  of 
exclusive  residential  programs 
for  developmentally  disabled  and 
emotionally  disturbed  adults. 

For  more  information  call  toll 


free  1-800-252-3430  in  Texas, 
out  of  state  call  1-512-858-7705. 
Or  write  P.O.  Box  33280,  Austin, 
Texas  78764. 


Licensed  by  the  Texas  Department  of  Health 
Professional  care  in  a home  like  environment 


Steven  Schrenzel 


Steven  Schrenzel,  Former  Manager  of  Benefits  Planning,  The  LTV  Corpora- 
tion. Dallas;  Presently,  Director.  Corporate  Benefits,  The  Rockefeller  Group 
1230  Avenue  of  the  Americas,  New  York,  NY  10020 


Business  speaks: 
what  we  expect 
from  health  care 

Throughout  the  country,  business  and  medicine  are  confer- 
ring to  try  to  understand  and  solve  common  problems  faced 
by  business  as  the  primary  purchaser  of  health  care,  by 
medicine  as  a provider,  and  by  employees  as  patients.  This 
article  will  help  physicians  understand  the  business  perspec- 
tive on  health  care.  The  author  expresses  his  personal  opin- 
ion which  does  not  represent  those  of  a specific  business  or 
group  of  businesses. 

Historical  perspective 

From  the  late  1930s  to  the  mid-1970s,  health  care  benefits 
grew  from  an  obscure  and  inexpensive  item  of  an  employer's 
compensation  budget  to  a major  portion  of  employment  cost 
During  the  past  1 0 years,  health  insurance  costs  to  employ- 
ers leaped  from  2%  to  3%  to  almost  1 0%  of  their  payroll 

The  reasons  for  that  increase  are  obvious:  the  age  of  our 
population,  the  level  of  technology,  and  the  availability  of  care 
have  dramatically  increased  during  the  period.  Also,  because 
of  changes  in  insurance  coverage,  consumers  expect  more 
Originally,  most  insurance  was  designed  to  pay  a part  of  the 
cost  of  a hospital  confinement.  This  was  classic  insurance — 
coverage  for  an  infrequent,  unpredictable  event  that  was 
more  costly  than  most  working  people  could  afford. 

Gradually,  coverages  were  added  for  surgery  expenses  and 
other  forms  of  physician  treatment,  and  by  the  mid-1 950s,  four 
patterns  of  insurance  evolved  that  still  are  present  today: 
basic  plans,  basic  and  major  medical  combinations,  compre- 
hensive major  medical  plans,  and  special  indemnity  plans. 

After  considering  the  current  state  of  affairs,  perhaps  busi- 
ness can  define  its  health  care  benefit  objectives.  These  ob- 
jectives will  vary.  Some  may  be  cost  based,  others  may  be 
based  on  specific  concepts  of  care  In  most  cases,  thoughtful 
companies  will  expect  that  the  health  care  they  pay  for  will  be 
the  most  effective  use  of  resources  necessary  for  treating  a 
condition. 

Implications  for  physicians 

What  does  this  mean  for  physicians,  and  what  is  business 
doing  to  achieve  its  objectives?  In  summary,  business  ex- 
pects that  the  physician  will  assume  a more  active  role  as  the 
employee's  health  care  manager.  Business  will  encourage 
physicians  to  consider  use  of  resources  more  carefully.  By 
doing  this,  business  does  not  expect  the  quality  or  the  out- 
come of  medical  care  to  deteriorate,  but  perhaps  to  improve, 
since  employees  would  be  subject  to  fewer  marginally  pro- 


ductive procedures  and  services. 

There  is  an  underlying  assumption  that  employees  would 
prefer  not  to  undergo  surgery,  be  hospitalized,  undergo  test- 
ing, or  take  medication.  This  seems  to  coincide  with  what 
most  physicians  consider  to  be  good  medical  practice.  To  ex- 
amine how  business  reacts  to  these  assumptions,  perhaps 
we  should  focus  on  the  benefit  design  changes  that  business 
has  made  and  is  making  in  an  effort  to  address  the  problems 
and  concerns  it  has  over  the  way  medical  care  is  being 
utilized. 

Companies  are  increasing  deductibles  and  introducing 
copayments  where  none  have  been  before.  For  example, 
several  LTV  subsidiaries  have  introduced  a 1%  percent-of- 
pay  deductible  applicable  to  all  services  other  than  inpatient 
hospital  confinement.  In  the  LTV  plan,  the  term  hospital"  in- 
cludes JCAH-accredited  hospitals,  extended  care  facilities, 
home  health  care  services,  alcohol  and  substance  abuse 
services,  and  hospice  services.  The  employee  is  protected 
from  catastrophic  losses  by  a stop-loss  benefit  which  elimi- 
nates copayment  after  his  share  of  expenses  and  deductible 
have  reached  3%  of  his  annual  salary. 

Additionally,  business  has  begun  to  focus  on  specific  uti- 
lization characteristics.  This  takes  plan  design  a step  further. 
By  introducing  deductibles  and  copayments,  we  have  intro- 
duced a real  economic  incentive  for  the  employee  to  be  con- 
cerned about  the  cost  effectiveness  of  his  medical  care 
Utilization  management  provisions  introduce  a component 
that  requires  physician  and  patient  cooperation.  These 
changes  affect  unnecessary  confinement  and  inappropriate 
use  of  hospital  facilities,  unnecessary  surgery,  and  unneces- 
sary diagnostic  procedures.  Unnecessary  confinement  falls 
into  a number  of  easily  described  categories  and  companies 
are  taking  steps  to  limit  benefits 

1 Confinement  primarily  for  diagnostic  testing  or  surgery 
that  can  be  performed  safely  on  an  outpatient  basis  is  being 
excluded  from  many  plans  Some  employers  require  em- 
ployees to  obtain  an  advance  approval  of  benefits  for  any 
nonemergency  medical  or  surgical  admission.  This  provides 
an  opportunity  to  advise  the  employee  and  his  physician  that 
the  procedure  might  be  done  on  an  outpatient  basis,  and  that 
unless  there  is  a medical  necessity  there  will  be  no  coverage 
for  this  procedure  on  an  inpatient  basis. 

2.  Many  companies  are  refusing  to  pay  benefits  for  week- 
end admissions  with  the  exception  of  life  threatening  circum- 
stances and  scheduled  surgery.  Companies  are  also  using 
utilization  review  to  solve  the  weekend  discharge  problem. 

3.  Overlong  confinement  may  result  from  inadequate  dis- 
charge planning.  Perhaps  arrangements  must  be  made  for 
care  elsewhere,  or  perhaps  the  longer  hospital  stay  is  merely 
a convenience  for  suture  removal  or  cast  changes.  Hospices, 
extended  care  facilities,  home  health  care,  substance  abuse 
treatment  centers,  birthing  centers,  and  other  specialized  fa- 
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cilities  or  services  often  are  appropriate  and  cost  effective, 
and  when  they  are,  business  seeks  to  promote  their  use. 

While  business  would  like  to  assume  that  insurance  or  lack 
of  it  does  not  influence  how  care  is  rendered,  it  is  a physician 
concern  and  certainly  a patient  concern.  One  problem  in 
obtaining  physician  cooperation  in  recommending  and  en- 
couraging the  use  of  alternatives  to  hospitalization  is  that 
business  has  not  done  a particularly  good  job  of  letting  the 
medical  community  know  the  extent  to  which  business 
covers  options  other  than  traditional  health  insurance  for  in- 
hospital  treatment.  We  need  a joint  effort  to  communicate 
these  options  to  employees  and  physicians. 

Surgical  issues 

Most  benefit  providers  believe  that  many  operations  are  un- 
necessary. Recent  articles  emphasize  that  for  many  condi- 
tions medical  treatment  is  likely  to  achieve  as  good  a result 
as  surgery  and  may  result  in  less  risk,  discomfort,  and  cost. 
Business  also  recognizes  that  it  takes  more  time  to  manage 
a case  medically  than  surgically. 

Business  and  medicine  need  to  decide  how  to  compensate 
the  physician  adequately  for  high  intensity  nonsurgical  man- 
agement of  a case.  Business  is  adding  a variety  of  voluntary 
and  mandatory  second  opinion  programs.  Recently,  some 
business  and  third-party  payers  have  started  to  encourage 
employees  to  seek  a second  opinion  from  a board-certified 
specialist  who  is  not  necessarily  a surgeon. 

Diagnostic  procedures 

When  a patient  has  an  unspecified  chest  or  stomach  disor- 
der, the  physician’s  natural  and  defensive  reaction  is  to  order 
a wide  variety  of  tests.  If  those  tests  are  inconclusive,  an- 
other battery  of  tests  may  be  ordered  or  the  patient  might  be 
referred  to  a specialist. 

In  many  health  care  benefit  plans,  the  cost  of  testing  on  an 
outpatient  basis  is  entirely  borne  by  a third-party  payer  so 
that  neither  the  physician  nor  the  patient  have  an  incentive  to 
consider  the  tests  and  their  relative  value.  Duplicate  and  re- 
dundant tests  are  a growing  concern.  Business  is  approach- 
ing the  problem  with  utilization  review  of  inpatient  and 
outpatient  procedures,  by  data  analyses,  and  by  introducing 
fee  schedules  for  these  types  of  tests  so  that  the  employee 
does  have  an  economic  incentive. 

Where  do  we  go  from  here? 

Business  and  medicine  have  begun  working  together.  The 
business  community  is  beginning  to  reach  out  to  the  health 
care  community  for  information,  for  insight,  and  for  opinions 
on  how  to  best  manage  health  care  plans.  There  are  benefits 
to  be  gained,  and  new  situations  may  emerge.  The  payer 
clearly  is  going  to  examine  costs  on  a prospective,  concur- 
rent, and  retrospective  basis.  Business  and  medicine  are 
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beginning  to  question  the  efficiency  of  some  medical  commu- 
nity practices.  It  is  likely  that  business  will  monitor  the  fee  for 
service  structure  more  actively  in  the  future. 

By  its  very  nature,  the  fee  for  service  structure  has  created 
an  adverse  relationship  between  business  and  providers.  If 
the  type  of  health  care  we  expect  in  this  country  is  to  survive, 
it  is  of  the  utmost  importance  to  the  medical  community  to 
become  part  of  a synergistic  relationship  with  business.  The 
time  for  change  is  now,  while  we  still  have  the  relative  free- 
dom to  guide  the  future  of  health  care  without  further  inter- 
vention from  government. 


Texas  Medical  Association 
118th  Annual  Session 

San  Antonio  Convention  Center 
May  8-12, 1985 
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O.  Edwin  McClusky,  MO 

O Edwin  McClusky,  MD,  Chairman,  Smith  County  Business-Medicine  Coali- 
tion. 214  E Houston,  Tyler,  TX  75702 


Medicine  speaks: 
what  we  expect 
from  business 

Medicine  is  certainly  aware  of  the  significant  and  mounting 
health  care  cost  problems  facing  American  industry,  and  that 
business'  attitude  toward  the  health  care  industry  can  no 
longer  be  neutral  or  passive.  Health  care  costs  are  growing  at 
1 2%  to  1 5%  per  year,  with  no  end  in  sight,  often  without 
demonstrable  evidence  that  our  nation’s  health  is  any  better 
(1 ).  Business  and  government,  as  the  major  payers  of  these 
spiraling  costs,  are  becoming  increasingly  active  in  exploring 
all  avenues  to  manage  them,  including  many  changes  in  in- 
surance plan  design. 

The  health  care  marketplace  is  full  of  perverse  incentives, 
and  does  not  lend  itself  to  traditional  economic  analysis  and 
manipulation  (2).  The  irony  is  that  each  major  party  involved 
(patients,  government,  business,  physicians,  and  hospitals) 
has  responded  in  an  entirely  predictable  and  rational  way. 

Patients  want  the  best  available  medical  care  for  their  fami- 
lies, yet  they  need  pure  insurance  to  protect  against  cata- 
strophic costs.  They  have  asked  for  a variety  of  insurance 
plans  to  make  personal  health  care  costs  more  predictable. 
Business  has  been  generous  in  its  response  to  employees’ 
concerns,  and  government  has  responded  by  creating  tax- 
preference  treatment  for  these  medical  expenses.  Physi- 
cians and  hospitals  have  responded  by  creating  a standard 
of  medical  care  unmatched  in  quality  and  access. 

Each  of  these  logical  responses,  however,  has  produced 
an  illogical  result:  the  third  party  payment  system.  In  this  sys- 
tem, the  major  determinants  of  utilization  and  cost  (patients 
and  providers)  are  not  only  insulated  from  the  economic  con- 
sequences of  their  decisions,  but  also  potentially  benefit 
(economically  and  through  improved  medical  care)  from  ex- 
cellent and  thorough  care.  The  cost  resulting  from  these 
responses  has  been  borne  largely  by  employers  and  govern- 
ment, quietly  and  gladly  at  first.  For  employers,  the  cost  did 
not  justify  antagonizing  employees  and  organized  labor,  and 
a satisfied  healthy  employee  seemed  worth  the  expense.  For 
government,  provision  of  health  care  benefits  has  been  a 
logical  and  politically  beneficial  priority.  Only  in  the  past  dec- 
ade have  inflation,  an  explosion  in  technology,  increased 
demand  for  services  (fueled  largely  by  third-party  coverage), 
and  growing  corporate  entry  into  health  care  (3)  combined  to 
increase  the  cost  of  medical  care  dramatically.  Now  business 
and  government,  indeed  our  entire  society,  must  reexamine 
priorities  and  the  structure  of  this  logically-derived,  yet  il- 
logical, system. 

The  past  several  decades  have  been  good  ones  for  health 


care  providers.  We  train  in  excellent  medical  schools  with 
emphasis  on  biomedical  advancement  and  provision  of  high 
quality  care.  We  direct  a system  that  provides  the  best  medi- 
cal care  available  in  history.  Access  to  necessary  care  has 
become  a problem  for  a shrinking  number  of  our  patients.  We 
are  paid  for  more  of  our  services  than  the  generation  that 
preceded  us.  Physicians  and  hospitals  have  achieved  and 
maintained  high  levels  of  trust,  both  from  our  individual  pa- 
tients and  from  the  public  in  general.  We  earn  comfortable 
incomes  from  work  that  is  challenging  and  meaningful,  and 
we  have  been  given  broad  autonomy  in  the  conduct  of  our 
profession. 

We  increasingly  recognize  the  growth  of  competitive,  reg- 
ulatory, and  social  pressures  that  mean  maintaining  the  sta- 
tus quo  probably  is  not  feasible  (3).  A recent  Louis  Harris  poll 
showed  that  physicians  are  significantly  out  of  step  with  all 
other  surveyed  segments  of  American  society  in  their  atti- 
tude that  the  health  care  system  works  well  and  doesn’t  need 
significant  restructuring.  Third  party  payers  (government  and 
business)  feel  they  must  contain  the  spiraling  cost  of  medical 
care.  Note  that  mention  is  not  necessarily  made  of  reduction 
in  health  care  spending,  caps,  or  even  limitation  of  future  ex- 
penditures. Informed  observers  agree  that  it  is  the  rate  of  rise 
that  must  be  curbed,  and  enlightened  payers  are  asking 
more  for  accountability  and  value  than  for  reduction  in  health 
care  spending. 

Both  are  reasonable  requests  by  any  payer,  of  any  pro- 
vider, in  any  market.  Enlightened  payers  also  recognize  that 
physicians  are  better  suited  than  any  other  party  to  judge 
quality,  appropriateness,  value,  and  outcome.  Medicine  and 
its  leadership  have  a responsibility  to  work  toward  resolving 
these  problems,  and  can  best  ensure  continued  autonomy 
and  public  trust  by  responding  creatively  and  cooperatively  to 
these  legitimate  concerns.  Failure  to  meet  these  challenges 
can  only  lead  to  bureaucratic  and  patchwork  solutions  (DRG 
reimbursement,  mandatory  assignment,  prohibition  of  “bal- 
ance billing”)  and  increased  private  venture  capital  and 
corporate  control  into  an  enormous  industry  known  for  its  in- 
efficiencies (3). 

The  third  party  payment  system  is  the  result  of  many  legiti- 
mate advocacies  and  patchwork  remedies.  We  in  medicine 
believe  that  we  have  acted  more  responsibly  than  some 
groups,  and  that  we  are  simply  responding  to  perverse  incen- 
tives created  by  other  groups.  We  are  concerned  that  non- 
physicians will  invade  the  privacy  of  the  physician-patient 
relationship  in  the  name  of  cost  containment.  Nevertheless, 
we  cannot  let  these  and  other  valid  concerns  blind  us  to  the 
fact  that  America  has  a problem  paying  for  all  the  medical 
care  that  it  has  grown  to  expect.  Unless  we  become  part  of 
the  solution  to  that  problem,  we  will  forfeit  our  right  to  critique 
solutions  proposed  by  other  parties  who  pay  the  bill. 

Business-medicine  coalitions  represent  one  such  oppor- 
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tunity.  American  business  has  a problem,  and  it  needs  our 
expertise — and  that  of  others — in  finding  solutions.  Still,  the 
proportion  of  business  groups  or  alliances  that  exist  without 
provider  input  is  large,  and  there  is  significant  danger  in  this 
situation,  both  to  medical  providers  and  to  the  patients  they 
serve.  Chief  executive  officers  and  benefits  managers  have 
sophisticated  knowledge  of  the  health  care  system,  yet  they 
often  lack  an  appreciation  of  the  subtleties  of  medical  judg- 
ment that  come  only  from  the  day-to-day,  hands-on  practice 
of  medicine.  Indeed,  many  business  groups  require  at  least  a 
year  of  ventilation  and  education  before  being  able  to  estab- 
lish priorities  and  programs.  Business  groups  acting  without 
meaningful  input  from  physicians,  hospitals,  insurers,  and 
other  interested  parties  run  a significant  risk  of  creating  solu- 
tions as  onerous  as  the  problems  they  seek  to  remedy. 

Dialogue  between  medicine  and  business  has  much  to 
recommend  it.  Opening  lines  of  communication  and  the  en- 
suing sense  of  community  is  an  intangible  but  important  re- 
sult. When  one  reviews  the  projects  of  most  coalitions  (data 
collection,  plan  design,  employee  absence  and  workers' 
compensation  costs,  employee  health  promotion,  health 
planning,  utilization  review,  trustee  education,  alternative  de- 
livery systems),  it  becomes  obvious  not  only  that  the  exper- 
tise and  perspective  of  many  disciplines  is  necessary,  but 
also  that  decisions  made  will  affect  the  entire  health  care 
system.  For  this  reason  alone,  coalitions  should  involve  all 
parties  who  demonstrate  a spirit  of  cooperation  and  compro- 
mise. The  corollary  is  that  medicine  must  join,  facilitate,  and 
provide  input  to  the  coalition  movement. 

If  we  can  achieve  this  spirit  of  cooperation,  what  does 
medicine  ask  of  business? 

First,  we  ask  business  to  realize  that  continued  provision 
of  quality  care  cannot  be  assumed  in  discussions  of  cost 
containment,  and  that  assessment  of  quality  and  appro- 
priateness of  care  is  best  done  by  responsible  physicians, 
aided  by  processes  such  as  utilization  review  and  outcome 
assessment. 

Second,  medicine  asks  business  to  be  open-minded  and 
creative  in  response  to  responsible  input  from  providers. 

Third,  business  must  do  a better  job  than  government  in 
demonstrating  that  it  has  a legitimate  responsibility  to  limit 
what  it  can  and  will  pay  for,  and  ensuring  that  it  receives  ap- 
propriate value,  but  without  being  judgmental  in  how  much 
care  is  appropriate  or  beneficial.  If  significant  cost-sharing 
and  sensitivity  can  be  restored  to  the  medical  encounter, 
then  that  decision  is  best  made  by  an  informed  patient  and 
his  physician.  If  we  can  alter  perverse  incentives  that  have 
prevented  application  of  traditional  marketplace  principles  to 
medicine,  medical  care  should  be  granted  the  same  oppor- 
tunity for  free  marketplace  operation  that  business  enjoys. 

Like  business,  the  medical  community  believes  in  the  de- 
sirability of  private  sector  solutions  to  bureaucracy;  in  the 
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benefit  of  altering  incentives  rather  than  the  "big  stick”  ap- 
proach; and  in  dialogue,  cooperation,  and  mutual  accom- 
modation as  preferable  alternatives  to  confrontation. 

American  business  has  a substantial  problem,  and  it 
needs  meaningful  input  from  medicine.  If  medicine  has  the 
opportunity  and  responds  to  this  challenge  with  creative 
leadership,  we  will  have  a better  health  care  system  in  1 990 
than  we  now  have.  We  may  yet  have  an  opportunity  to  pre- 
serve the  quality  of  care  and  access  to  service  that  our  pa- 
tients deserve  as  well  as  the  professional  freedom  that  we 
cherish. 
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TEXAS  MEDICINE 


Fascinating  anomalies 
of  the  circus  side  show 


Observing  human  oddities  has  been  a popular  pastime  since 
they  were  first  exhibited  at  fairs  during  the  Middle  Ages  and 
earlier.  The  living  skeleton,  the  giant,  the  dwarf,  and  the 
bearded  lady  have  always  drawn  crowds  who  wanted  to  look, 
wonder,  and  touch.  The  so-called  ' freaks’'  make  us  feel  a 
mixture  of  shame  and  awe. 

Physicians  have  always  been  fascinated  by  human  anom- 
alies as  well  as  disease  and  disease  processes  that  lead  to 
deformities.  Some  of  the  most  fascinating  examples  of  these 
anomalies  have  appeared  in  circus  side  shows. 

The  side  show,  now  fading  from  the  circus  and  county  fair, 
was  once  an  elaborate  show-within-a-show  and  an  important 
part  of  every  large  circus.  A poster  (Fig  1 ) from  an  1 898  per- 
formance when  Barnum  and  Bailey  were  in  England  offered 
some  30  human  oddities  in  its  side  show.  But  the  wave  of 
interest  in  human  oddities  that  P.T.  Barnum  rode  to  fame  and 
fortune  in  the  19th  century  has  disappeared.  Today,  many 
people  feel  it  is  wrong  to  display  deformed  human  beings  for 
profit,  and  numerous  cities  and  states  have  laws  prohibiting 
it.  The  debate  continues,  however.  In  1 972  the  Florida  Su- 
preme Court  struck  down  a 1921  law  against  "freak  shows,” 
ruling  that  the  state  has  no  business  telling  anyone  he  cannot 
earn  an  honest  living.  Texas  law  grants  community  authori- 
ties the  power  to  "regulate  the  exhibition  of  natural  and  medi- 
cal curiosities.” 

This  article  provides  possible  medical  explanations  for  the 
anomalies  afflicting  specific  sideshow  “performers"  and 
serves  as  an  outline  for  readers  interested  in  learning  more 


about  the  disorders  and  the  cultural  environment  that  created 
their  niche  in  the  circus. 

Remarkable  among  "freaks”  were  the  original  Siamese 
twins,  Chang  and  Eng  (Fig  2)  who  at  one  time  were  exhibited 
by  P.T.  Barnum.  The  original  Siamese  twins,  however,  were 
not  Siamese,  but  Chinese.  Their  father  was  a Chinese  fisher- 
man; their  mother  was  half  Chinese,  half  Malay.  The  twins 
were  born  in  1 81 1 in  Siam  and  were  joined  at  the  breast 
bone  "by  a stout  thong  of  flesh.”  Because  of  Chang  and  Eng, 
all  conjoined  twins  are  referred  to  as  Siamese  twins  even 
though  these  two  men  were  an  atypical  pair.  Conjoined  twins 
are  identical  twins,  and  more  than  90%  are  female.  The  inci- 
dence ranges  from  1 :65,000  to  1 .70,000  live  births.  Con- 
joined twins  develop  from  late  division  of  a single  fertilized 
ovum.  At  the  point  where  division  is  incomplete,  the  twins 
share  body  parts.  Some  are  joined  at  the  sacrum  (pygopagus 
twins);  the  chest,  the  commonest  site  (thoracopagus  twins); 
or  even  the  top  of  the  head  (cephalopagus  twins).  Most  in  the 
past  were  born  dead  or  died  shortly  after  birth.  A detailed 
account  of  Chang  and  Eng's  life  along  with  photographs  has 
been  published  in  a book,  The  Two,  by  Irving  and  Amy 
Wallace. 

The  twins  died  one  night  in  January  1874  at  the  age  of  63. 
Chang  was  the  first  to  go.  Before  a doctor  could  be  sum- 
moned, Eng  followed  him.  Some  people  say  Eng  died  of 
fright  (1). 

Supernumerary  body  parts  are  much  more  common  than 
conjoined  twins  and  represent  partial  twinning.  Francesco  A. 


'UOtoPi 


MfRfoGlRl 


NSwOhijSwaiiowir 


ifortonDW  r« 


TivincSKCttroy 


The  Peerless  Prodigies  of  Physical  Phenomena 
and  Great  Presentation  of  Marvelous  Living  Human  Curiosities. 


7 . "The  Peerless  Prodigies. ' ' Published  with  per- 
mission of  the  Library  of  Congress. 
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Lentini  (Fig  3)  was  born  with  a parasitic  pelvis.  An  extra  leg 
and  rudimentary  genitals  were  attached  to  Francesco's  skele- 
ton by  a rudimentary  pelvis.  The  third  leg  was  functional  in 
that  he  could  kick  a ball  with  it,  but  by  the  time  he  was  6 years 
of  age,  the  rest  of  his  body  started  to  outgrow  his  third  leg. 

His  own  two  legs  were  of  different  lengths,  one  39  in,  the 
other  38.  The  extra  leg  was  36  in  long.  His  left  leg  had  a club 
foot,  and  growing  from  the  knee,  another  small  foot  (1 ). 

Myrtle  Corbin  (Fig  4),  billed  as  “The  Four-legged  Woman 
from  Texas,"  had  part  of  a twin's  body  joined  to  the  lower  part 
of  her  own  body,  a so-called  “parasitic  pelvis"  (2).  For  many 
years  she  was  active  with  carnivals  and  circuses,  including 
the  Ringling  Brothers.  According  to  circus  handouts,  she 
possessed  two  sets  of  genital  organs.  She  was  married  and 
became  the  mother  of  five  children.  The  circus  said  that  three 
were  born  from  one  body  and  two  from  the  other. 

“The  Hindu,”  Pirame!  and  Sami  (Fig  5),  also  demonstrated 
partial  twinning.  The  buttocks  and  lower  extremities  of  a mini- 
ature twin  protruded  from  his  side,  and  x-ray  examination 
revealed  a strong  bone  structure  and  a rudimentary  head 
embedded  in  the  otherwise  normal  body.  The  remarkably 
well  developed  partial  twin  had  nails  growing  on  its  toes. 
Piramel  and  Sami  traveled  with  Barnum  and  Bailey  and  other 
shows  (2). 

Achondroplastic  dwarfs  (Fig  6)  were  frequently  seen  in  the 
side  show.  They  typically  had  a relatively  large  head  with 

2.  Chang  and  Eng.  Published  with  permission  of 
The  Peabody  Museum  of  Salem,  Salem,  Mass. 


midface  hypoplasia  and  brachycephaly,  short  extremities, 
and  lordosis.  Achondroplasia  can  be  inherited  through  an 
autosomal  dominant  gene,  but  approximately  90%  of  the 
cases  represent  fresh  mutations.  Therefore,  most  affected 
children  have  normal  parents.  This  sporadic  defect  is  closely 
associated  with  advanced  paternal  age.  Most  achondro- 
plastic men  develop  spinal  stenosis  and  spasticity  (5). 

The  hawk-faced,  speechless  "Aztec  Children,”  Maximo 
and  Bartola  (Fig  7),  were  featured  in  Barnum’s  Museum  in 
the  1 850s.  Supposedly  brother  and  sister,  they  were  married 
while  on  tour  in  England  in  1 867.  These  dwarfs  are  Seckle 
dwarfs  with  severe  short  stature,  a proportionately  small 
head,  severe  mental  retardation,  a narrow  bird-like  face  with 
beak-like  protrusion  of  the  nose,  large  eyes,  antimongoloid 
slant  of  the  palpebral  fissures,  and  a receding  lower  jaw.  Be- 
cause of  their  small  head  size,  people  with  this  disorder  are 
also  called  nanocephalic  dwarfs.  The  condition  is  a rare 
autosomal  recessive  one  associated  with  a simplified  cere- 
bral gyral  pattern  (6). 

A Barnum  advertisement  in  1882  stated  that  “The  Wild 
Men  of  Borneo"  (Fig  8,9)  were  captured  after  a deadly 
struggle  by  a ship's  crew  in  search  of  water.  They  were  of  a 
distinct  human  race,  spoke  no  intelligible  tongue,  and  uttered 
a strange  mixture  of  gibberish  and  guttural  howls.  So  wild 
and  ferocious  were  they  that  they  could  easily  subdue  tigers. 
Barnum's  so-called  Wild  Men,  billed  as  Plutano  and  Waino, 
were  in  fact  born  Hiram  and  Barney  Davis.  They  were  docile, 
short  men  with  subnormal  mentality.  The  Wild  Men  of  Borneo 
probably  suffered  from  psychogenic  short  stature  (2,5),  a 
reversible  form  of  short  stature  related  to  psychosocial 
deprivation. 

In  sharp  contrast  was  Robert  Pershing  Wadlow,  the  tallest 
man  on  record  (Fig  10).  He  grew  to  a height  of  8 ft  1 1 .1  in  and 


3.  Francesco  A.  Lentini.  Published  with  permis- 
sion of  the  San  Antonio  Public  Library,  Hertz  berg 
Circus  Collection. 


4.  Myrtle  Corbin.  Published  with  permission  of  the 
San  Antonio  Public  Library,  Hertzberg  Circus 
Collection. 
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was  still  growing  when  he  died  in  1940  at  the  age  of  22  (10). 

By  general  agreement,  established  many  years  ago  when 
the  mean  height  was  lower,  a man  taller  than  6 ft  6.7  in  is  a 
giant.  A woman  does  not  have  to  be  that  tall  to  qualify;  6 ft  1.6 
in  or  more  classifies  her  as  a giantess  (9). 

Primary  giantism  is  due  to  abnormally  high  growth  hor- 
mone secretion  by  the  pituitary  gland  or,  more  commonly, 
by  a pituitary  adenoma.  Whether  giantism  will  result  from 
growth  hormone  hypersecretion  depends  upon  whether  the 
epiphyses  of  the  long  bones  are  still  open  when  hypersecre- 
tion begins.  If  the  person  is  mature  when  the  pituitary  gland 
starts  to  malfunction,  he  develops  acromegaly  instead  of  gi- 
antism. His  height  does  not  increase,  but  his  hands,  feet, 
nose  and  skull  enlarge  due  to  soft  tissue  growth  (11).  Even 
after  treatment,  the  physical  changes  remain  largely  the 
same. 

John  Hanson  Craig  of  Kentucky  (Fig  1 1 ) was  one  of  the 
heaviest  men  in  history.  He  weighed  77  lb  at  eleven  months 
of  age,  206  lb  at  two  years,  405  lb  at  1 3 years,  and  601  lb  at 
21 . His  adult  height  was  6 ft  5 in,  but  he  continued  to  grow  in 
girth:  725  lb  at  25  years,  806  lb  at  30  years,  and  907  lb  at  age 
37.  Craig  died  at  the  age  of  38  leaving  one  child  and  a 1 22 
pound  widow  (2).  Craig  most  likely  had  exogenous  obesity 
(overeating)  rather  than  an  endocrine  abnormality.  It  is  not  un- 
common for  patients  with  morbid  obesity  to  exceed  500  lb. 

The  infant  Lambert,  or  the  “Giant  Baby”  (Fig  1 2)  may  have 
had  a hypothalamic  tumor.  Tumors  in  this  location  in  the 
very  young  infant  cause  cachexia  in  the  face  of  normal  or 
increased  appetite  (diencephalic  syndrome),  whereas  in 
older  children,  obesity  and  endocrine  abnormalities  result. 
The  syndrome  of  hypothalamic  obesity  is  well  established 
clinically  and  experimentally.  This  form  of  obesity  accom- 
panies injury  to  the  ventromedial  hypothalamus  and  occurs 

5.  "The  Hindu,  Piramel,  and  Sami."  Published 
with  permission  of  the  San  Antonio  Public  Library, 

Hertzberg  Circus  Collection. 


in  all  the  species  in  which  it  has  been  investigated,  including 
man.  A craniopharyngioma  is  the  most  common  tumor  caus- 
ing this  syndrome  (13). 

For  generations,  the  fat  lady's  typical  partner  in  the  side 
show  has  been  the  “Living  Skeleton,”  a person  so  thin  he  is 
little  more  than  skin  and  bones.  James  W.  Coffey  (Fig  1 3) 
dressed  with  great  elegance,  which  earned  him  the  billing 
“The  Skeleton  Dude."  He  was  about  5 ft  6 in  tall  and  weighed 
70  lb  (2).  His  extreme  thinness  may  have  been  the  result  of  a 
case  of  tuberculosis  that  was  arrested,  or  he  may  have  been 
a chronic  anorectic.  Other  causes  for  this  extreme  thinness 
may  have  been  a malabsorptive  problem  such  as  ulcerative 
colitis  or  Crohn’s  disease. 

The  infant  Esau,  son  of  the  Bearded  Lady  (Fig  1 4),  in- 
herited his  mother's  hirsute  traits.  At  4 years  old,  the  boy  was 
already  sprouting  a beard  and  a thick  patch  of  hair  on  his 
back  (2).  Hirsutism,  or  hypertrichosis  universalis,  is  an  auto- 
somal dominant  trait.  Usually,  however,  most  clinical  hir- 
sutism is  due  to  familial  hypertrichosis  or  can  be  traced  to  an 
abnormality  of  the  endocrine  glands  (16). 

Moung  Phoset  and  his  mother,  Mah  Phoon,  both  shown  in 
1 887  (Fig  1 5),  were  enveloped  from  head  to  foot  in  wavy 
masses  of  hair.  Even  their  noses  were  covered  with  hair. 
These  individuals  also  had  hypertrichosis  universalis  (2). 

“The  Rubber-Skin  Man"  (Fig  1 6)  of  1 900  vintage  had  one 
of  the  types  of  Ehlers-Danlos  syndrome  showing  hyperexten- 


6.  Achondroplastic  dwarfs.  Published  with  per- 
mission of  the  San  Antonio  Public  Library, 
Hertzberg  Circus  Collection. 


7.  ' ' The  Aztec  Children. ' ' Published  with  permis- 
sion of  the  New  York  Historical  Society,  New  York, 
NY. 
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8.  " The  Wild  Men  of  Borneo. ' ' Published  with  the 
permission  of  the  San  Antonio  Public  Library, 
Hertzberg  Circus  Collection. 


9.  “The  Wild  Men  of  Borneo. " Published  with  per- 
mission of  the  Circus  World  Museum,  Baraboo, 
Wis. 


10.  Robert  Pershing  Wadlow.  Published  with  per- 
mission of  the  Alton  Telegraph,  Alton,  III.  Photo- 
graph by  Robert  K.  Graul. 


11.  John  Hanson  Craig.  Published  with  permis- 
sion of  the  San  Antonio  Public  Library,  Hertzberg 
Circus  Collection. 
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12.  "The  Giant  Baby. ' ' Published  with  permission 
of  Harvard  Theatre  Collection 


13.  James  VY.  Coffey  Published  with  permission 
ot  the  San  Antonio  Public  Library.  Hertzberg  Cir- 
cus Collection. 


14  "The  Infant  Esau."  Published  with  permission 
of  The  New  York  Historical  Society,  New  York,  NY. 
Lithograph  by  N.  Curner,  New  York. 


15.  Moung  Phoset  and  his  mother,  Mah  Phoon. 
Published  with  permission  of  the  San  Antonio 
Public  Library,  Hertzberg  Circus  Collection 


16.  "The  Rubber-Skin  Man  Published  with  per- 
mission of  the  Museum  of  the  City  of  New  York. 
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1 7.  The  Lucasie  family.  Published  with  permission 
of  the  Chicago  Historical  Society  (ICHi-17475). 
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sibility  of  joints,  easy  skin  bruisability,  and  poor  wound  heal- 
ing characterized  by  thin  hypotrophic  scarring.  Nineor  more 
types  of  Ehlers-Danlos  syndrome  have  been  described, 
some  related  to  specific  enzyme  defects,  others  to  poor 
cross-linkage  of  hydroxylysine-poor  collagen  molecules. 
Some  types  of  Ehlers-Danlos  syndrome  are  autosomal  domi- 
nant while  others  are  recessive  with  variable  expressivity 
among  affected  families  (3).  Cutis  laxa,  an  unrelated  disorder 
manifested  by  redundant  skin,  gives  an  aged"  appearance 
to  the  patient,  but  it  is  not  associated  with  hyperextensibility 
of  the  joints. 

The  Lucasie  family  (Fig  1 7)  were  true  albinos  with  white 
hair  and  pink  eyes.  They  supposedly  came  from  Madagascar 
and  were  of  Negro  origin  (19).  Oculocutaneous  albinism  has 
ten  types  and  is  inherited.  Tyrosinase-negative  albinism  has 
no  discernible  pigment  production  regardless  of  race.  A typi- 
cal patient  has  milk-white  skin,  white  hair,  photophobia,  de- 
creased visual  acuity,  and  nystagmus.  The  decreased  visual 
acuity  relates  to  macular  hypoplasia.  Nearly  all  of  these  pa- 
tients have  strabismus.  Since  albino  skin  is  predisposed  to 
cutaneous  carcinomas,  daily  sun  protection  is  mandatory.  In 
a study  of  albinism  in  Nigeria,  no  albino  over  the  age  of  20 
was  without  premalignant  or  malignant  sunlight-induced  le- 
sions (20). 

Billy  Wells  (Fig  1 8),  billed  as  the  ' Champion  Iron  Skull 
Man,”  had  a skull  of  triple  thickness—  two  inches  in  the  cen- 
ter with  the  sutures  completely  ossified,  according  to  a doctor 
who  examined  him.  A side  show  performer  with  many  cir- 
cuses, Billy  would  stand  without  blinking  while  blocks  of 


granite  placed  on  his  head  were  broken  by  the  blows  of  a 
sledge  hammer.  Between  his  head  and  the  stone  there  was 
only  a thin  cloth  cushion  to  prevent  his  scalp  from  being  cut 
(2).  Billy  Wells  had  hyperostosis  corticalis  deformans  in 
which  there  is  marked  irregular  thickening  of  the  skull  and 
bone  cortex  (4).  Increased  serum  alkaline  phosphatase  is 
also  observed  in  such  cases.  The  inheritance  is  autosomal 
recessive.  Mr  Wells  died  at  the  age  of  70  in  1910. 

Another  example  of  an  abnormal  skull  was  the  "Long- 
Head  Man"  (Fig  1 9)  who  was  shown  in  the  1 880s  (2).  He  had 
cramosynostosis,  premature  closure  of  the  coronal  sutures  of 
the  skull  causing  turricephaly  (tower  skull). 

Charles  B.  Tripp  (Fig  20),  the  "Armless  Wonder,”  and  his 
legless  friend  Eli  Bowen  (Fig  21 ) made  a strange  sight  when 
they  rode  a tandem  bicycle,  which  they  often  did  for  recre- 
ation after  hours.  Bowen  would  do  the  steering;  Tripp  would 
supply  the  leg  power. 

Tripp  showed  remarkable  dexterity  with  his  feet  and  toes. 
He  could  feed  and  shave  himself,  write  letters,  light  and 
smoke  cigarettes,  and  was  a passable  portrait  painter  (2). 
These  men  both  had  phocomelia,  a developmental  anomaly 
characterized  by  absence  of  the  proximal  portion  of  a limb  or 
limbs.  The  hands  or  feet  are  thus  attached  to  the  trunk  of  the 
body  by  a single  small,  irregularly  shaped  bone.  This  is  a 
sporadic  deformity  (4),  although  an  increased  incidence  of 
phocomelia  (especially  arm  phocomelia)  was  associated  with 
the  use  of  thalidomide  in  the  1 950s  and  1 960s. 

A man  (Fig  22)  with  solitary  macrodactyly  (Fig  22)  was  ex- 
hibited in  the  late  1800s  (2).  He  probably  had  neurofibro- 


18.  Billy  Wells.  Published  with  permission  of  the 
San  Antonio  Public  Library.  Hertzberg  Circus 
Collection. 


19  "The  Long -Head  Man.  " Published  with  per- 
mission of  the  San  Antonio  Public  Library. 
Hertzberg  Circus  Collection 


I*  dfev  f 


20  Charles  B Tripp  Published  with  permission 
of  the  San  Antonio  Public  Library,  Hertzberg  Cir- 
cus Collection 
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matosis  for  which  macrodactyly  is  a good  marker  This 
common  autosomal  dominant  condition  is  characterized  by 
tumorous  masses  of  the  nervous  system,  soft  tissues, 
bones,  and  skin.  Neurofibromas,  schwannomas,  men- 
ingiomas, osteomas,  and  astrocytomas  along  with  areas  of 
cutaneous  hyperpigmentation  are  seen  in  this  disease  Vari- 
ability of  expression  in  family  members  is  the  rule  (3) 

So-called  "Elephant  Boys'"  (Fig  23)  were  featured  in  many 
of  the  old-time  side  shows  (2).  These  young  men  probably 
had  elephantiasis,  a chronic  filarial  infection  of  the  lymphatic 
channels  by  the  nematode  Wuchereria  bancrofti  or  Brugia 
malayi.  This  infection  is  characterized  by  inflammation  and 
obstruction  of  the  lymphatic  channels  and  by  hypertrophy  of 
the  skin  and  subcutaneous  tissues.  The  legs  and  external 
genitalia  are  principally  affected  (31 ),  forming  pendulous 
masses  and  “tree-trunk-like”  nodose  enlargement  of  affected 
extremities. 

The  public  display  of  human  abnormality  in  its  various 
forms,  however  grotesque  and  sensational,  has  always  fasci- 
nated rather  than  repelled  most  people.  The  average  person, 
inherently  curious,  naturally  wonders  how  such  human  oddi- 
ties came  about.  The  sight  of  a dwarf,  a dysmorphic  giant,  or 
a woman  with  a double  torso,  causes  one  to  speculate  as  to 
how  their  lives  are  different  from  his  and  whether  they  are 
miserable  or  content.  One  sighs  with  relief  at  his  own  physi- 
cal normalcy  and  that  of  his  family,  that  they  are  not  set  apart 
from  the  rest  of  their  kind  and  denied  normal  lives. 

Joyce  G.  Schwartz,  MD 

Department  of  Pathology,  The  University  of  Texas  Health  Science  Center, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  Send  reprint  requests  to 
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It’s  Time  To  Trade  In  Your  Old  Ideas  About. 
AUTOMOBILE  OWNERSHIP! 


The  Lease  Alternative  is  a concept  whose  time  has  come 
THE  GOOD  OLD  DAYS  — It  was  the  American  Way.  Everybody 
owned  their  cars.  It  meant  you  had  used  your  money  wisely.  At 
least  that’s  what  people  thought  at  the  time.  They  didn’t 
have  an  alternative. 

TODAY  THAT  JUST  ISN’T  SO!! 

Physicians.  Businessmen  and  individuals  have  learned 
that  owning  everything  isn’t  always  a wise  investment. 
Return  on  dollars  invested  is  the  sensible  yardstick 
in  determining  how  to  use  your  capital. 

IF  IT  APPRECIATES,  BUY  IT! 

IF  IT  DEPRECIATES,  LEASE  IT! 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Primary  lymphoma  of  the  brain:  a case  report  and  review 
of  the  literature.  Linda  Alic,  MD,  and  Max  Haid,  MD.  Alan  R. 
Liss,  Inc,  Journal  of  Surgical  Oncology,  vol  26,  1984,  pp 
115-121. 

A case  of  primary  lymphoma  of  the  brain  is  presented.  The 
disease  is  rare  and  thus  firm  guidelines  for  therapy  are  lack- 
ing. Whole-brain  irradiation  therapy,  the  accepted  treatment 
of  choice,  when  given  to  a dose  of  5,000  rads,  is  associated 
with  improved  survival.  However,  the  overall  prognosis  is 
poor  due  to  local  recurrence  in  the  central  nervous  system 
and  the  tumor’s  ability  to  diffusely  infiltrate  the  meninges. 
Twenty-six  percent  of  the  cases  may  have  positive  cere- 
brospinal fluid  cytology.  Whether  the  addition  of  intrathecal 
chemotherapy  with  agents  such  as  methotrexate  will  improve 
upon  the  results  obtained  with  irradiation  therapy  alone 
would  be  an  appropriate  subject  for  a cooperative  prospec- 
tive randomized  study. 

Screening  for  early  lung  cancer.  Results  of  the  Memorial 
Sloan-Kettering  study  in  New  York.  Myron  R.  Melamed, 
MD;  Betty  J.  Flehinger,  PhD;  Muhammad  B.  Zaman,  MD,  et 
al.  American  College  of  Chest  Physicians,  Chest,  vol  86,  no 
1,  July  1984,  pp  44-53. 

The  Memorial  Sloan-Kettering  lung  cancer  screening  pro- 
gram was  begun  in  1 974  to  evaluate  sputum  cytology  as  a 
supplement  to  the  annual  chest  x-ray  examination  for  early 
detection  and  diagnosis.  The  10,040  adult,  male  cigarette 
smokers  who  enrolled  were  randomly  assigned  to  receive 
annual  chest  x-ray  examinations  only  or  a dual  screen  with 
annual  chest  x-ray  examination  and  four  monthly  sputum 
cytology  evaluations.  More  than  40%  of  the  288  who  de- 
veloped lung  cancer  were  diagnosed  in  stage  I,  and  their 
survival  was  76%  at  five  years;  overall  survival  was  35%. 
Nearly  one  third  of  the  lung  cancers  detected  on  first  exam- 
ination on  the  dual  screen  and  1 4%  of  those  on  subsequent 
examinations  were  found  by  cytologic  examination.  The 
same  number  of  cancers  developed  in  the  x-ray  screen  only 
group,  and  were  diagnosed  at  a later  date.  Despite  the  delay, 
survival  and  mortality  were  the  same,  suggesting  that  the 
squamous  carcinomas  detected  by  cytologic  examination 
alone  are  very  slow  growing  and  tend  to  remain  localized 
until  detectable  by  x-ray  examination. 


Familial  patterns  of  testicular  cancer.  Paul  K.  Mills,  MS, 
MPH;  Guy  R.  Newell,  MD;  and  Douglas  E.  Johnson,  MD. 
Professional  Medical  Services  Company,  Urology,  vol  24,  no 
1,  July  1984,  pp  1-7. 

To  date  only  six  cases  of  testicular  cancer  have  occurred  in 
father-and-son  pairs,  seven  cases  in  monozygotic  twins,  and 
1 1 in  nontwin  siblings.  Of  particular  interest  in  reviewing 
these  and  other  reports  of  cancer  in  family  members  are  the 
age  of  onset  of  the  cancer  and  the  concordance  of  cell  types 
among  the  variously  related  family  members  affected.  The 
authors  report  a case  of  familial  testicular  cancer  occurring  in 
a patient,  summarize  known  or  suggested  epidemiologic  fac- 
tors, and  present  a literature  review  of  familial  occurrences  of 
testicular  cancer. 


Coffee  consumption  and  risk  of  fatal  cancers.  David  A. 
Snowdon,  PhD,  MPH,  and  Roland  L.  Phillips,  MD,  DrPH. 
American  Public  Health  Association,  American  Journal  of 
Public  Health,  vol  74,  no  8,  August  1984,  pp  820-823. 

In  1960,  the  coffee  consumption  habits  and  other  lifestyle 
characteristics  of  23,91 2 white  Seventh-day  Adventists  were 
assessed  by  questionnaire.  Between  1960  and  1980,  deaths 
due  to  cancer  were  identified.  There  were  positive  asso- 
ciations between  coffee  consumption  and  fatal  colon  and 
bladder  cancer.  The  group  consuming  two  or  more  cups  of 
coffee  per  day  had  an  estimated  relative  risk  (RR)  of  1 .7  for 
fatal  colon  cancer  and  2.0  for  fatal  bladder  cancer,  compared 
to  the  group  that  consumed  less  than  one  cup  per  day  (RR  = 

1 .0).  These  positive  associations  were  apparently  not 
confounded  by  age,  sex,  cigarette  smoking,  or  meat  con- 
sumption habits.  In  this  study,  there  were  no  significant  or 
suggestive  associations  between  coffee  consumption  and  fa- 
tal pancreatic,  breast,  and  ovarian  cancer,  or  a combined 
group  of  all  other  cancer  sites. 
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THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving.” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . . 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 


Dallas  (214)  630-1831  Fort  Worth  (817)  870-2226  San  Antonio  (512)  691-0631 
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BUILDING  NET  WORTH  THROUGH 
EFFECTIVE  TAX  PLANNING 


Qualified  Plans 

Investments 

• Design 

• Pension  Funds 

• Implementation 

• Administration 

• Personal 

Seminars 

Tax  Planning 

• Sponsored  (watch  for 

• Corporate 

TMA  schedule) 

• Personal 

• Individual  Groups 

We  work  with  you,  your  CPA,  and 
your  attorney  to  design  and  implement 

financial  plans  to  meet  your  goals. 

Principals: 

Maurice  M.  Glazer  Robert  L.  Michaels 

• • 

William  N Errickson  James  D.  Suellentrop 

Harvey  Swento 


10300  North  Central  Expwy.  • Suite  180-11  • Dallas,  Texas  75231  • (214)  696-4400 


Texas  Medical  Association 


HealthWise  Series 

Educational  brochures  for  your  patients 
including  four  new  titles 


The  HealthWise  Series  is  a collection  of  eight 
brochures  on  a variety  of  health  topics.  Each 
brochure  is  designed  to  provide  your  patient  with 
valuable  information  and  to  positively  influence 
his  or  her  personal  health  care  habits. 

Samples  of  each  brochure  may  be  ordered  by 
using  the  attached  form.  Simply  indicate  the 
number  of  brochures  needed  and  fill  in  your 
name  and  address.  Brochures  are  free  of  charge 
as  a service  of  the  Texas  Medical  Association. 


We  hope  you  find  these  new  brochures  a wel- 
comed addition  to  an  already  useful  series  of 
educational  materials.  Use  them  as  an  adjunct 
to  other  patient  education  tools  used  in  your 
office. 

Place  your  order  today! 


Texas  Medical  Association  HealthWise  Series  Order  Form 

Mail  to:  Texas  Medical  Association  Communication  Department  1801  North  Lamar  Blvd.  Austin,  Iexas  '8701 

Please  indicate  the  number  of  brochures  you  would  like  on  the  line  beside  each. 


Quantity 

copies  Good  Health — Does  it  Have  to  Cost  A Lot? 

copies  Feeling  Good  Means  Being  Health-Wise 

copies  Click — The  Sound  of  Saving  a Life 

copies  Aging  in  Good  Health 

Please  print  or  type. 


Quantity 

copies  Your  Health  is  in  Your  Hands 

_ copies  You  and  Your  Doctor  Partners  in  Health  Care 

copies  Drunken  Driving  Everyone’s  Problem 

copies  Love  Sick  Sexually  Transmitted  Diseases 


name 

address 

city 

state 

zip 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,"  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1 981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books : Author,  title,  place  of  publication,  publisher,  year. 

Other  sources  : Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic*  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 


Wyeth  Laboratories 

Philadelphia.  Pa  19101 


AA 


■ See  important  information  on  next  page 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)  e Wyeth 


An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic 

(meprobamate  with  aspirin) e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS 

Adjunct  m short-term  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g carisoprodol. 
mebutamate,  or  carbromal 
WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombinemia,  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of,  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g , vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and,  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation, symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting  barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g , driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro 
bamate  and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION 
An  increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy, has  been  suggested  In  several  stud- 
ies Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered Advise  patients  If  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier 
It  Is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  cnildren  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized m the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol, and  cross-sensitivity  between  mepro- 
bamate/mebutamate  and  meprobamate 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  "ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 

DOSAGE  AND  ADMINISTRATION 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap- 
idly and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalimzation  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out- 
put is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100,  Redipak®  strip 
pack  25  s,  Redipak®  unit  dose  100  s,  individ- 
ually wrapped 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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MEDICINE  AND  THE  LAW 


MORE  DOLLAR  SIGNS  AT  THE  END  OF  THE  RAINBOW 

The  April  1984  “Medicine  and  the  Law’’  column  discussed 
1975  and  1977  tort  reform  statutes  and  summarized  Texas 
Supreme  Court  decisions  interpreting  those  statutes  (1). 
That  article  illustrated  the  Texas  Supreme  Court’s  willing- 
ness to  interpret  statutes  and  ignore  prior  judicial  decisions, 
permitting  plaintiffs  to  recover  damages  for  their  alleged  in- 
juries in  new  ways.  The  Texas  Supreme  Court  and  Texas 
appellate  courts  have  continued  this  ominous  trend,  as  the 
following  cases  illustrate. 


Limitation  on  certain  damages  awards 

The  Medical  Liability  and  Insurance  Improvement  Act  of  1977 
(2)  limits  liability  in  medical  professional  liability  cases  to 
$500,000.  This  limitation  does  not  apply  to  damages  awarded 
in  a health  care  liability  claim  for  necessary  medical,  hospital, 
and  custodial  care  received  before  the  judgment  or  required 
for  future  treatment  of  the  injury  (3).  This  $500,000  limit  is 
adjusted  according  to  increases  in  the  consumer  price  index 
(CPI)  that  have  occurred  since  1 977  (4).  If  the  $500,000  limit 
is  held  to  be  unconstitutional,  damages  for  “past  and  future 
physical  pain  and  suffering,  mental  anguish  and  suffering, 
consortium,  disfigurement,  and  any  other  nonpecuniary 
damages,”  will  be  limited  to  $1 50,000  (adjusted  for  the  CPI 
increases). 

The  $500,000  limit  is  being  challenged  in  Baptist  Hospital 
of  Southeast  Texas  v Baber  (5).  The  jury  found  the  hospital 
and  the  physician  jointly  and  severally  liable  for  damages  in 
the  sum  of  $1 ,327,000.  The  trial  court  refused  to  limit  dam- 
ages to  $500,000  (adjusted  by  the  CPI  and  exclusive  of  ex- 
penses for  necessary  medical,  hospital,  and  custodial  care), 
holding  that  the  $500,000  limitation  was  unconstitutional. 

The  Texas  Court  of  Appeals  in  Beaumont  agreed  with  the 
trial  court.  It  challenged  the  “Findings  and  Purposes”  clause 
of  the  1977  act,  which  declared  that  a medical  malpractice 
crisis  existed  in  Texas.  In  its  challenge,  the  appellate  court 
cited  a Texas  Tech  Law  Review  article  by  Joseph  P.  Wither- 
spoon, professor,  The  University  of  Texas  School  of  Law, 
supporting  a contrary  view  (6). 

In  a short  opinion,  the  court  of  appeals  agreed  with  the 
North  Dakota  Supreme  Court  that  . .the  limitation  of  recov- 
ery does  not  provide  adequate  compensation  to  patients  with 
meritorious  claims;  on  the  contrary,  it  does  just  the  opposite 
for  the  most  seriously  injured  claimants.  It  does  nothing  to- 
ward the  elimination  of  nonmeritorious  claims”(7). 

Also,  the  court  noted  the  lack  of  a provision  to  compensate 
tort  victims.  The  court  said  the  section  eliminates  a right  with- 
out providing  a corresponding  remedy  for  tort  victims  who 
suffer  damages  above  the  limit.  The  court  concluded  that  this 
limitation  is  unconstitutional  because  it  violates  equal  protec- 


tion guarantees  (7),  at  least  insofar  as  hospital  providers  are 
concerned. 

Types  of  damages  expanded 

The  court  in  Baptist  Hospital  of  Southeast  Texas  v Baber 
also  permitted  the  award  of  $25,000  each  to  the  widow  and 
the  children  of  the  deceased  for  mental  or  emotional  trauma 
resulting  from  the  injury.  The  court  cited  Sanchez  v Schindler 
(8),  a recent  Supreme  Court  decision  discussed  in  the  April 
1984  “Medicine  and  the  Law”  (9)  article  in  Texas  Medicine. 
That  decision  holds  that  recovery  for  mental  anguish  is  per- 
missible without  proof  of  physical  injury  or  conduct  worse 
than  simple  negligence. 

The  court  did  not  address  the  alternative  $1 50,000  non- 
pecuniary damage  limitation  on  pain  and  suffering  described 
earlier.  The  hospital’s  appeal  is  pending  before  the  Texas  Su- 
preme Court. 

Governmental  immunities  whittled  away 

The  Texas  Tort  Claims  Act  (10),  enacted  in  1970,  waived  the 
state's  traditional  defense  of  governmental  or  sovereign  im- 
munity in  some  circumstances.  This  doctrine  basically  was  a 
holdover  from  the  English  common  law  concept  that  the  king 
could  do  no  wrong  because  the  king  derived  his  power  from 
God.  The  statutory  limit  on  damages  recoverable  from  the 
State  of  Texas  in  tort  actions  is  $250,000  per  person  and 
$500,000  for  any  single  occurrence  for  bodily  injury  or  death 
and  $1 00,000  for  any  single  occurrence  for  injury  to  or  de- 
struction of  property  (11).  The  potential  liability  of  any  unit  of 
local  government  in  Texas  is  limited  to  $1 00,000  per  person 
and  $300,000  for  any  single  occurrence  for  bodily  injury  or 
death  and  to  $1 00,000  for  any  single  occurrence  for  injury  to 
or  destruction  of  property  (1 1 ).  "Some  condition”  or  “some 
use”  of  tangible  property,  real  or  personal,  must  be  involved, 
as  well  as  a finding  that  the  unit  of  government,  if  it  had  been 
a private  person,  would  have  been  liable  to  the  claimant  un- 
der Texas  law  (11). 

In  Salcedo  v El  Paso  Hospital  District  (12),  the  Texas  Su- 
preme Court  adopted  a broad  interpretation  of  the  Texas  Tort 
Claims  Act  and  held  that  “an  allegation  of  defective  or  in- 
adequate tangible  property  is  not  necessary  to  constitute  a 
cause  of  action  under  the  act  if  ‘some  use’  of  the  property 
rather  than  ‘some  condition’  of  the  property  is  alleged  to  be 
the  contributing  factor  to  the  injury”  (13). 

The  property  involved  was  an  electrocardiogram  (ECG), 
which  allegedly  showed  a classic  pattern  of  myocardial  in- 
farction. The  plaintiff  stated  that  the  physician  employed  by 
the  government  hospital  released  the  patient  after  an  exam- 
ination and  review  of  the  test  results.  The  patient  collapsed 
shortly  after  returning  home  and  was  pronounced  dead  upon 
his  return  to  the  emergency  room.  The  autopsy  indicated  that 
the  cause  of  death  was  myocardial  infarction.  Both  the  physi- 
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cian  employee  and  the  hospital  were  sued. 

The  patient’s  widow  testified  that  the  employees  and 
agents  of  the  hospital  district  failed  to  use  (and  therefore  mis- 
used) oxygen  and  cardiac  monitoring  equipment.  The  widow 
also  alleged  that  the  hospital’s  employees  had  improperly 
read  and  interpreted  the  graphs  and  charts  produced  by  the 
ECG  machine. 

Because  the  act  was  intended  to  be  liberally  construed 
(1 4),  a broad  interpretation  of  the  act  was  in  order,  according 
to  the  Texas  Supreme  Court.  The  court  concluded  that  ‘‘some 
use”  of  the  property  is  all  that  is  required  to  permit  recovery 
under  the  act.  Such  a use  or  misuse  of  the  ECG  was  alleged. 
Thus,  the  Supreme  Court  permitted  the  case  against  the 
hospital  and  its  employed  physician  to  proceed  to  a trial  on 
the  merits.  Governmental  entities,  including  county  hospitals 
and  hospital  districts,  now  will  be  more  amenable  to  suit  un- 
der the  Texas  Tort  Claims  Act,  and  an  increased  number  of 
claims  can  be  expected. 

Expansion  of  intangible  damages 

Sanchez  v Schindler  (1 5)  broadened  the  scope  of  recovery 
permissible  under  the  Texas  Wrongful  Death  Act  by  allowing 
a parent  to  recover  not  just  for  pecuniary  loss,  but  also  for 
mental  anguish  suffered  as  a result  of  his  or  her  child’s 
wrongful  death.  In  a later  case,  Madisonville  Independent 
School  District  v Kyle  (16),  the  Texas  Supreme  Court  ap- 
proved damages  for  loss  of  companionship  and  society  as 
well  as  for  past  and  future  mental  anguish  and  pecuniary  loss 
under  the  Wrongful  Death  Act  for  a parent’s  loss  of  a child. 

We  can  anticipate  that  the  Texas  courts  will  permit  recovery 
for  loss  of  companionship  or  society  resulting  from  the  wrong- 
ful death  of  a spouse  and  perhaps  for  other  relatives  as  well. 

From  loss  of  consortium  to  bystander  recovery 

In  Whitlessey  v Miller  (17),  the  Texas  Supreme  Court  held 
that  wives  as  well  as  husbands  were  entitled  to  recover  for 
loss  of  consortium  (18).  More  recently,  a federal  appellate 
court  applying  Texas  law  allowed  a mother  to  recover  for  her 
emotional  suffering  when  her  child  suffered  brain  damage  at 
birth  as  a result  of  the  defendant  doctor’s  alleged  negligence 
(1 9).  The  reasoning  behind  this  case  was  reaffirmed  by  the 
Texas  Supreme  Court  in  Sanchez  v Schindler  (20).  Now,  if  a 
bystander  is  in  the  zone  of  danger,  if  the  bystander’s  mental 
injury  was  a foreseeable  result  of  the  defendant’s  negligent 
conduct,  and  if  the  bystander  suffers  from  physical  trauma, 
recovery  for  injuries  is  possible.  Anxiety  reaction,  traumatic 
neurosis,  and  symptoms  such  as  sleeplessness,  inability  to 
concentrate,  and  nervous  crying  qualify  as  compensable  ex- 
amples of  such  physical  trauma. 

Even  those  outside  the  immediate  family  may  recover  un- 
der the  bystander  rule.  In  Genzer  v City  of  Mission  (21 ),  the 
parents  and  grandparents  of  a minor  child  recovered  their 


own  damages  as  bystanders  for  injuries  and  mental  anguish 
suffered  when  they  saw  the  child  die  in  a fireworks  explosion. 
This  amount  was  in  addition  to  the  recovery  for  the  parents’ 
and  grandparents’  own  physical  injuries. 

Exemplary  or  punitive  damages 

Exemplary  or  punitive  damages  may  be  recovered  for  willful 
acts  or  omissions,  or  for  gross  negligence.  Under  the  test 
adopted  by  the  Texas  Supreme  Court  in  1 981 , if  there  is  any 
evidence  of  gross  negligence  in  the  record,  the  reviewing 
court  may  not  reverse  the  trial  court’s  (jury’s)  findings  (22). 
Formerly,  the  courts  utilized  the  “some  care”  test.  That  is,  if 
the  record  contained  “some”  evidence  that  did  not  support 
the  jury's  finding  of  gross  negligence,  the  appellate  court 
would  reverse  the  gross  negligence  finding.  Now,  the  ap- 
pellate court  will  be  bound  by  the  jury  finding  if  there  is  at 
least  “some”  credible  evidence  of  the  defendant's  entire  want 
of  care. 

Thus,  if  there  is  evidence  in  the  record  showing  that  the 
defendant  exercised  “such  an  entire  want  of  care  as  to  indi- 
cate that  the  act  or  omission  in  question  was  the  result  of 
conscious  indifference  to  the  rights,  welfare,  or  safety  of  the 
persons  affected  by  it,"  (23)  a jury’s  award  of  exemplary  or 
punitive  damages  will  withstand  appellate  review. 

Also,  because  exemplary  or  punitive  damages  are  in- 
tended to  punish  the  wrongdoer,  no  such  award  was  per- 
mitted against  the  estate  of  a grossly  negligent  deceased 
defendant.  On  July  11,1 984,  the  Texas  Supreme  Court  held 
that  exemplary  damages  may  be  recovered  from  the  estate 
of  a defendant  held  to  be  grossly  negligent.  This  would  in- 
clude the  estate  of  a deceased  physician  (24). 

Generally,  exemplary  damages  must  be  reasonably  pro- 
portioned to  actual  damages  (25).  However,  no  set  rule  or 
ratio  between  actual  and  punitive  damages  has  been  estab- 
lished by  the  Texas  Supreme  Court.  Three  times  the  amount 
of  actual  damages  was  offered  by  a federal  court  as  a way  to 
determine  whether  or  not  the  exemplary  damages  awarded 
by  the  jury  were  supportable  (26).  Observers  can  only  spec- 
ulate what  the  Texas  Supreme  Court  will  do. 

With  the  new  standard  restricting  the  appellate  courts'  dis- 
cretion to  reverse  jury  verdicts  on  punitive  damages,  physi- 
cians and  other  target  defendants  face  increased  personal 
liability  risks.  Their  insurance  typically  does  not  protect 
against  professional  liability  awards  for  punitive  damages  be- 
cause the  purchase  of  such  coverage  is  against  public  policy 
and  contrary  to  Texas  insurance  law  (27). 

Since  all  that  is  needed  to  sustain  a punitive  damage 
award  is  “some”  credible  evidence  of  the  defendant’s  want  of 
care,  the  Legislature  should  be  asked  to  return  to  the  appel- 
late courts  the  discretion  they  had  prior  to  the  1981  Supreme 
Court  decision.  If  this  is  not  feasible,  the  statutory  prohibition 
against  purchasing  insurance  to  cover  punitive  damage 
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awards  must  be  reexamined.  Lawmakers  also  should  con- 
sider passing  a law  requiring  that  punitive  damages  awards 
benefit  society,  rather  than  plaintiff  attorneys.  Such  a law 
would  help  assure  that  punitive  damage  demands  are  not 
used  to  coerce  unfairly  a favorable  settlement.  When 
awarded,  punitive  damages  should  further  the  lesson  in- 
tended by  the  jury. 

Target  defendants  beware 

Texas  law  regarding  medical  professional  liability  continues 
to  expand,  both  in  the  types  of  damages  for  which  plaintiffs 
can  be  compensated  and  in  the  amount  of  the  awards.  Target 
defendants,  including  physicians  and  hospitals,  must  antici- 
pate that  the  worst  is  yet  to  come  as  the  effects  of  Sanchez 
(28)  and  other  cases  reach  plaintiffs’  and  defendants'  attor- 
neys. The  professional  liability  insurance  crisis  of  the  1970s 
may  pale  compared  to  the  crisis  target  defendants  now  face 
in  Texas.  The  pot  of  gold  for  plaintiffs  and  their  attorneys 
shines  even  brighter. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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THE  LEASE 
YOU  WANT. 
THE  CAR 
YOU  WANT. 

PLAIN  OR 
FANCY. 


GREAT  EXPECTATIONS 

become  proven  facts  with  . . . 


CORTISPORIN  OTIC 
Solution/Suspension 

STERILE  (POLYMYXIN  B- 
NEOMYCIN-HYDROCORTISONE) 

“In  159  of  163  clinically  evaluated  patients, 
the  otic  preparation  (solution  or  suspension) 
was  rated  clinically  effective,  giving  a clinical 
effectiveness  for  acute  diffuse  external  otitis 
of  97.5°/ofx  (Emphasis  added.) 

EFFICACY  RATES  FOR  OTIC 
SUSPENSION  AND  OTIC  SOLUTION  (COMBINED 
RESULTS  FROM  4-CENTER  STUDY) 


Clinical  Efficacy 

Suspension 

Total  ears 

93 

Responders 

Solution 

91  (97.8%) 

Total  ears 

107 

Responders 

Combined  suspension 
and  solution 

104  (97.2%) 

Total  ears 

200 

Responders 

195  (97.5%) 

Adapted  from  Cassisi  et  al. 1 
REFERENCE: 

1.  Cassisi  N,  Cohn  A.  Davidson  T,  et  al:  Diffuse  otitis  externa:  Clinical 
and  microbiologic  findings  in  the  course  of  a multicenter  study  on  a 
new  otic  solution.  Ann  Otol  Rhinol  Laryngol 86(suppl  39,  pt  3):1-16. 
1977. 
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Broad  antibiotic  spectrum  ® PLUS  hydrocortisone  for  relief  of  inflammation  and  pain 


Cortisporin ’ Otic  Suspension  Sterile  (Polymyxin  B Neomycin  Hydrocortisone) 

Description:  Each  cc  contains 

Aerosporin"  (Polymyxin  B Sulfate)  10,000  units.  Neomycin  sulfate  (equivalent  to 
3.5  mg  neomycin  base)  5 mg.  Hydrocortisone  10  mg  (1%). 

The  vehicle  contains  the  inactive  ingredients  cetyl  alcohol,  propylene  glycol, 
polysorbate  80,  water  for  injection  arid  thirnerosal  (preservative)  0.01%. 

Indications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external 
auditory  canal  caused  by  organisms  susceptible  to  the  action  of  the  antibiotics, 
and  for  the  treatment  of  infections  of  mastoidectomy  and  fenestration  cavities 
caused  by  organisms  susceptible  to  the  antibiotics 
Precautions:  This  drug  should  be  used  with  care  in  cases  of  perforated  eaidrum 
and  in  long-standing  cases  of  chronic  otitis  media  because  of  the  possibility  of 
ototoxicity  caused  by  neomycin. 

Cortisporin'  Otic  Solution  Sterile  (Polymyxin  B Neomycin-Hydrocortisone) 

Description:  Each  cc  contains 

Aerosporin*  (Polymyxin  B Sulfate)  10,000  units.  Neomycin  sulfate  (equivalent  to 
3.5  mg  neomycin  base)  5 mg.  Hydiocortisoiie  10  mg  (1%). 

The  vehicle  contains  the  inactive  ingredients  cupric  sulfate,  glycerin,  hydrochloric  acid,  piopylene 
glycol,  water  for  injection  and  potassium  metabisulfite  (preservative)  0.1%. 

Indications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external  auditory  canal 
caused  by  organisms  susceptible  to  the  action  of  the  antibiotics 
Precautions:  This  drug  should  be  used  with  caie  when  the  integrity  of  the  tympanic  membrane 
is  in  question  because  of  the  possibility  of  ototoxicity  caused  by  neomycin. 

Adverse  Reactions:  Stinging  and  burning  have  been  reported  when  this  diug  has  gained  access 
to  the  middle  ear. 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions  Common  to  Both 
Products 

Contraindications:  These  products  are  contraindicated  in  those  individuals  who  have  shown 
hypersensitivity  to  any  of  the  components,  and  in  heipes  simplex,  vaccinia  and  varicella. 


Warnings:  As  with  other  antibiotic  preparations,  prolonged  treatment  may  result 
in  overgrowth  of  nonsusceptible  organisms  and  fungi.  If  the  infection  is  not  improved 
after  one  week,  cultures  and  susceptibility  tests  should  be  repeated  to  verify  the 
identity  of  the  organism  and  to  determine  whether  therapy  should  be  changed 
When  using  neomycin-containing  products  to  conhol  secondary  infection  in  the 
chronic  dermatoses,  such  as  chronic  otitis  externa,  it  should  be  borne  in  mind  that 
the  skin  in  these  conditions  is  more  liable  than  is  normal  skin  to  become  sensitized 
to  many  substances,  including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  leddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal.  Duiing  long  term  use  of  neomycin- 
conlaining  products,  periodic  examination  for  such  signs  is  advisable  and  the  patient 
should  he  told  to  discontinue  the  pioduct  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication.  Neomycin  containing  applications 
should  be  avoided  for  that  patient  thereafter. 

Precautions:  If  sensitization  or  irritation  occurs,  medication  should  be  discontinued 
promptly  Patients  who  prefer  to  warm  the  medication  before  using  should  be  cautioned  against 
heating  the  solution  above  body  temperature,  in  older  to  avoid  loss  of  potency. 

Treatment  should  not  be  continued  for  longer  than  ten  days.  Alleigic  cross  reactions  may  occur 
which  could  prevent  the  use  of  any  or  all  of  the  following  antibiotics  for  the  treatment  of  future 
infections:  kanamycin,  paromomycin,  streptomycin,  and  possibly  gentamicin. 

Adverse  Reactions:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  There  aie  articles 
in  the  current  literatuie  that  indicate  an  increase  in  the  prevalence  of  persons  sensitive  to  neomycin. 


/ Burroughs  Wellcome  Co. 

® / 

' Research  Triangle 

Wallcome 

North  Carolina  27’09 
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At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We’re  a non-profit 
organization  with  only  one  product . . . 
Liability  insurance  for  Texas  physicians. 

Call  us;  we’re  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 


RO.  BOX  14746,  AUSTIN,  TEXAS  78761 


LOOKING  FOR  A HOME? 


Orthopedic  Surgery,  OB/gyn,  internal  Medicine,  urol- 
ogy Physicians— Tell  your  spouse  about  Cleburne.  Tx, 
which  Is  close  to  Fort  worth  (30  min.)  and  Dallas 
(1  hr.).  Cleburne  Is  a family  and  recreation  oriented 
community  with  an  excellent  school  system.  Enjoy 
the  benefits  of  small  town  (Pop.  20,000)  living  while 
being  close  to  the  metroplex. 

Our  expanding  medical  practice  Is  In  a four  year 
old,  25,000  sq.  ft.  building  with  modern  Radiology,  Lab- 
oratory, Physiotherapy  and  other  ancillary  services. 

WANT  TO  KNOW  MORE?  Contact . . . 

William  M.  Edsel,  Administrator 
Klmbro  Medical  center 
P.O.  BOX  157 
Cleburne,  Texas  76031 
(817)  645-4355/Metro  477-3184 
Ft.  worth  295-2021 


Starlite  Village 
Hospital 


Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


English  Pronunciation 
Seminar  for 

Foreign  Medical  Graduates 

Sponsored  by  the 
American  Medical  Association 

November  10, 1984 — 9 am-5  pm 
Hotel  Meridien,  Houston,  Texas 

Robert  Lang,  PhD,  and  Elizabeth  K.  Lang,  MA, 
Cleveland,  Ohio,  are  instructors  for  the  program 
designed  to  help  foreign  medical  graduates  im- 
prove spoken  communication.  Seminar  includes 
lectures  and  intensive  oral  drill  on  producing  the 
sounds  of  general  American  English.  A 134- 
page  study  guide  is  provided  with  the  course, 
plus  nine  audio  cassette  tapes  for  home  study. 

Fees:  AMA  Member — $156 

AMA  Resident  Member — $108 
Nonmember — $204 
Nonmember  Resident — $132 

For  information  or  to  register,  contact:  G.  K. 
Jewett,  Department  of  Physician  Credentials 
and  Qualifications,  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610:312  645-4676. 
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TEXAS  MEDICINE 


DEATHS 


J.H.  Burnett,  Jr 

Jack  Henry  Burnett,  Jr,  MD,  59,  died  June  15,  1984. 

Dr  Burnett  had  been  a resident  of  Kaufman,  Tex,  since 
January  1984.  He  had  practiced  in  Big  Spring  for  23  years 
and  was  one  of  the  original  physicians  at  Malone-Hogan 
Hospital  there.  He  left  Big  Spring  in  1979  to  practice  in 
Colorado. 

He  was  born  in  El  Paso  and  was  a graduate  of  Baylor  Uni- 
versity and  Emory  University  School  of  Medicine  in  Atlanta. 
He  was  a veteran  of  the  US  Army  and  served  in  the  Ko- 
rean War. 

Surviving  family  members  include  his  wife,  Barbara  Dell 
Burnett,  Kaufman;  daughter,  Lisa  Cupples,  San  Antonio; 
sons,  Stephen  Burnett,  Dallas,  and  Chris  Burnett,  Padre  Is- 
land; stepdaughters,  Debra  Kay  McMillian  and  Kathleen 
Epley;  and  stepson,  Terry  Don  Fryar,  all  of  Big  Spring;  broth- 
ers, Bud  Burnett,  Midland,  and  Bill  Burnett,  Albuquerque;  and 
six  grandchildren. 

E. S.  Darsey 

Edward  Stewart  Darsey,  MD,  a Crockett  physician,  died  June 
18,  1984,  at  age  71 . Dr  Darsey,  a native  of  Houston  County, 
had  been  an  active  member  of  the  medical  staff  since  the 
hospital  opened  in  1 969  and  had  been  a family  physician  in 
Houston  County  since  March  1949. 

A 1 931  graduate  of  Sam  Houston  State  University,  Dr 
Darsey  taught  school  for  1 2 years  before  enrolling  in  The 
University  of  Texas  Medical  Branch  at  Galveston.  Following 
graduation  in  1 947,  he  remained  in  Galveston  to  serve  an 
internship  at  the  US  Marine  Hospital  and  St  Mary’s  Hospital. 

He  is  survived  by  his  wife,  Vlasta  Marie  Darsey,  Crockett; 
sons,  E.S.  “Stew"  Darsey,  Jr,  Crockett,  and  Thomas  W. 
Darsey,  Fort  Worth;  daughter,  Edna  Nell  Robertson, 

Crockett;  sisters,  Carolyn  Dailey,  Grapeland,  Tex,  and  Mary 
Frances  Handy,  Austin;  and  seven  grandchildren. 

F. G.  Dorsey 

Frederick  Gibson  Dorsey,  MD,  a Houston  physician,  died 
June  29,  1984. 

A specialist  in  geriatric  medicine,  Dr  Dorsey,  64,  was  a past 
president  of  the  American  Geriatric  Society  and  had  served 
on  the  governor’s  commission  to  study  problems  of  the  aged. 

Dr  Dorsey,  a native  of  Cushing,  Tex,  was  a 1 940  graduate 
of  Stephen  F.  Austin  University  in  Nacogdoches  and  a 1943 
graduate  of  The  University  of  Texas  Medical  Branch  at  Gal- 
veston. During  World  War  II  he  served  as  a medical  officer  in 
the  US  Navy. 

Dr  Dorsey  began  his  medical  practice  in  Houston  in  1947. 
He  was  a past  vice-president  of  the  Harris  County  Medical 
Society. 

Survivors  include  his  wife,  Ann  Wallis  Dorsey,  Houston; 
daughter,  Susan  Dorsey  White,  Austin;  son,  John  Frederick 


Dorsey,  Ann  Arbor,  Mich;  mother,  Lorene  Dorsey,  Nacog- 
doches; sister,  Mary  Frances  Fickett,  Northridge,  Calif;  and 
brother,  James  Burk  Dorsey,  Jr,  Algeria. 

J.A.  Garcia 

Jose  Amador  Garcia,  MD,  a family  physician  in  Alice  for  25 
years,  died  June  24,  1 984. 

Dr  Garcia,  56,  was  born  in  Ben  Bolt,  Tex,  and  received 
bachelor’s  and  master's  degrees  from  The  University  of 
Texas  at  Austin.  In  1 958  he  was  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston.  After  an  intern- 
ship at  Robert  B.  Green  Hospital  in  San  Antonio,  Dr  Garcia 
began  a practice  in  Alice  which  he  continued  until  his  death. 

Surviving  family  members  include  his  wife,  Rosaura  Guer- 
rero Garcia,  and  son,  Jose  Amador  Garcia,  Jr,  both  of  Alice; 
daughter,  Maria  Rebecca  Garcia,  Dallas;  and  mother,  Con- 
cepcion G.  Garcia,  Alice;  brothers,  Zaragoza  D.  Garcia  and 
Homero  Garcia,  both  of  Alice;  and  Felipe  N.  Garcia,  San 
Antonio;  sister,  Berta  G.  Guerra,  McAllen;  and  two 
grandchildren. 

D.G.  Kilgore 

Donald  G.  Kilgore,  MD,  an  honorary  member  of  Texas  Medi- 
cal Association,  died  June  13,  1984,  at  age  83. 

A native  of  Cameron,  Tex,  Dr  Kilgore  moved  to  Dallas  in 
1915.  At  Southern  Methodist  University,  he  received  his 
bachelor's  degree  in  chemistry  in  1 920  and  a master's  de- 
gree in  1 922.  He  received  his  medical  degree  in  1 924  from 
The  University  of  Texas  Medical  Branch  at  Galveston.  Fol- 
lowing postgraduate  training  at  Kings  County  Hospital  in  New 
York  City,  he  returned  to  Dallas  and  began  his  family  practice 
in  1 926.  In  1 932  Dr  Kilgore  received  his  law  degree  from 
Jefferson  Law  School  in  Dallas.  During  the  early  1930s  he 
was  named  the  first  medical  director  of  Republic  National 
Life  Insurance  Company  ii , Dallas,  retiring  in  1 966.  During 
1 931  - 1 977,  he  served  as  health  officer  for  Highland  Park. 

He  retired  from  family  practice  in  1954. 

Survivors  include  his  wife,  Gladys  Watson  Kilgore,  Dallas; 
sons,  Donald  G.  Kilgore,  Jr,  MD,  Greenville,  SC;  and  Bassett 
B.  Kilgore,  Dallas,  MD;  brother,  James  A.  Kilgore,  Dallas;  and 
1 1 grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.H.  BURNETT,  JR 
Big  Spring,  1924-1984 

E. S.  DARSEY 
Crockett,  1913-1984 

F. G.  DORSEY 
Houston,  1919-1984 

J.A.  GARCIA 
Alice,  1927-1984 

D.G.  KILGORE 
Dallas,  1901-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe  , less,  for  example,  than  for  Clinonl,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 


TABLETS 


Duororen 


Good  medicine...good  value 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin " Tablets  (ibuproten) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported.  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS.  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported.  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done. 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gain,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuproten  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosinophilia,  rash,  etc.),  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 

Coumarm  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness*  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus;  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS) 

Incidence  less  than  1%— Probable  Causal  Relationship ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests:  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting;  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS); 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%— Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis.  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg  , epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction;  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia),  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlem  vasculitis;  Renal:  Renal  papillary 
necrosis. 

’Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

•♦Reactions  are  classified  under  'Probable  Causal  Relationship  (PCR)"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  ' if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t.i.d.  or  q.i  d Do  not  exceed  2400  mg  per  day.  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  med  b 7-s 


Motrin  is  a registered  trademark  of  The  Upjohn  Manufacturing  Company 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Stuart  L.  Solomon,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 
Robert  S.  McFadden,  MD 


I fT 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklio^MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
Eileen  C.  Stade,  MD 
William  A.  Lent,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Allan  I.  Goldberg,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 
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PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  followina  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemoph 
iius  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
pertoimed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  Is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgiowth  ul  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  dilhcile  is  one 
primary  cause  of  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 


ment  should  include  sigmoidoscopy  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  diug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clmitest* 
tablets  but  not  with  Tes  Tape'  (Glucose  Enzymatic  Test  Strip 
USP.  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well  controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursma  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20,  0 21  and  0 16  mcg/ml  at  two 
three,  lour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembianous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  tarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 m 200  patients  Cases  of  serum-sickness  like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthntis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  childien  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782RI 


Note  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis, 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reguest  from 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 

Ell  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Abel  EL:  Fetal  Alcohol  Syndrome  and  Fetal  Alcohol  Effects. 
New  York,  Plenum  Press,  1984. 

Bradley  B:  Where  Do  I Belong?  A Kids'  Guide  to  Step- 
families.  Reading,  Mass,  Addison-Wesley  Publishing 
Company,  Inc,  1982. 

Covington  TR,  Walker  Jl:  Current  Geriatric  Therapy.  Phila- 
delphia, W.B.  Saunders  Company,  1984. 

Elkind  D:  The  Flurried  Child:  Growing  Up  Too  Fast  Too  Soon. 
Reading,  Mass,  Addison-Wesley  Publishing  Company,  1981 . 

Falbo  T (ed):  The  Single-Child  Family.  New  York,  The 
Guilford  Press,  1984. 

Garmezy  N,  Rutter  M (eds):  Stress,  Coping,  and  Develop- 
ment in  Children.  New  York,  McGraw-Hill  Book  Company, 
1983. 

Goldstein  S,  Solnit  AJ:  Divorce  and  Your  Child.  Practical 
Suggestions  for  Parents.  New  Haven,  Conn,  Yale  University 
Press,  1984. 

Howkins  J,  Hudson  CN:  Shaw's  Textbook  of  Operative 
Gynaecology,  ed  5.  New  York,  Churchill  Livingstone,  1983. 

Jackson  JP,  Waugh  W (eds):  Surgery  of  the  Knee  Joint.  Phil- 
adelphia, J.B.  Lippincott  Company,  1984. 

Jasonni  VM,  Nenci  I,  Flamigni  C (eds):  Steroids  and  Endo- 
metrial Cancer.  New  York,  Raven  Press,  1983. 

Kruger  GO  (ed):  Textbook  of  Oral  and  Maxillofacial  Surgery. 
St  Louis,  The  C.  V.  Mosby  Company,  1 984. 

Marcove  RC:  The  Surgery  of  Tumors  of  Bone  and  Cartilage, 
ed  2.  Orlando,  Fla,  Grune  & Stratton,  Inc,  1984. 
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Marshall  KG,  Attia  EL:  Disorders  of  the  Ear.  Diagnosis  and 
Management.  Boston,  John  Wright,  1983. 

McClung  CJ,  Guerrieri  JA,  McClung  KA  Jr:  Microcomputers 
for  Medical  Professionals.  New  York,  John  Wiley  & Sons, 

Inc,  1984. 

Micheli  LJ  (ed):  Pediatric  and  Adolescent  Sports  Medicine. 
Boston,  Little,  Brown  and  Company,  1984. 

Northern  JL,  Downs  MP:  Flearing  in  Children,  ed  3.  Bal- 
timore, Williams  & Wilkins,  1984. 

Parsons  CA  (ed):  Diagnosis  of  Breast  Disease.  Imaging, 
Clinical  Features  and  Pathology.  Baltimore,  University  Park 
Press,  1983. 

Petti  TA  (ed):  Childhood  Depression.  New  York,  The 
Haworth  Press,  1983. 

Preece  J:  The  Use  of  Computers  in  General  Practice.  New 
York,  Churchill  Livingstone,  1983. 

Rombeau  JL,  Caldwell  MD:  Enteral  and  Tube  Feeding,  vol  1 . 
Philadelphia,  W.B.  Saunders  Company,  1984. 

Sasaki  CT,  McCabe  BF,  Kirchner  JA  (eds):  Surgery  of  the 
Skull  Base.  Philadelphia,  J.B.  Lippincott  Company,  1984. 

Segal  M:  Birth  to  One  Year.  White  Plains,  NY,  Mailman  Fam- 
ily Press,  1983. 

Smith  FE,  Lane  M (eds):  Medical  Complications  of  Malig- 
nancy. New  York,  John  Wiley  & Sons,  1984. 

Spinner  M:  Kaplan's  Functional  and  Surgical  Anatomy  of  the 
Hand.  Philadelphia,  J.B.  Lippincott  Company,  1984. 

Wass  H,  Corr  CA  (eds):  Helping  Children  Cope  with  Death, 
ed  2.  Washington,  Hemisphere  Publishing  Company,  1984. 

Water  Sports  for  the  Disabled.  Wakefield,  England,  EP  Pub- 
lishing Limited,  1983. 

Winston  WJ  (ed):  Marketing  the  Group  Practice.  Practical 
Methods  for  the  Health  Care  Practitioner.  New  York,  The 
Haworth  Press,  1983. 
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A voice  of  one 
whispers. . . 

A voice  of  many 
influences. 


Thousands  of  physicians  and  their  spouses  con- 
cerned with  the  future  of  medicine  in  Texas  make  up 
the  strong,  influential  political  voice  called  TEXPAC 

Their  individual  participation  has  brought  a high  de- 
gree of  success  to  the  efforts  of  TEXPAC.  In  the  last 
several  election  cycles  alone,  over  eighty  percent  of 
the  candidates  for  political  office  chosen  to  receive 
financial  and  technical  support  were  elected,  thus 
strengthening  medicine's  position  in  the  legislative 
forum. 


Physicians  control  TEXPAC — responsible  physicians 
like  yourself;  physicians  who  realize  that  their  political 
involvement  at  the  local  level,  and  their  support  of 
TEXPAC  through  membership  and  financial  contribu- 
tion is  essential  to  continuing  the  influential  political 
voice  of  medicine  in  Texas. 


Your  voice  and  membership  is  needed.  Join  with 
those  who  realize  that  medicine  is  a constituency. 
Join  TEXPAC 


This  solicitation  is  directed  only  to  members  of  the  Texas  Medical  Association  and  Texas  Medical  Association  Auxiliary. 


Please  make  checks  payable  to 
TEXPAC 

Voluntary  political  contributions  (Texas  Medi- 
cal Association  PAC  %,  American  Medical 
Association  PAC  VS)  are  not  limited  to  the 
suggested  amount.  Neither  TMA  or  AMA  will 
favor  or  disadvantage  anyone  based  on  the 
amounts  or  failure  to  make  contributions 
Contributions  are  subject  to  Federal  Election 
Commission  regulations 


Tax  credit  information 

The  TEXPAC  portion  of  your  TEXPAC/AMPAC 
contribution  may  be  eligible  for  a tax  credit 
on  your  federal  return  A maximum  tax  credit 
of  $50  on  a single  return  and  $100  on  a joint 
return  is  allowed  300  Club  members  may 
claim  a maximum  of  $100  on  their  $300  con- 
tribution when  filing  a joint  return 


TPYPA  Texas  Medical  Political  Action  Committee 
1 rCAi/\v>  1905  North  Lamar  Blvd.  Austin,  Texas  78705 


TEXPAC  is  the  officially  recognized  political  action  committee  of  the 
Texas  Medical  Association  Political  responsibility  is  responsible  medicine 


Membership  categories 

300  Club 

$ 

300 

Check  one 

□ 

Active 

$ 

75 

□ 

Advocate- 1 st  yr  practice  & retired  

$ 

45 

□ 

Resident  & Medical  student 

$ 

20 

□ 

Name 

Address 

City State Zip 

License  No. County 
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TEXAS  MEDICINE 


In  a word,  it  means  service.  Service 
to  the  State  of  Texas  and  the  impor- 
tant work  underway  there  in  radi- 
ology. Service  from  the  world 
leader  in  diagnostic  imaging  — 
Picker  International. 

Service  that’s  fast. 

Service  that’s  efficient. 
We  promise. 

We  have  experienced,  specialized 
i service  engineers  in  Texas.  We’ve 
plugged  Texas  into  our  computerized 
parts  network.  Stocked  key  parts  in 
Texas.  And  set  up  24-hour  service 
hot-lines  to  assure  fast  response  time 
for  your  service  needs. 

A service  team  fully 
backed  by  the  manu- 
facturer. We  promise. 

No  one  knows  your  Picker  equipment 
like  your  Picker  Service  Representa- 
tive-backed by  intensive  headquarters 
training,  and  substantial  field  expe- 
rience as  a specialist  in  your  particular 


modality.  We’ve  got  the  technical 
expertise  and  diagnostic  tools  it  takes 
to  identify  your  problem  The  hands-on 
experience  to  fix  it  fast. 

Worldwide  resources 
support  local  service. 

We  promise. 

In  CT,  in  NMR,  in  X-ray,  Nuclear,  Ultra- 
sound, Radiological  Consumables  and 
Accessories.  Picker  service  people  are 
up-to-the-minute  specialists  in  the 
science  of  diagnostic  imaging.  Backed 
by  Picker’s  worldwide  capabilities, 
they  bring  you  a knowledge  base,  an 
experience  base,  and  a parts  inventory 
access  no  other  service  organization 
can  beat. 

The  service  contract 
that’s  right  for  you. 

We  promise. 

Because  you  and  your  equip- 
ment have  unique  needs,  we 
tailor  every  service  contract 
individually.  But  every  one 


has  the  same  goal:  maximum  uptime, 
scheduled  downtime.  All  at  a price 
that’s  competitive  and  never  includes 
any  hidden  charges.  Whether  it’s  for 
preventive  and/or  corrective  main- 
tenance, for  parts,  for  labor,  for  X-ray 
tubes. 

If  you  have  Picker  equipment  in  your 
hospital  or  clinic, you’ve  already  made 
a wise  investment.  Now,  make  that 
investment  pay  even  higher  dividends. 
With  service  from  Picker  International. 
Call  today  at  1-800-32 1-3346. 


PICKER  INTERNATIONAL 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


WILLIAM  R.  McKENNA,  MD 

Diplomate,  American  Board  of  Allergy  and  Immunology 
2121  Pease  St.,  Suite  2-E,  Harlingen,  TX  78550;  512  425-9240 
Branch  Offices: 

222  E.  Ridge,  Suite  117,  McAllen,  TX  78503;  512  686-3705 

844  Central  Blvd.,  Suite  200,  Brownsville,  TX  78520;  512  541-1561 


Anesthesiology 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD,  FACA,  FAAC1A,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi.  Texas;  882-3487 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Clinics 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  <S  Immunology 
Fellow.  AAA,  ACA.  AACIA 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA.  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 


NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 

CT  Scan 


BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  <S  Psychological 
Testing 

Behavioral  Analysis 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  MD  CONSULTANTS 

DIRECTOR-CONSULTANT  Evan  M.  Hersh.  MD 

IMMUNOLOGY 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD.  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


James  A.  Knight.  MD 
PSYCHIATRY 


R.  John  Prevost,  MS 
AIR  POLLUTION 


Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 


Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA.  FAACIA 
Pediatric  and  Adult  Allergy 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 


CARDIOLOGY 

J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  Wnite.  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes.  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr.,  MD 
Peter  S.  Stack.  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  oi  Internal  Medicine. 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck,  Clinic  Coordinator 


1107  Doctors  Drive,  Tyler.  Texas  75701 
214  592-6635 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston). 
Telephone  713  333-9323 
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FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  436,  Fort  Worth  76109 
817  731-7222 


Colon  <5r  Rectal  Surgery 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN,  MD 

Diplomate,  American  Board  of  Internal  Medicine 
and  Endocrinology/Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 
Metro  817  261-0224 


DAVID  R.  WEAKLEY,  MD,  FACP 


DONALD  H.  PEREZ,  MD 


Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 


Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 


Medical  City  Dallas.  Suite  214,  7777  Forest  Lane  Telephone  512  226-9161 

Dallas,  Texas  75230;  Phone  214  661-7460  226-9170 


WILLIS  I.  COTTEL,  MD  ERIC  A.  ORZECK,  MD.  FACP 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery  Endocrinology  <S  Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

lames  Lewis  Pipkin,  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 
blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 
arrows.)  

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas.  Texas  75230;  214  661-4537 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <&  Diabetes 

122  W.  Colorado  Blvd,  #208,  Dallas,  Texas  75208; 

214  948-8664 

Family  Practice 

SAMUEL  SILVA,  MD 

Hair  Replacement  and  Scalp  Reducation 

4759  S.  Freeway,  Fort  Worth,  Texas  76115 
817  923-7374 


Plan  to  attend  1985  TMA  meetings: 

February  1-3  Austin 
May  8-12  San  Antonio 
September  19-21  Austin 

. . . Another  service  of  your  association 
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Gastroenterology 

CECIL  O.  PATTERSON,  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

ROBERT  A.  ERSEK,  MD 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  <5r  Red  River,  Austin,  Texas  78704 

24  HR#  512  474-HAND 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 

214  358-2545 

Immunology 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas,  MD 

George  T.  DeVaney,  MD 

IMMU-TEST  LABORATORIES,  INC. 

Immunology  Reference  Laboratory 

Director:  Maria  A.  Scouros,  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint,  Suite  405,  Houston,  Texas  77055;  713  464-9562 

General  Surgery 

Nephrology 

DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS 

John  W.  Winter,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 

7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 

SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 

Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 

Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 

Hand  Surgery 

Neurological  Surgery 

L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

JACK  STERN,  MD,  FACS 

GARY  C.  HUTCHISON,  MD,  FACS 

THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8220  Walnut  Hill  Lane,  Suite  308,  Dallas,  Texas  75231;  363-8524 

ROBERT  E.  BUNATA,  MD,  PA 

B.  J.  WROTEN,  MD 

WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

801-803  West  Terrell,  Ft.  Worth,  Texas  78104 

Telephone  817  335-5411 

DOCTORS  SMITH,  WHEELER  AND  PARKER,PA 

Ronald  Smith,  MD 

Joe  Ellis  Wheeler,  MD 

Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth.  Texas  76104 

Telephone  817  336-0551 

W.  DENNIS  STRIPLING,  MD,  PA 

MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 

KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 

Telephone  214  631-7488 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 

Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg..  Suite  905. 

Dallas.  Texas  75231;  214  369-7596 

ADRIAN  E.  FLATT.  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 

Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 

DRS.  CHERRY,  LONG  & SCOTT 

NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 

R.  Gordon  Long.  MD,  DABNS,  FACS 

Bennie  B.  Scott,  MD,  DABNS,  FACS 

John  V.  Coon,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas.  Texas  75246;  Telephone  214  826-7060 

TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 
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EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
lohn  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive.  El  Paso,  Texas  79902 

Telephone  915  532-8901 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  7S104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery.  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  oi  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120.  Houston.  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211,  Houston,  TX  77074;  713  270-1188 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder.  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  <£  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suits  401,  730  N.  Main. 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston.  Texas  77074; 
Telephone  713  988-2020 


RAND  SPENCER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower.  Baylor  Medical  Plaza, 

3600  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston, 
Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo.  MD,  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD.  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome.  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A,  Garcia,  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis.  MD 
R.  Wayne  Bowman,  MD 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters.  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston.  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire.  Texas  77401 
Telephone  713  666-4224 
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HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston.  Rosa  Verde  Towers  # 709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre.  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston.  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS.  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner.  MD 

Sierra  Towers,  Suite  3800.  1700  Curie 
El  Paso,  Texas  79902;  915  532-3912 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware.  MD  R.  Dan  Loyd,  MD 

Dan  R.  Sutherland,  MD  Huntley  G.  Chapman,  MD 

John  B.  Gunn,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


DAVID  I.  TASKER,  MD,  FACS 
Subspecialty:  Contact  Lenses 

Branch  Offices: 

4499  Medical  Dr.  #123,  San  Antonio  512  690-8181 
Plaza  Center,  Floresville  512  393-2551 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar.  Houston,  Texas  77005 
Telephone  713  526-6262 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building.  Suite  106, 

800  East  30th  Street,  Austin  78705;  512  479-8101 
3103  Scott  Blvd.,  Temple  76501;  1-800-252-3437 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630  8646 


Orthopedic  Surgery 


L.  Ray  Lawson.  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead.  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3704  20th  Street,  Suite  A,  Lubbock.  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


F.  Carlton  Hodges.  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
lohn  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street.  Abilene,  Texas  79601 


Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


3702  20th  Street.  Suite  B.  Lubbock.  Texas  79410 
Telephone  806  797-9666 

ARMSTRONG  <£  RICHARDS  ORTHOPEDICS 

George  N.  Armstrong,  Jr.,  MD,  PA 
John  A.  Richards,  MD,  PA 

1400  South  Main  Street,  Suite  207,  Fort  Worth,  Texas  76104;  817  336-6222 
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Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morion,  Jr.,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD.  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie.  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 
9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  7S104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES  AND  ASSOCIATES 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  641-2245 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenield.  MD 

Diplomats  of  the  American  Board  o!  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Ollice  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  Davia  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  4865,  Austin.  Texas  78765 
Telephone:  512  452-2529 

Office  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne.  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <£  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Plastic  Surgery 


Thomas  D.  Cronin.  MD,  FACS  Laurence  E.  Wolf.  MD.  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs.  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400.  HouBton,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
Jonathan  J.  Dora,  MD.  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Houston.  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  <S  Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue.  Fort  Worth.  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336  0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive.  Tyler.  Texas  75705;  214  593-8296 

TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomats  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 


TITUS  HARRIS  CLINIC 

Inpatient  <S  Outpatient  Services 
(Open  and  Closed  Units) 


1213  Hermann  Dr.,  Suite  420, 
Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  (5  Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <5  512  474-HAND 


Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  <S  Group  Psychotherapy, 
(Adults  (5  Adolescents — Inpatient  <S  Outpatient) 

Department  of  Psychology 

Donald  E.  Jabury,  PhD  George  H.  Withers.  PhD 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON, 
Psychiatry-Bilingual 

MD 

3400  Wheatland  Road,  Suite  35 
Dallas.  Texas  75211;  214  296-6241 

TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child. 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 

L.  Dwight  Holden,  MD 

Doyle  I.  Carson,  MD 

Paul  M.  Hamilton,  MD 

Keith  H.  Johansen,  MD 

Jerry  M.  Lewis,  III,  MD 

James  K.  Peden,  MD 

Tom  G.  Campbell,  MD 

Charles  G.  Markward,  MD 

Jeffrey  Glass,  MD 

Byron  L.  Howard,  MD 

Grover  M.  Lawlis,  MD 

Roy  H.  Fanoni.  MD 

Conway  McDonald,  MD 

Mark  P.  Unterberg,  MD 

Gary  L.  Malone,  MD 

John  G.  Looney,  MD 

Edgar  P.  Nace,  MD 

Kathleen  B.  Erdman,  MD 

Ernest  N.  Brownlee,  MD 

Don  C.  Payne,  MD 

Michael  Madigan,  MD 

Mark  J.  Blotcky,  MD 

Perry  Talkington,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381-7181 

RICHARD  G.  JAECKLE,  MD 
Psychiatry 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Sheryl  A.  Grove,  MD 
Joel  A.  Holiner,  MD 


William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
S.  Richard  Roskos,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway.  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane.  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


Pulmonary  Diseases 


John  R.  Burk,  MD,  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137.  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 


Diplomate,  American  Board  Psychiatry  <S  Neurology,  Child  Psychiatry  776-5622  Day  Phone 

Diplomate,  American  Board  Psychiatry  <£  Neurology,  Psychiatry  713  776-5170  Night  and  Weekends 


Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 
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Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomato  American  Boards  oi  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Thoracic  Surgery 

ALLAN  L.  GRAHAM.  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Dipiomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
Certificate  of  special  qualification  in  general  vascular  surqerv 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower.  3600  Gaston  Avenue 
Suite  404.  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT.  JR.  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas.  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley.  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Representing  the  Profession 

. . . Another  service  of  your  association 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207.  Professional  Plaza  3.  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD.  FACS 

Diplomate.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


Glaucoma. 
You  don’t 
feel 
a thing. 


After  a 
while,  you 
can’t  see 
a thing. 


Right  now  there  are  some  1 million 
unsuspecting  victims.  That’s  be- 
cause you  can  be  losing  your  sight 
to  glaucoma  and  not  realize  it 
Especially  if  you  are  35  years  plus 
So  be  smart  Get  your  eyes  tested  at 
least  every  two  years.  For  more  in- 
formation about  this  leading  cause 
of  blindness,  write  the  National 
Society  for  the  Prevention  of 
Blindness,  79  Madison  Avenue, 

New  York,  NY  10016 


w 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  tamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  PHYSICIAN  in  rural  community,  central  Texas  with  small 
hospital  for  solo  practice  immediately.  Desire  general  practice/family 
practice;  also  OB/Gyn,  surgery.  Good  schools,  churches  and  recre- 
ational area.  Please  reply  to  Ad-277,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WELL  ESTABLISHED  HOUSTON  EMERGENCY/FAMILY  CARE  CLINIC 
needs  two  experienced  physicians.  Must  have  excellent  patient  em- 
pathy and  communicative  skills.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine Excellent  workinq  conditions.  Fee-for-service.  Ownership  option 
available.  Contact  Ad-389,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  ana  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


FAMILY  PRACTITIONER  WANTED — Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247;  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas  77057,  From  outside  Texas  call  800 
231-7578 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


UROLOGIST  NEEDED — WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R,  H Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c,/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 
713  496-7777. 


DALLAS/FORT  WORTH:  Physicians  wanted  for  locums  tenens  in  FP, 
ER,  health  clinics  on  full  or  part-time  basis.  Malpractice  covered, 
flexible  hours,  good  locations  and  remuneration.  Call  Kathy  Snyder, 
214  442-2424  or  214  442-5446  after  6 pm  or  write  Snyder  & Associates, 
P.O.  Box  1057,  Wylie,  TX  75098. 


PEDIATRICIAN,  INTERNAL  MEDICINE,  general  surgery,  orthopedics: 
Medical  office  building  to  be  constructed  adjacent  to  hospital  Practice 
opportunities  available  in  newly  formed  multispecialty  group  or  will 
assist  in  starting  solo  practice.  Contact  Administrator,  Haltom  General 
Hospital,  2919  Markum  Drive,  Fort  Worth,  Texas  76117;  817  831-0311. 


UVALDE,  EMERGENCY  DEPARTMENT  director  and  staff  positions 
needed  for  the  local  hospital  that  supports  a community  of  35,000 
throughout  the  city  and  country.  The  emergency  department  has  a 
medium  volume  which  increases  in  the  summer  due  to  tourist  activi- 
ties Uvalde  is  one  of  the  most  picturesque  and  beautiful  small  cities 
in  Texas.  Located  on  U.S.  Hiqhway  90,  halfway  between  San  Antonio 
78  miles  to  the  east  and,  Del  Rio  on  the  Mexican  border  90  miles  to 
the  west.  Physicians  interested  in  these  positions  should  contact 
Chuck  Arnecke,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


TEXAS  VICTORIA,  emergency  physicians  for  new  hospital  medical 
center.  This  progressive  city  of  75,000,  25  miles  from  the  Gulf  coast 
offers  opportunities  that  include  hunting,  fresh  and  salt  water  fishing, 
boating,  water  skiing,  etc.  Must  have  two  years  experience  in  ER 
work  or  be  board  eligible  or  certified  in  family  practice,  surgery  or 
internal  medicine.  Excellent  pay.  For  details  contact:  Chuck  Arnecke, 
Emergency  Physicians  Associates,  604  Richmond  Avenue,  San  Antonio, 
Texas  78215,  512  222-0746. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits.  Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON  NEEDED  for  West  Texas  group  practice.  This 
is  an  excellent  opportunity  with  unlimited  potential  in  a city  of  over 
100,000.  Excellent  hospitals.  For  additional  information  contact  Pro- 
fessional Practice  Consultants,  Attn:  Bill  Williams,  P.O.  Box  358,  Hot 
Springs,  AR  71902;  501  624-6877. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 


PHYSICIANS  NEEDED:  Tired  of  Medicare  and  Medicaid?  Looking  for  a 
good  guaranteed  salary  and  profit  sharing  benefits?  ER  clinic  is  look- 
ing for  physicians  in  East  Texas  area.  Expense  paid  interview.  Call 
collect  214  839-7739  or  214  566-1608,  or  write  Ad-474)  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BC/BE  FAMILY  PRACTITIONER:  Licensed  or  eligible  for  licensure  in 
state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private  practice 
opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or  send  CV 
to  R.  J,  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston,  Texas 
77006. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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BC/BE  OBSTETRICS  & GYNECOLOGY.  Licensed  or  eligible  for  licensure 
in  state  of  Texas.  Rural  and  Houston  areas.  Outstanding  private  prac- 
tice opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or  send 
£V  torJ3-J-  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston 
Texas  77006. 


FAMILY  PRACTICE  PHYSICIAN — Busy  three  man  group  with  one  doctor 
leaving;  immediate  practice  NE  Texas,  small  town,  65  bed  hospital 
Seeking  recent  FP  graduate,  US  trained.  OB  beneficial  $5  000/mo 
guaranteed  plus  productivity  bonus  Would  consider  1985  graduatp  of 
FP  residency.  Contact  lames  W.  Morris,  Atlanta  Family  Practice  Clinic 
Assn.,  P.O.  Box  28,  Atlanta,  Texas  75551. 


PEDIATRICIAN:  BC/BE  interested  in  solo  practice  and  wishing  to  relo- 
cate and  share  call  with  existing  pediatrician.  Send  CV  to  Ad-477 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


TEXAS:  AMERICAN  MEDI  + CENTERS,  INC.  is  now  offering  full  and 
part-time  positions  in  its  organization  of  Family  Health/Minor  Emer- 
gency Centers.  Facilities  are  now  operational  in  Wichita  Falls  and 
Abilene,  Texas  with  subsequent  facilities  coming  on  line  in  the  Denton/ 
Lewisville  and  Dallas/Fort  Worth  areas  fourth  quarter  1984.  Full-time 
remuneration  based  on  hourly  guarantee  and  percent  profit  over  break- 
even. Paid  medical  liability  insurance.  Directorships  are  available  to 
qualified  individuals.  Reply  to  BVD  Associates,  P.A  Suite  830  The 
Wichita  Tower,  Wichita  Falls,  Texas  76301;  or  phone  817  723-7086. 

TEXAS,  WICHITA  FALLS:  Private  group  staffing  moderate  volume 
emergency  department  has  opening  for  full  and  part-time  physician 
staff.  Full-time  remuneration  based  on  fee  for  service  vs.  guaranteed 
minimum.  Minimum  yearly  guarantee  in  excess  of  85K.  Paid  medical 
liability  insurance.  Independent  subcontractor  status.  Interested  parties 
reply  to  BVD  Associates,  P.A  , Suite  830,  The  Wichita  Tower,  Wichita 
Falls,  Texas  76301;  or  phone  817  723-7086. 

TEXAS  PRIVATE  PRACTICES  in  many  fields  and  many  sized  communi- 
ties, including  DFW  metroplex.  We  will  not  send  your  CV  to  our 
clients  without  your  permission  We  are  interested  in  your  family's 
lifestyle  preferences.  Please  send  CV  to  W Sanford  Smith,  Professional 
Practice  Management,  Inc  , 900  Rockmead,  Kingwood,  Texas  77339. 

EMERGENCY  CONSULTANTS,  INC.  is  now  reviewing  applications  for 
full-time  and  part-time  opportunities  in  Texas.  Competitive  hourly  rates. 
Malpractice  insurance  provided;  directorships  available.  Call  today  for 
more  information:  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Suite  126,  Traverse  City,  MI  49684;  1-800-253-1795,  or  in  Michigan 
1-800-632-3496. 


WELL-ESTABLISHED  G5.NERAL/FAMILY  PRACTICE  CLINIC  in  Pre- 
mont,  Texas  Fully  equipped,  1700  square  feet  Lab,  x-rav.  Town  in 
need  of  doctor.  60  miles  southwest  of  Corpus  Chnsti  Excellent  gross, 
net.  Quality  experienced  employees  available  Close  to  hospital 
Contact  Robert  Rodriguez,  MD,  806  379-7888  or  806  358-9635. 


GENERAL  SURGEON,  BOARD  ELIGIBLE,  needed  in  Atlanta  Memorial 
Hospital,  Atlanta,  Texas.  Atlanta  is  located  in  deep  East  Texas  and  is 
a community  of  6,500  with  excellent  schools  and  other  community 
services.  Atlanta  is  a retail  center  with  a trade  area  encompassing 
about  30,000  people.  The  hospital  is  a 65  bed  hospital  which  is  12  years 
old.  Our  surgery  load  averages  260-300  cases  per  year.  Texarkana  is  a 
30  minute  drive  and  Shreveport  is  a one  hour  drive.  If  you  are  interested 
in  the  relaxed  atmosphere  of  small  town  living,  call  Don  Magee,  Ad- 
ministrator, 214  796-4151. 


TEXAS,  ABILENE:  Regional  trauma  center  with  recent  substantial  in- 
crease in  volume  needs  additional  full-time  emergency  physician.  Pay 
$40-$50  per  hour.  City  of  100,000  within  a 17-county  referral  area  Two 
universities  and  one  college  Contact  Charles  Arnecke,  604  Richmond 
Ave.,  San  Antonio,  Texas;  512  222-0746. 


YOUNG  DIAGNOSTIC  CARDIOLOGIST  wants  same  to  join  him  in  North 
Texas  practice.  Needs  to  be  interested  in  both  invasive  and  noninvasive 
cardiologv.  Board  eligible  or  certified.  Reply  with  CV  to  Ad-481,  TEXAS 
MEDICINE,  1801  North  Lamar,  Austin,  Texas  78701. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66, 784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depicx  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions,  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  aovern- 
ment.  To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 

EXCELLENT  OPPORTUNITY  FOR  PEDIATRICIAN  AND  OBSTETRICIAN 
in  thriving,  small  city  approximately  50  miles  from  Houston.  Please 
reply  to  Ad-484,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 


EMERGENCY  MEDICINE  AND  TRAUMA  PROGRAM  in  new  300-bed  uni- 
versitv  affiliated  hospital  has  vacancies  for  physicians  who  have  com- 
pleted an  approved  emergency  medicine  residency  or  a board  certified 
surgeon,  internist  or  family  practitioner  Designated  regional  trauma 
center  serving  a 660,000  population  catchment  area.  Involvement  may 
include  ICU  supervision,  general  surgery  and  trauma  management, 
Excellent  compensation  including  malpractice  insurance.  For  more  in- 
formation contact:  William  Gill,  MD,  P.O.  Box  1110,  Amarillo,  Texas 
79175,  806  378-4651 


NEW  PHYSICIAN  OPPORTUNITIES:  BE/BC  generalist  and  subspecial- 
ists. Small,  medium  and  large  towns  Client  pays  fees.  Confidential. 
Call  or  send  C.V  to  R I.  Nast  <S  Associates,  1110  Lovett  Blvd  Suite 
222,  Houston,  Texas  77006,  713  529-3399. 


IEXAS,  EMERGENCY  PHYSICIANS:  Seeking  experienced  emergency 
physicians  for  full-time  or  part-time  positions  in  Texas  and  Arkansas. 
Good  communication  skills  essential  and  ACLS,  ATLS  preferred  Flexi- 
ble scheduling  and  malpractice  insurance  provided  Flat  rate  and 
percentage  compensation  arrangements  available.  For  additional  in- 
formation.  contact  Brenda  Onstot  at  Southwest  Medical  Associates,  Inc., 
P.O.  Box  831987,  Richardson,  Texas  75083-1987;  214  669-C838. 


FAMILY  PRACTITIONER  WANTED— Partnership  after  one  year  for  the 
right  person  15  minutes  from  downtown  Houston.  Please  reply  to 
A ci  488 , TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PARI  TIME  MEDICAL  CONSULTANTS:  Social  Security  Administration, 
Disability  Programs  is  accepting  applications  for  part-time  medical 
consultants  and  (1)  Regional  Medical  Advisor  in  these  specialties: 
Internal  Medicine,  Psychiatry,  Orthopaedics  and  Ophthalmology.  In- 
volves review  and  assessment  of  medical  evidence  in  disability  claims 
a cen*ral  location  in  Dallas,  Tx.  No  patient  contact.  Flexible  hours. 
8-20  hours  per  week  at  57.06/hr.  for  medical  consultants  and  $54. 92/hr. 
for  regional  advisor.  For  further  information  on  qualifications  or  duties 
contact  Pat  Kennedy,  RN,  Department  of  Health  and  Human  Services, 
Social  Security  Administration,  Disability  Programs,  1200  Main  Tower 
Bldg,,  Dallas,  Texas  75202;  phone  214  767-4281.  For  information  regard- 
ing contracts,  contact  A1  Raabe,  Contracting  Officer,  Department  of 
Health  and  Human  Services,  Division  of  Administrative  Services,  Rm 
960,  1200  Main  Tower  Bldg.,  Dallas,  Texas  75202;  phone  214  767-3221. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS-FORT  WORTH — Growing  multispecialty  group  with  primary 
focus  on  network  of  8 extended  hours  ambulatory  care  centers  has 
immediate  openings  for  qualified  family  physicians.  Income  guarantee 
plus  fee-for-service,  flexible  hours,  paid  malpractice  and  equity  plan 
available.  Contact:  Ms.  Ernestine  Brown,  Primacare  Medical  Centers, 
9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220;  214  352-1991. 


ABILENE:  EMERGENCY  PHYSICIANS — Full-time  positions  available  at 
beautiful  new  full  service  hospital.  Attractive  hourly  guarantee 
($88,000  annually)  with  fee-for-service  incentive.  Excellent  o 
for  career  oriented  emergency  physicians.  Contact  Brenda 
EmCare,  3600  Gaston,  Suite  802,  Dallas,  Texas  75246  In  1 
823-6850,  out-of-state,  toll  free  800  527-2145. 


pportunity 
Lancaster, 
Pexas,  214 


DALLAS  AND  NORTHEAST  TEXAS:  Emergency  Physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  avail- 
able in  emergency  departments  and  free-standing  ambulatory  care 
clinics.  Flexible  scheduling,  fee-for-service  with  guarantee — $75,000  to 
$100,000  Contact  Brenda  Lancaster,  EmCare,  3600  Gaston,  Suite  802, 
Dallas,  Texas  75246,  or  call  214  823-6850,  out-of-state,  toll  free  800 


OBSTETRICIAN-GYNECOLOGIST,  board  certified  or  eligible  wanted  to 
take  over  established  practice.  No  investment  necessary.  Available 
immediately.  Growing,  scenic,  Central  Texas,  university  community. 
Community  hospital  3 minutes  away.  One-half  hour  from  lake,  sail- 
ing, boating;  within  1 hour  drive  of  large  metropolitan  areas.  Send 
CV  to:  Nilon  Tallant,  MD,  San  Marcos  Medical  Park,  705  W.  Hopkins 
San  Marcos,  TX  78666;  512  396-3361. 


POSITION  IMMEDIATELY  AVAILABLE  for  bilingual,  OB-GYN  physician, 
to  assist  busy,  established  practitioner  in  Houston,  Texas.  First  year 
salary  guaranteed.  Excellent  opportunity  to  expand  knowledge  and 
skill  in  OB-GYN  surgery.  References  required.  Please  call  or  send 
resume  to:  Enrique  M.  Camps,  MD,  P.O.  Box  25319,  Houston,  Texas 
77265,  713  790-1217, 


GENERAL/FAMILY  PRACTITIONER — Dynamic  growing  community  needs 
an  aggressive  physician  to  associate  with  a modern,  full-service,  JCAH 
accredited  hospital  in  West  Texas.  First-year  income  guarantee,  office 
and  staff  support,  and  assistance  in  establishing  practice.  For  im- 
mediate informalion,  please  call  collect:  Patty  Fitzsimmons,  Director  of 
Physician  Recruitment,  Summit  Health  Ltd.,  818  985-8386 


ORTHOPEDIC  SURGEON  NEEDED  to  associate  with  a 78-bed,  full 
service  hospital  in  West  Texas.  Hospital  provides  income  guarantee, 
office  rent  and  staff  support,  and  assistance  in  establishing  practice. 
For  more  information  call  collect:  Patty  Fitzsimmons,  Director  of  Phy- 
sician Recruitment,  Summit  Health  Ltd.,  818  985-8386. 


PSYCHIATRIST — THE  LAREDO  STATE  CENTER  has  an  opening  for  a 
full-time  psychiatrist.  Valid  Texas  license.  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment 
services.  Salary  up  to  $69,500  yearly  (DOE).  If  interested,  contact 
Laredo  State  Center,  512  723-2926,  P.O.  Box  1835,  Laredo,  Texas 
78044-1835.  EOE/M/F. 


Situations  Wanted 


PROFESSIONAL  RECRUITING  AND  STAFFING— (We  never  require  de- 
posit, retainer  or  exclusion.)  Full  information  to  physicians  and  health 
care  administrators.  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  Administrative  Offices,  704  Scott  Drive,  Brenham, 
Texas  77833,  409  830-0400. 


DIAGNOSTIC  RADIOLOGIST — BOARD  CERTIFIED — available  for  locum 
tenens  coverage  in  southeastern  Texas.  Experience  and  training  in  all 
areas  of  medical  imaging  with  special  expertise  in  ultrasound.  Please 
reply  to  Ad-461,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisor^  Group,  Inc.;  214  758-9939. 


GENERAL  SURGEON,  41,  wanting  to  relocate.  ABS,  FACS,  Texas 
license.  Speaks  English/Spanish.  Please  answer  to  Ad-480,  ’ TEXAS 
MEDICINE,  1801  North  Lamar  Blvd,,  Austin,  Texas  78701. 


PEDIATRIC  NEUROLOGIST:  Excellent  pediatric  neurologist,  board  cer- 
tified pediatrician  and  encephalographer  in  busy  practice  wish  to 
relocate.  Please  reply  to  Ad-486,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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ANESTHESIOLOGIST — BOARD  ELIGIBLE  with  excellent  training  in  all 
types  of  anesthesia.  Currently  in  practice,  desires  relocation  in  Central 
Texas.  Texas  licensed.  Part-time  or  full-time.  Available  immediately 
Please  reply  to  Ad-487,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ARE  YOU  AWARE  OF  how  a Physician's  Assistant  may  benefit  your 
busy  specialty  practice?  P.A.  student  wishes  to  contact  a specialty 
practice  for  a preceptorship  with  the  possibility  of  employment  after 

?raduation.  Send  inquiries  to:  P.A.S.,  310  Church,  Apt.  #18,  Galveston, 
exas  77550  or  call  409  762-2543, 


GASTROENTEROLOGIST — board  certified,  with  four  years  practice 
experience,  university  trained,  skilled  in  all  GI  procedures  including 
ERCP.  Seeks  association  or  group  practice.  Licensed  in  Texas  and 
California.  Contact:  Robert  J.  Manning,  MD,  1691  Nob  Hill  Place,  Dallas, 
Texas  75208. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


FOR  SALE — MEDICAL  EUILDING.  Two  tenants  on  lease  in  San  Antonio. 
Rest  of  building  has  internal  medicine  practice.  Fully  equipped  labora- 
tory and  x-ray.  Grossing  over  $500,000.  a year.  Desirable  loan  obtain- 
able with  ten  percent  (10%)  down.  Will  sell  building  and  equipment 
for  appraised  value.  Practice  goes  with  the  sale.  Will  stay  and  intro- 
duce. Excellent  location  for  mini  emergency  clinic.  Twenty  years  of 
busy  medical  traffic.  Please  reply  to  Ad-460,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


NORTH  DALLAS— FAMILY  PRACTICE  for  sale.  Net  income  120K  plus 
for  a four  day  week.  Priced  to  sell  with  100%  3rd  party  financing 
Board  certification  required.  Serious  principals  send  resume  to  3511 
Golfing  Green,  Dallas,  Texas  75234 


BRUMBY  AND  MELSON  ROCKERS®  available  by  mail  for  home  and 
office.  Also  other  fine  rocking  chairs  in  wood  and  leather.  Write  for 
one  free  catalog.  The  Rocker  ShopTM  of  Marietta,  GA,  P.O.  Box  12, 
Dept.  TMA,  Marietta,  GA  30061;  404  427-2618 


FOR  SALE:  IBM  Computer  System  23  complete  with  printer,  manuals, 
and  training  diskettes.  Call  214  785-8411.  Monday,  Tuesday,  Wednesday 
or  Friday  between  9:00  a m,  and  4:00  p.m 


ESTABLISHED  UROLOGY  PRACTICE  for  sale  Gross  $250,000+.  Serves 
area  of  300,000+.  Good  location  near  hospital,  experienced  staff.  Will 
introduce.  Please  reply  to  Ad-483,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST  RETIRING— URGENTLY  SEEKING  family  physician  or  gen- 
eral surgeon  to  take  over  well  established  general  practice.  Actually 
semi-retired,  working  half  day,  grossing  over  $125,000.  Low  overhead, 
excellent  new  patient  flow.  Totally  equipped  medical  building.  Facilities 
to  accommodate  up  to  three  physicians.  Located  in  prosperous  small 
city  with  well  equipped  hospital.  Willing  to  assist  on  consulting  basis 
in  own  specialty.  Sell,  lease,  or  other  mutually  desirable  arrangement. 
Reply  to  Ad-485,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


FOR  SALE:  ACTIVE  FAMILY  PRACTICE  in  well  designed,  ample  office 
space,  fully  equipped.  Located  in  one  of  San  Antonio's  most  affluent 
locations,  within  walking  distance  of  open  general  hospital.  Need 
energetic  enthusiastic  phvsi+an  with  Texas  license,  prefer  board  cer- 
tified. Reply  to  Ad-489,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PRIMARY  CARE  PRACTICE  FOR  SALE:  Currently  gross  $200,000.  1,800 
square  foot  office  in  new  medical  building  completely  furnished  and 
suited  to  family  practice,  internal  medicine,  pediatrics  or  OB/GYN, 
X-ray,  lab,  and  pharmacy  in  building.  San  Antonio  and  Austin  are 
within  45  minute  drive  Pleasant  community  of  20,000.  Contact  Ad-490, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Teas  78701. 


PRIME  MEDICAL  SPACE  AVAILABLE  in  Houston  prestigious  FM1960 
area  just  minutes  from  Houston  Northwest  Hospital  and  adiacent  to 
two  schools  in  rapidly  growing  area.  Suites  from  500  to  3,000  square 
feet  are  ready  to  move  in  at  no  cost.  Existing  successful  practices  will 
refer  patients  to  new  practices.  Call  Marv  Novak,  713  483-4878. 


GENERAL  PRACTITIONER  TO  TAKE  over  solo  lucrative  practice  in 
Austin,  Texas.  Full  equipment  with  X-ray  machine.  Flexible  terms,  no 
down  payment  required.  Retired.  Reply  to  Ad-491,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AUSTIN— INTERNAL  MEDICINE— RETIRING.  Well-established  practice 
for  sale.  Office  for  lease,  20  or  more  parking  spaces  immediately  ad- 
jacent. Full  time  laboratory,  ample  examining  rooms,  equipment  and 
furniture.  Most  complete  records  extending  over  many  years  on  each 
patient.  If  interested,  please  apply  to  Box  5052,  Austin,  Texas  78763. 


WELL  ESTABLISHED  FAMILY  PRACTICE  in  Southeast  Texas  town  of 
8,000,  one  and  a half  hours  from  Houston.  Practice  established  31 
years  ago.  Gross  over  $250, 000/year,  mostly  outpatient.  Six  blocks  from 
excellent  community  hospital.  Latest  in  automated  lab,  x-ray  with 
automatic  processor,  physical  therapy,  EKG.  etc.  High  quality,  honest 
employees.  OB  optional.  Area  provides  excellent  hunting,  water  sports, 
camping.  Will  introduce.  Owner  continuing  education.  Reply  to  Ad- 
493,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


UROLOGY  PRACTICE — very  busy  solo  practice,  fine  community,  75 
miles  from  Houston.  Fully  equipped  facility.  Practice  for  sale  because 
doctor  considering  relocation.  Reply  to  Ad-495,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  FOR  SALE — Amarillo.  Established  1976;  no  OB  or 
surgery,  good  new  patient  flow.  Two  year  old  office  adjacent  to  2 
hospitals,  cancer  center  in  growth  area  with  good  housing/schools. 
Owner  specializing.  Office  equipment  included  for  walk-in  practice; 
price  negotiable.  Contact  Michael  E.  Byrne,  MD,  806  358-4516. 


AUSTIN,  TEXAS — 900  square  feet  of  medical  space  for  lease/purchase. 
Ben  White  & South  Lamar  area.  512  444-9681. 


FAMILY  PRACTITIONER  OR  GENERAL  practitioner  needed  immediately 
to  take  over  active  practice  left  due  to  sudden  death  of  doctor  in  Alice, 
Texas.  Solo  practice  established  for  25  years;  48  miles  southwest  of 
Corpus  Christi,  Texas.  Will  rent  fully  equipped  office  building;  1,648 
square  feet,  four  examining  rooms,  lab-small,  X-ray.  Will  sell  equip- 
ment for  appraised  value.  Financing  available.  Experienced  employees 
available  Close  to  hospital  and  good  schools.  Contact:  Mr.  Hector 
Lopez,  administrator  for  the  estate,  512  664-3363  or  512  664-6866. 


FOR  LEASE:  OFFICE  in  ideal  location  for  primary  care  physician  across 
street  from  large  regional  hospital  in  Central  West  Texas.  Shortage  of 
primary  care  physicians  in  area  insures  rapid  acceptance.  Complete 
specialty  representation  in  city.  Highly  compatible  medical  community. 
Reply  to  Ad-496,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


SALES,  ACQUISITIONS,  AND  APPRAISALS  for  professional  practices  and 
health  care  facilities.  Better  business  specialists  since  1965.  Statewide 
network.  Woodyard  & Associates,  Certified  Business  Counselors,  Pat 
Huntington,  Broker,  713  688-2201. 


Business  and  Financial  Services 


WRITING.  RESEARCH,  COMMUNICATION.  By  disciplined,  experienced 
professionals;  medical  editors.  Marilyn  Baker  & Associates,  P.O.  Box 
9802  #610,  Austin,  Texas  78766;  512  346-6549. 


WHY  DOCTORS  LOSE  MONEY  TRADING  IN  COMMODITIES— Most  lose 
because  they  follow  an  undiversified  portfolio,  get  emotionally  in- 
volved, and  pay  high  commissions  and  fees.  FUTURES  MANAGE- 
MENT'S program  addresses  these  and  other  causes  for  losses  by 
investors.  Send  for  information  on  Futures  Management's  investor- 
oriented  managed  account  program.  Minimum  account  for  prudent 
diversification  $35,000.  This  ’’reduced  risk"  approach  to  commodities 
may  also  provide  an  alternative  for  self  directed  retirement  plans. 
CFTC  and  NFA  registered  Over  $7  million  under  management.  Reply 
to  Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


NEW  MERCEDES-PORSCHE-BMW — at  dealer  price,  including  trans- 
portation and  EPA  requirements;  offered  by  German  export  company 
owned  bv  German  doctor.  Contact:  Gorgenvi  Export-Import,  P.O.  Box 
210147,  5900  Siegen,  West-Germany,  Tel  : (0271)  46555,46311,  Tx:  872799 
kati  d 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


1985  CME  CRUISE/CONFERENCES  on  selected  medical  topics— Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  and 
AAFP  prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  N.Y.  11746;  516  549-0869. 


POST-GRADUATE  COURSE:  Dermatology  for  Non-dermatologists,  Janu- 
ary 26-31,  1985  at  Exelaris  Hyatt  Regency  Hotel,  Cancun,  Mexico. 
Contact  Division  of  Dermatology,  P.O.  Box  3135,  Duke  University 
Medical  Center,  Durham,  ND  27710.  919  684-2504. 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanninq  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
ca.i  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


Unibed  W^y 
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TEXAS  MEDICINE 


Help  develop 
our  natural  resources. 


The  kids  of  today  are  the  doctors 
and  nurses,  the  engineers  and  scien- 
tists. the  teachers  and  journalists, 
the  leaders  of  tomorrow. 

Only  with  your  help  can  they  be 
assured  of  a first-rate  college  edu- 
cation because  today  colleges  are 
having  a hard  time  coping  with  the 
high  costs  of  learning. 

Please  give  to  the  college  of  your 
choice. 

Your  contribution  will  help 
develop  our  country’s  most  valuable 
natural  resources. 


Invest  in  the  Future  of  America. 
Give  to  the  college  of  your  choice. 


PHYSICIAN  AND  PATIENT- 
TODAY’S  HEALTH  CARE  TEAM 


Texas  Medical  Association 
118th  Annual  Session 

San  Antonio  Convention  Center 
May  8-12,  1985 

Headquarters  Facilities: 

Hilton  Palacio  del  Rio 
San  Antonio  Marriott  Hotel 
Four  Seasons  Plaza  Nacional 
Hyatt  Regency  San  Antonio 
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FAMILY  PRACTICE  AVAILABLE 


To  board  certified  or  eligible  family  physician  with  good  references. 

Large  solo  practice  with  good  call  group  backup. 

Gross  income  over  $500,000  per  year.  For  sale -$250,000 -terms  available. 
Located  in  Beaumont. 

Contact:  Ad-494,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd. 

Austin,  Texas  78701,  for  information. 


V 


UPJOHN 

HEALTHCARE 

SERVICES® 


Patient  admissions  and  services  are  provided  without 
regard  to  race,  color,  national  origin,  religion,  age,  sex, 
veteran  or  handicap  status 

HM-7240A  ®1984  Upphn  Healthcare  Services,  Inc. 


\ 

"Upjohn  Healthcare  Services 
made  home  care  possible." 


"My  mother  wanted  to  come  home!  So 
when  she  no  longer  needed  the  complex 
care  provided  in  the  hospital,  our  doctor 
recommended  home  health  care.  But 
would  her  insurance  cover  it?" 

The  answer  was  yes. 

Because  Upjohn  Healthcare  Services® 
is  a Medicare  certified  home  health 
agency,  the  care  Mrs.  Smith  required 
was  covered  by  Medicare  and  Medicaid. 
Other  payment  sources  for  home  care 
include  workers'  compensation,  the 
Veterans  Administration  and  many  pri- 
vate insurances.  Patients  may  use  one 
or  a combination  of  these  resources 


as  well  as  self-payment.  Ask  our  Service 
Coordinator  about  your  particular 
coverage. 

Now  Mrs.  Smith  is  home  with  herfamily. 
She  receives  the  level  and  amount  of 
care  her  doctor  has  ordered  from  quali- 
fied, dependable  Upjohn  Healthcare 
Services  nurses  and  home  health  aides. 

If  you  or  someone  you  love  needs  home 
health  care,  look  to  the  agency  that 
provides  certified  home  health  agency 
services.  Upjohn  Healthcare  Services, 
the  name  you  know  you  can  trust.  Call 
the  office  nearest  you,  listed  below. 


UPJOHN  HEALTHCARE  SERVICE  TEXAS  OFFICES: 


Alpine 

. (915)  837-5451 

Fort  Worth 

(817)  338-1555 

Midland 

. (915)  563-0689 

Austin 

(512)  472-8266 

(409)  735-7507 

Odessa  

...  (915)  333-2926 

Beaumont  . 

(409)  838-3915 

Hebbronville  . 

(512)  527-4191 

Orange  . . 

. (409)  883-7788 

Burnet 

(512)  756-6229 

Houston 

(713)  784-5475 

Pasadena  . 

(713)  473-8161 

Cleveland  

. . . (713)  592-9195 

Huntsville  . . . 

(409)295-0752 

Port  Arthur 

. (409)  727-1448 

Corpus  Christl 

. (512) 854-4896 

Kerrville  . 

(512) 896-3232 

Rio  Grande  City 

(512)  487-3954 

(512)  879-3835 

. . (512)  724-8216 

San  Antonio  .... 

. . (512)  224-2341 

Dallas 

. ..  (214)  340-8200 

Liberty 

(409)  336-6811 

Tyler  

. (214)  581-4496 

El  Paso 

. . . (915)  581-3351 

Longview  . . . 

(214)236-7544 

Waco  

(817)776-2875 

Falfurrias 

. . (512)  325-5611 

Lubbock 

(806)797-4257 

Zapata 

. (512)  765-4195 

Texas  Department  of  Health  Licensed  Home  Health  Agency.  Medicare/Medicaid  Approved. 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


NOVEMBER 

Allergy 

Nov  8-11,  1984 

2ND  TEXAS  ALLERGY  SYMPOSIUM  San  Luis  Hotel,  Galveston, 

Tex.  Fee  $1 20-physicians;  $75-postdoctoral  fellows;  $1 00-spouses. 
Category  1 , AMA  Physician's  Recognition  Award;  1 0.5  hours.  Con- 
tact Martha  Berlin,  Coordinator,  Office  of  Continuing  Education, 

J-34,  UTMB,  Galveston,  TX  77550-2782  (409)761-2934 

Anesthesiology 

Nov  9-10,  1984 

BAY-CAP  IX:  THE  PHYSIOLOGY  AND  PHARMACOLOGY  OF  THE 
PERIOPERATIVE  PERIOD  Four  Seasons  Hotel,  Houston  Center, 
Houston.  Fee  $250.  Category  1 , AMA  Physician's  Recognition 
Award;  1 6 hours.  Contact  Lynne  K.  Tiras,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Family  Practice 

Nov  17,  1984 

TOPICS  IN  RHEUMATOLOGY.  Warwick  Post  Oak  Hotel,  Houston. 

Fee  $40.  Category  1 , AMA  Physician’s  Recognition  Award;  7 hours. 
Contact  Marjorie  Kraft,  PO  Box  20367,  Houston,  TX  77225 
(713)792-4671 

General  Medicine 

Nov  2-3,  1984 

INFECTIOUS  DISEASES  FOR  PRIMARY  CARE  PHYSICIANS:  AN 
EVOLVING  SPECTRUM  Learning  Center,  UT  Medical  Branch,  Gal- 
veston. Fee  $1 75-physicians;  $1 00-residents,  nonphysicians.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  AAFP  prescribed;  12.5 
hours.  Contact  Gayle  McKay,  Coordinator,  Office  of  Continuing  Edu- 
cation J-34,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Nov  10,  1984 

DIAGNOSIS  AND  TREATMENT  OF  TYPE  II  DIABETES  MELLITUS.  St 
Anthony  Intercontinental  Hotel,  San  Antonio.  Fee  $25-physicians; 

$1 5-residents,  nonphysicians.  Category  1,  AMA  Physician's  Recog- 
nition Award;  AAFP  prescribed;  4 hours.  Contact  Daniel  Snare,  PO 
Box  14926,  Austin,  TX  78761  (800)  252-8233 

Internal  Medicine 

Nov  9-10,  1984  CANCELLED 

SEXUALLY  TRANSMITTED  DISEASES.  UT  Health  Science  Center  at 
Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award; 
13  hours.  Contact  Gale  Quilter,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Neurology 

Nov  2,  1984 

HEADACHE  UPDATE  Westin  Galleria,  Houston.  Fee  $75.  Category 
1 , AMA  Physician's  Recognition  Award;  8 hours.  Contact  Ninan  T. 
Matthew,  MD,  Houston  Headache  Clinic,  1214  Hermann  Dr, 

Houston,  TX  77004  (713)528-1916 

Obstetrics  & Gynecology 

Nov  6-10,  1984 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN.  UT 


Health  Science  Center  at  Dallas.  Fee  $400-complete;  $300-basic; 

$1 00-gynecologic  pathology  only.  Category  1 , AMA  Physician's 
Recognition  Award;  31  hours.  Contact  June  Bovill,  Coordinator,  Divi- 
sion of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Orthopedics 

Nov  8-10,  1984 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Anatole  Hotel,  Dallas.  Fee  $225-physicians;  $1 75-residents.  Credit 
TBA.  Contact  Ann  Carlton,  Course  Coordinator,  Orthopedic  Surgery 
Division,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3524 

Otolaryngology 

Nov  17,  1984 

A DAY  IN  OTOLARYNGOLOGY:  AN  ENT  REVIEW  WITH  PRAC- 
TICUM  FOR  THE  PRIMARY  CARE  PHYSICIAN.  Temple,  Tex.  Fee 
$60.  Category  1 , AMA  Physician's  Recognition  Award;  AAFP  pre- 
scribed; 6 hours.  Contact  LeRoy  J.  Pickles,  Director,  Continuing 
Medical  Education,  Room  101,  Scott  & White,  2401  S 31st  St, 
Temple,  TX  76508  (81 7)774-4083 

Pediatrics 

Nov  16,  1984 

THE  CHALLENGE  OF  PERINATAL  CARE:  SHARING  THE  RESPON- 
SIBILITY. UT  Health  Science  Center,  Dallas.  Fee  $20.  Category  1 , 
Physician's  Recognition  Award;  5 hours.  Contact  Nancy  Young,  Divi- 
sion of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235(214)637-2836 

Psychiatry 

Nov  1-2,  1984 

CRISIS  TREATMENT  AND  PREVENTION  IN  THE  MENTALLY  ILL 
AND  RETARDED  Warwick  Hotel,  Houston.  Fee  $65-TDMHMR, 
MHMRC  employees;  $1 25-all  others.  Category  1 , AMA  Physician’s 
Recognition  Award;  11  hours.  Contact  Marie  Jensen,  TDMHMR/ 
TRIMS,  1300  Moursund,  Houston,  TX  77030  (713)791-6603 

Radiology 

Nov  5-9,  1984 

ADVANCED  RADIOLOGICAL  HEALTH  UT  Health  Science  Center 
at  San  Antonlio.  Fee  $600.  Category  1 , AMA  Physician’s  Recognition 
Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coor- 
dinator, Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Nov  14-17,  1984 

NMR  IMAGING  UT  Health  Science  Center  at  San  Antonio.  Fee 
$385.  Category  1 , AMA  Physician’s  Recognition  Award;  28  hours. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Surgery 

Nov  2-3,  1984 

GENERAL  SURGERY  UPDATE-1984.  Michael  E.  DeBakey  Center, 
Baylor  College  of  Medicine,  Houston.  Fee  $1 85.  Category  1 , AMA 
Physician's  Recognition  Award;  AAFP;  1 1 hours.  Contact  Carol  J. 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 
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DECEMBER 

Anesthesiology 

Dec  15,  1984 

A DAY  IN  ANESTHESIA:  PRESBYTERIAN  HOSPITAL  OF  DALLAS- 
CURRENT  TRENDS.  Plaza  of  the  Americas  Hotel,  Dallas.  Fee  $85- 
physicians,  $25-residents  (verification  from  dept  head).  Category 
1 , AMA  Physician's  Recognition  Award;  4 hours.  Contact  Lela 
Breckenridge,  Director,  Continuing  Medical  Education,  Presbyterian 
Hospital  of  Dallas,  Dallas,  TX  75231  (214)696-8458 

Family  Practice 

Dec  1, 1984 

“PRACTICE  UPDATE  '84— AVOIDING  DISASTER  IN  FAMILY  PRAC- 
TICE. The  Registry  Hotel,  Dallas.  Fee  $75.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  6.5  hours.  Contact 
Diane  Averna,  Coordinator,  Continuing  Physician  Education,  St 
Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)689-4588 


General  Medicine 

Dec  1-2,  1984 

MANAGEMENT  OF  THE  DIABETIC  FOOT.  Marriott  Downtown,  San 
Antonio.  Fee  $150.  Category  1 , AMA  Physician's  Recognition 
Award;  AAFP  prescribed;  10  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Internal  Medicine 

Dec  7-8,  1984 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  UT  Health  Sci- 
ence Center  at  Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  13  hours.  Contact  Gale  Quilter,  Coordinator, 

Division  of  Continuing  Education,  UTHSCD,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Neurosurgery 

Dec  7-8,  1984 

NEUROSURGERY  LASER  WORKSHOP  Doubletree  Hotel,  Dallas. 
Fee  $500-physicians;  $225-surgical  nurses  (Friday  only).  Category 
1 , AMA  Physician’s  Recognition  Award;  AANS;  15  hours.  Contact 
Lela  Breckenridge,  Director,  Continuing  Medical  Education,  Pres- 
byterian Hospital  of  Dallas,  Dallas,  TX  75231  (214)696-8458 

Obstetrics  & Gynecology 

Dec  6-8,  1984 

NEW  TECHNOLOGIES  IN  GYNECOLOGY.  Plaza  of  the  Americas 
Hotel,  Dallas.  Fee  $250.  Category  1 , AMA  Physician’s  Recognition 
Award,  17  hours.  Contact  James  K Richards,  MD,  Registration 
Chairman,  8305  Walnut  Hill  Ln,  #100,  Dallas,  TX  75231 

Pathology 

Dec  8,  1984 

41  ST  ANNUAL  PATHOLOGY  SEMINAR.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $75.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 


Pediatrics 

Dec  1 , 1 984 

PEDIATRIC  UROLOGY:  AN  UPDATE.  Learning  Center,  UT  Medical 
Branch,  Galveston.  Fee  $90.  Category  1 , AMA  Physician's  Recogni- 
tion Award.  Contact  Martha  Berlin,  Coordinator,  Office  of  Continuing 
Education,  J-34,  UTMB,  Galveston,  TX  77550-2782  (214)761-2934 

Psychiatry 

Dec  1, 1984 

PSYCHIATRY  UPDATE.  UT  Health  Science  Center  at  San  Antonio. 
Fee  $100.  Category  1 , AMA  Physician’s  Recognition  Award;  7 hours. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

JANUARY 

Family  Practice 

Jan  26-31,  1985 

DEMATOLOGY  FOR  NON-DERMATOLOGISTS.  Exelaris  Hyatt 
Regency  Hotel,  Cancun,  Mexico.  Fee  $350-physicians;  $200- 
interns,  residents.  Credit  TBA.  Contact  Angelika  Langen,  Division  of 
Dermatology,  PO  Box  31 35,  Duke  University  Medical  Center,  Dur- 
ham, MD  27710  (91 9)684-2504 

General  Medicine 

Jan  16-18,  1985 

COMPUTERS  IN  HEALTH  CARE  & CLINICAL  INFORMATION  MAN- 
AGEMENT Learning  Center,  UT  Medical  Branch,  Galveston.  Fee 
TBA  Credit  TBA  Contact  Gayle  McKay,  Coordinator,  Office  of  Con- 
tinuing Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Geriatrics 

Jan  12-13,  1985 

6TH  ANNUAL  GERIATRIC  MEDICINE  FOR  THE  PRACTICING  PHY- 
SICIAN. UT  Health  Science  Center  at  San  Antonio.  Fee  $100.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  9 hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)691-6295 

Obstetrics  & Gynecology 

Jan  24-26,  1985 

7TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA.  Warwick  Hotel-Post  Oak,  Houston.  Fee  $400.  Category  1 , 
AMA  Physician's  Recognition  Award;  20  hours.  Contact  Lynne  K. 
Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Ophthamology 

Jan  26,  1985 

RADIAL  KERATOTOMY.  Doubletree  Hotel,  Dallas.  Fee  $95- 
physicians;  $25-residents  (verification  of  dept  head).  Category  1 , 
AMA  Physician’s  Recognition  Award;  5 hours.  Contact  Lela 
Breckenridge,  Director,  Continuing  Medical  Education,  Presbyterian 
Hospital  of  Dallas,  Dallas,  TX  75231  (214)  696-8458 

Radiology 

Jan  7-11, 1985 

RADIATION  SAFETY  OFFICERS  COURSE.  UT  Health  Science  Cen- 
ter at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician's  Recogni- 
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tion  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Sports  Medicine 

Jan  24-26,  1985 

12TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  AAFP  prescribed;  16  hours.  Contact  Mariorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Urology 

Jan  31 -Feb  3,  1985 

GENITOURINARY  PATHOLOGY  & RADIOLOGY.  Houston.  Fee 
$225.  Category  1 , AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  Alice  Henderson,  Seminars  Coordinator,  Office  of  Educa- 
tion, PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

FEBRUARY 

Anesthesiology 

Feb  7-9,  1985 

3RD  ANNUAL  CHRONIC  PAIN  COURSE.  Houston.  Contact  Lila  K 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Disease 

Feb  3,  1985 

CARDIOVASCULAR  DISEASES:  UPDATE  AND  REHABILITATION 
Austin.  Contact  Mrs  Dale  Willimack,  Director,  Department  of  Annual 
Session  and  Scientific  Planning,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)477-6704 

Dermatology 

Feb  15-16,  1985 

4TH  ANNUAL  DERMATOPATHOLOGY  COURSE  AND  ROBERT 
FREEMAN  HONORARY  DERMATOPATHOLOGY  LECTURE  SERIES. 
San  Antonio.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

Endocrinology 

Feb  3,  1985 

OFFICE  ENDOCRINOLOGY  Austin.  Contact  Mrs  Dale  Willimack, 
Director,  Department  of  Annual  Session  and  Scientific  Planning, 

1801  N Lamar  Blvd,  Austin,  TX  78701  (512)477-6704 

General  Medicine 

Feb  2,  1985 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE  Austin 
Contact  Mrs  Dale  Willimack,  Director,  Department  of  Annual  Session 
and  Scientific  Planning,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)477-6704 

Internal  Medicine 

Feb  2-9,  1985 

INTERNAL  MEDICINE  REVIEW  AT  SNOWBIRD.  Snowbird,  Utah 


Contact  LeRoy  J.  Pickles,  Director,  Continuing  Medical  Education, 
Rm  1 01 , 2401  S 31  st  St,  Temple,  TX  76508  (81 7)740-4083 

Obstetrics  & Gynecology 

Feb  15-16,  1985 

ETHICAL  ISSUES  IN  OBSTETRICS.  Houston.  Contact  Carol  J. 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Ophthalmology 

Feb  17-18,  1985 

TOA  COURSE  IN  PRACTICE  MANAGEMENT,  Houston.  Contact 
Bette  McAninch,  Cullen  Eye  Institute,  6501  Fannin,  Houston,  TX 
77030  (713)799-5942 

Pediatrics 

Feb  21-22,  1985 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS-1985. 
Houston.  Contact  Lynne  K.  Tiras,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Plastic  Surgery 

Feb  15-16,  1985 

RHINOPLASTY  SEMINAR.  Dallas.  Contact  Gale  Quilter,  Coordi- 
nator, Division  of  Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

Feb  4-9,  1 985 

DIAGNOSTIC  IMAGING— CT,  MRI,  AND  ULTRASOUND  Montego 
Bay,  Jamaica.  Contact  Dolly  Christensen,  Director  of  Radiology 
Postgraduate  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2502 

Surgery 

Feb  21-23,  1985 

SURGICAL  UPDATE:  1 985.  Dallas.  Contact  Department  of  Surgery, 
Division  of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (21 4)688-3531 

MARCH 

Family  Medicine 

March  28-31,  1985 

FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  Location  TBA. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (51 2)691  -6295 

General  Medicine 

March  4-6,  1985 

FUTURE  CARE.  Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Internal  Medicine 

March  9-16,  1985 

CLINICAL  GYNECOLOGIC  ENDOCRINOLOGY.  Park  City,  Utah 
Contact  LeRoy  J.  Pickles,  Director,  Continuing  Medical  Education, 
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Scott  & White,  Room  1 01 , 2401  S 31  st  St,  Temple,  TX  76508 
(817)774-4083 

Ophthalmology 

March  29-30,  1985 

7TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM 
Dallas.  Contact  Lela  Breckenridge,  Director,  Continuing  Medical 
Education,  Presbyterian  Hospital  of  Dallas,  Dallas,  TX  75231 
(214)696-8458 

Pediatrics 

March  13-16,  1985 

SYMPOSIUM  ON  PREVENTION  OF  PEDIATRIC  INFECTIONS  AND 
5TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR Las  Vegas.  Contact  Marian  Troupe,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-3439 

Toxicology 

March  18-22,  1985 

TOXICOLOGY  Location  TBA.  Contact  Marjorie  Foutz,  EdD.  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Urology 

March  8-10,  1985 

ENDOUROLOGY.  Houston.  Contact  Alice  Henderson,  Seminars  Co- 
ordinator, Office  of  Education,  PO  Box  25147,  Houston,  TX  77265 
(713)799-6070 

APRIL 

General  Medicine 

April  15-20,  1985 

1985  FAMILY  PRACTICE  REVIEW.  Galveston.  Contact  Gayle  McKay, 
Coordinator,  Office  of  Continuing  Education  J-34,  UTMB,  Galveston, 
TX  77550  (409)761-2934 

April  19-21,  1985 

PEDIATRICS  FOR  THE  PRACTITIONER.  Location  TBA.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Obstetrics  & Gynecology 

April  1-3,  1985 

CURRENT  CONCEPTS  1985:  ISSUES  AND  ANSWERS  IN 
OBSTETRICS  AND  GYNECOLOGY  Houston.  Contact  Lynne  K. 
Tiras,  Program  Coordinator,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Plastic  Surgery 

April  17-19,  1985 

8TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
Boerne,  Tex.  Contact  Martha  Berlin,  Coordinator,  Office  of  Continu- 
ing Education,  J-34,  UTMB,  Galveston,  TX  77550-2782 
(409)761-2934 


Radiology 

April  22-24,  1985 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  Location 
TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (51 2)691  -6295 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  M Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1, 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Ave,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030(713)799-6020 
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Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award,  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000. 
Category  1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80,  series; 
$20-session.  Category  1 , AMA  Physician’s  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1,  AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Kansas  City,  Mo, 
Oct  7-12,  1984.  Annette  Hoel,  1740  W 92nd  St,  Kansas  City,  MO 
64114 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION, Boston,  Oct  21-26,  1 984  Ike  A.  Mayeda,  30  N 
Michigan  Ave,  Suite  922,  Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  INC,  Tarry- 
town,  NY,  Oct30-Nov2,  1984.  Stephen  M.  Stowe,  MD,  Children's 
Hospital  of  Los  Angeles,  4650  Sunset  Blvd,  Los  Angeles,  CA  90027 

■AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  San  Antonio,  Oct 
19-24,  1984  William  W.  Samuels,  1828  L Street,  NW,  Suite  608, 
Washington,  DC  20036 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Houston,  Oct 
16-18,  1984.  Jack  M.  Hardison,  Box  9863,  Austin,  TX  78766 

■AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Dallas,  Oct  7-1 1 , 
1984.  Dale  Braddy,  91 1 Busse  Hwy,  Park  Ridge,  IL  60068 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Phila- 
delphia, Oct  25-26,  1984.  W.  F.  Chaveas,  19  S 22nd  St,  Philadelphia, 
PA  19103 


■AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  Dallas,  Oct 
1 7-20,  1984.  Stan  Butler,  Box  61911,  Dallas,  TX  75261 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Toronto,  Oct 
27-31 , 1984.  Gardner  W.  McCormick,  13  Elm  St,  Manchester,  MA 
09144 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco,  Oct  21-26, 
1984.  Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  6061 1 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE,  Boston, 
Oct  21-26,  1984.  Ike  A.  Mayeda,  30  N Michigan  Ave,  Suite  922, 
Chicago,  IL  60602 

AMERICAN  DENTAL  ASSOCIATION,  Atlanta,  Oct  20-23,  1 984 
James  H.  Sweeney,  21 1 E Chicago  Ave,  Suite  2114,  Chicago,  IL 
60611 

AMERICAN  DIETETIC  ASSOCIATION,  Washington,  DC,  Oct  15-18, 
1984.  Karen  S.  DelVescovo,  RD,  430  N Michigan  Ave,  Chicago,  IL 
60611 

■AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Dallas,  Oct  24-27, 
1984  Russell  E.  Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

■AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  San  Antonio,  Oct 

10- 13,  1984.  AMWA,  5272  River  Rd,  Suite  410,  Bethesda,  MD  20816 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Pittsburgh,  Oct 

11- 13,  1984.  Dana  A.  Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  New  Orleans,  Oct 
13-17,  1984.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Las 
Vegas,  Oct  9-14,  1 984.  Charles  A.  Janda,  MD,  1 20  Oak  Brook  Cen- 
ter Mall,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984  Carol  Lazier,  233  N Michigan 
Ave,  Chicago,  IL  60601 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Chicago,  Oct 
27-Nov  1 , 1 984.  Kathleen  S.  Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

■NATIONAL  DOWN’S  SYNDROME  CONGRESS,  San  Antonio,  Oct 
26-27,  1984.  National  Down’s  Syndrome  Congress,  1 640  W Roose- 
velt Rd,  Chicago,  IL  60608 

■TEXAS  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF  SPORTS 
MEDICINE,  Austin,  Oct  5-6,  1984.  George  A.  Ordway,  PhD,  UTHSC 
at  Dallas,  5323  Harry  Hines,  Dallas,  TX  75235 

■TEXAS  DERMATOLOGICAL  SOCIETY,  Galveston,  Oct  12-14,  1984 
Philip  W Giles,  MD,  1410  Pruett,  Fort  Worth,  TX  76104 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Galveston,  Oct  4-5,  1984 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  Aus- 
tin, TX  78756 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Temple,  Tex,  Oct  18-19, 
1984.  Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite 
206,  Austin,  TX  78756 

TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Las  Vegas,  Oct  9-14,  1984.  Frank  J.  Gerow,  MD,  6560  Fan- 
nin #1034,  Houston,  TX  77030 
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WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Scotts- 
dale, Ariz,  Oct  25-27,  1984  Joyce  M Gullixson,  1 700  SW  Columbia, 
Portland,  OR  97201 

NOVEMBER 

■AMERICAN  COLLEGE  OF  PHYSICIANS:  NORTHERN  AND 
SOUTHERN  REGIONAL  MEETING,  Dallas,  Nov  1-2,  1984.  Robert  D. 
Bone,  MD,  FACP,  Medical  Arts  Clinic,  Box  841 , Corsicana,  TX  751 10 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Atlanta,  Nov  5-10,1 984 
Warren  Lang,  MD.  130  S 9th  St,  Suite  810,  Philadelphia.  PA  19107 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES, 
San  Diego,  Nov  4-9,  1 984.  Convention  Manager,  AMSUS,  PO  Box 
104,  Kensington,  MD  20895 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO, 
Guadalajara,  Jalisco,  Mexico,  Nov  14-17,  1984  Kevin  Walker,  810 
W Bethany  Home  Rd,  Phoenix,  AZ  85013. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans,  Nov  4-7,  1984. 
SMA,  PO  Box  1 90088,  Birmingham,  AL  35219 

■5TH  SOUTHWEST  ASSOCIATION  OF  HISPANIC  AMERICAN  PHY- 
SICIANS CONFERENCE,  El  Paso,  Nov  9-10,  1984.  Oscar  E.  Perez, 
MD,  125  W Hague,  Suite  340,  El  Paso,  TX  79902 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Nov  9-10,  1 984.  C. 
Lincoln  Williston,  1801  N.  Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Tyler,  Nov  1-2,  1984. 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  Aus- 
tin, TX  78756 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston,  Nov  9-1 1 , 1 984. 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  Aus- 
tin, TX  78756 

JANUARY 

AMERICAN  SOCIETY  FOR  PARENTERAL  AND  ENTERAL  NUTRI- 
TION, Miami  Beach,  Jan  21-24,  1985.  Donna  M Baudrau,  Meetings 
Manager,  ASPEN,  1025  Vermont  Ave,  NW,  Washington,  DC  20005 

MARCH 

■AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  San  Antonio,  March  28-30,  1985.  Elaine  Galasso, 
Executive  Secretary,  ASCPT,  1 718  Gallagher  Rdd,  Norristown,  PA 
19401 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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322  COLEMAN  STREET 

4HarIin,  76661 

TELEPHONE: 

POST  OFFICE  BOX  60 

(817)  883-3561 

GENERAL  SURGERY 

FAMILY  PRACTICE 

♦NEUROPSYCHIATRY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  PEDIATRICS 

S.  B.  Morrison,  M.D. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

William  Pickvance,  M.D. 

♦NEUROSURGERY 

INTERNAL  MEDICINE 

Barry  E.  Phillips,  M.D. 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

W F.  McKinley,  Jr,  M.D 

GENERAL  DENTISTRY 

♦DERMATOLOGY 

James  S.  Bussell,  M.D. 

G.  Glenn  Rose,  D.D.S. 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

C.  G.  Brown,  M.D 

* DENTISTRY  FOR  CHILDREN 

ADMINISTRATOR 

EYE,  EAR,  NOSE,  AND  THROAT 

T Brad  Willis,  D.D.S. 

J.  D.  Norris,  Jr. 

S.  W Hughes,  M.D 

RADIOLOGY 

ASSISTANT  ADMINISTRATOR 

ALLERGY 

J.  M Brown,  M.D,  F.A.C.R. 

W.  R.  Lux,  Jr. 

S.  W Hughes,  M.D. 

^PATHOLOGY 

DIRECTOR-COORDINATOR,  NURSING 

TRAUMATIC  AND  ORTHOPEDIC 

Ronald  E.  Henderson,  Jr.,  M.D. 

SERVICE 

SURGERY 

David  M.  McTaggart,  M.D. 

Diane  Howton,  R.N. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

S.  M.  Bunn,  Jr.,  M.D. 

DIRECTOR  OF  PATIENT  CARE 

CARDIOLOGY 

E.  B Morrison,  M.D. 

Marie  Kotch,  R.N. 

W.  F.  McKinley,  Jr.,  M.D 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

The  original  hospital  was  founded  by  Dr.  J. 

* Consultants 

W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 

THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M D , DAB  I M 
Charming  Woods,  M.D 

Richard  C.  Stone,  M D , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M D , I)  A B I M 
Cloyce  L Stetson,  Jr  , M.D.,  I)  A B I M 
David  S.  Sowell,  III,  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E Chcatum,  M.D.,  D A B I M , and  D A B.  Rhu, 
F.A.C.P.,  F.C.C.P. , Rheumatology 
W Mark  Armstrong,  M l)  , D A B.I.M. 

Sam  W Waters,  M D 

Steven  P Bowers,  MI)  , DAB  I M 

Elizabeth  M.  Polanco,  M.D. 

Robert  C.  Dinwiddie,  M D.,  Endocrinology  and  Diabetes 


RADIOLOGY 

Joe  B Caldwell,  M l)  , D.A.B.R. 

James  B.  Evans,  M I)  , D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

Constance  Shadwick,  M.D.,  D A B I) 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M I)  . D A B O 

OPHTHALMOLOGY 
James  M.  Copps,  M l).,  I)  A B O. 

R Roy  Whitaker,  M.D.,  D A B O 


OBSTETRICS  AND  GYNECOLOGY 
John  B.  Millet,  III,  M.D.,  D A. B O G , F.A.C.O.G 
Vernie  D.  Bodden,  M D , D.A.B.O.G.,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M D , D A B P , F A A P 
P E Luecke,  Jr  , M l).,  D A B P,  F.A.A  P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D  , D A B S.,  F.A.C.S. 
Charles  W Coleman,  M.D..,  D A B S. 

UROLOGY 

Harry  M.  Spence,  M.D  , D.A.B.U.,  F A C S 
William  H Hoffman,  M.D  , D.A.B.U.,  F A C S. 
Richard  B Dulany,  M D , D.A.B  U.,  F A C S. 


DENTISTRY  AND  DENTAL  SURGERY 
William  F.  Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D.,  Surgery 

B.  Celia  Slaughter,  M.D,  D A B P , F.A.A.P 

John  B Bourland,  M.D  , D A B O G. 

John  B.  Allen,  M.D.,  D A B I M 


COMPLETE 

LABORATORY 

DOCUMENTATION  ...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time10 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights' 4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE 

flurazepam  HCI/Roche 

References:  1.  Kales  J el  a I:  Clin  Pharmacol  Ther 

12  691-697,  Jul-Aug  1971  2.  Kales  A et  at:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  ai 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  ai.  Clin  Pharmacol  Ther  32:781  788,  Dec  1982 

5.  Frost  JD  Jr,  DeLucchl  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatl  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27  355-361, 
Mar  1977.  8 Zimmerman  AM:  Curr  Ther  Res 

13  18-22,  Jan  1971  9.  Amrein  R et  at  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatl  DJ 
et  al  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 

et  al  Pharmacology  26  121 -137  1983 


DALMANE"  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
pafienfs  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI,  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  tor  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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"Developing  anti-smoking  legislation  in 
Texas"  is  the  article  featured  on  this  month's 
cover.  Written  by  Alfred  McAlister,  PhD,  Sam 
A.  Nixon,  MD,  and  Curtis  Dickson,  ME,  the 
article  begins  on  page  33  An  accompanying 
editorial,  "Save  lives,  save  dollars — prevent 
smoking,"  written  by  Texas  Senator  Chet 
Brooks,  begins  on  page  6 


Coming  next  month 

Subjects  of  articles  scheduled  for  the  De- 
cember issue  of  Texas  Medicine  include 
fragmentation  of  subclavian  catheter  during 
insertion,  the  geriatric  evaluation  team,  and 
Texas  emergency  medical  services.  The 
Cancer  Series  article  features  the  treatment 
of  bone  disease  in  multiple  myeloma  with 
sodium  fluoride.  Also  included  in  the  next 
issue  is  a report  of  the  federal  workers'  dis- 
ability program  and  the  private  physician 
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Alcoholism  could  be  fatal. 
We  can  help  you  help 
your  patients. 

The  complications  and  consequences  of 
alcohol  addiction  are  numerous  and  often 
tragic.  Schick  Shadel’s  proven  treatment  pro- 
gram can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike  other  pro- 
grams that  rely  almost  entirely  on  psychiatric 
counseling,  ours  is  based  on  the  scientific 
concept  of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in  just 
10  days  of  counter-conditioning  treatments. 

Also,  our  treatment  plans  are  covered  by  most 
insurance  plans,  including  Medicare. 

Since  1935  we’ve  helped  more  than  35,000 
people  quit  drinking  and  lead  happier  lives. 


We  can  help  you  help  your  patients,  too. 

For  more  information,  contact  Chief 
of  Medical  Staff,  Dr.  Eck  G.  Prud’homme, 

Jr.,  M.D. 

Where  craving  for  alcohol  ends  and  a new  life 
begins. 


Schick 

Shade! 

Hospital 


4101  Frawley  Drive 
Fort  Worth,  Texas  76118 
(800)  255-9312 
in  Texas  (800)  772-7516 
D/FW  Metro  589-0444 
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Ybur  practice  deserves  the 

very  best  of  care. 

We  feel  it  deserves  a little  special  treatment.  After  all,  it’s  your  livelihood. 

Mail  the  coupon  to  discover  how  smoothly  your  practice  can  run.  Imagine  your 
bills  going  out  on  time  without  any  worry  or  bother  on  your  part  at  all.  Imagine 
insurance  claims  processed  without,  problems,  recall  notices  for  follow-up  care  issued 
automatically,  lists  of  patients  and  surgeries  provided  on  demand. 

Please  be  assured  that  we  won  t introduce  new  medical  management 
procedures  and  then  bid  you  a fast  farewell.  Our  method  is  to  diagnose  your  problems 
and  then  offer  consultations,  prescriptions  and  continual  support  to  solve  them. 

DIAGNOSES  Unlike  typical  computer  management  companies,  we  never 
start  by  presenting  a service  and  trying  to  shoehorn  it  into  your  medical  office. 

A p^- taylor]  We  start  by  asking  “What  do  you  really  need?”  ^ 

Next,  together,  we’ll  clarify  what  you  don’t  need.  Only  then  «■  v 

can  an  efficient,  cost-effective  program  be  chosen  for  your 
medical  office. 

CONSULTATIONS  In  plain  English,  not  computer  or 
management  jargon,  we’ll  explain  how  to  strengthen  your 
financial  control.  For  example,  we  can  help  you  design 
better  statements,  collection  notices,  and  routing  slips. 

Remember  that,  while  always  available,  we  do 
not  make  great  demands  on  your  time.  The  idea  is  to 
save  your  time.  Your  staff  will  be  free  to  devote 
more  time  to  patients  and  less  to  paperwork. 

PRESCRIPTIONS  We 
describe  only  what  you  really  need, 
daybe  it’s  a service  bureau  relationship 
d get  your  bills  out.  Maybe  it’s  your  own 

IBM  Personal  Computer.  Maybe  it’s  a sophisticated  in-office  system.  Maybe 
it’s  an  instant  hook  up  with  computers  at  Wausau  that  lets  you  launch 
a billing  cycle  without  addressing  an  envelope  or  licking  a stamp. 

PROGNOSES  Your  prognosis  should  be  excellent.  We  serve 
more  than  400  medical  offices  in  30  states,  and  they  are  reporting  results 
such  as:  “Swifter  cash  flow’.’  “Stronger  financial  control’.’  “No 
month’s  end  billing  rush’.’  “Improved  collection  rate’.’  “Reduced 
;;  number  of  lost  charges’.’  “Better  use  of  staff’.’ 

You  won’t  have  to  hire  more  people  to  achieve  these  goals. 
Nor  do  you  have  to  take  an  advanced  course  in  computer  technology. 
All  it  takes  is  willingness  on  your  part— plus  resources,  know-how, 
and  extra  care  on  ours. 

Why  not  give  your  practice  the  attention  it  deserves?  Mail  the 
coupon  or  phone  today  for  more  details. 


Rx  MAIL  WITHIN  10  DAYS 


Yes,  please  send  me  your  easy-to-use  Medical  Office  Management  Guide 
absolutely  free.  I understand  there’s  no  obligation. 


1 NAME 

I 
I 
I 
I 


CITY. 
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EDITORIAL 


Mental  health  laws  in  the  physician’s  office 

The  first  mental  hospital  was  built  in  the  United  States  more 
than  230  years  ago.  For  the  past  1 30  years,  mental  hospitals 
and  psychiatric  treatments  have  captured  the  attention  of 
courts  and  legislatures  as  the  rights  of  patients  and  the  role 
of  hospitals  have  been  slowly  defined.  With  all  physicians 
providing  some  mental  health  care  services,  an  understand- 
ing of  mental  health  law  and  the  needs  of  the  mentally  ill  will 
mean  better  care  for  patients  and  their  families. 

The  Texas  Mental  Health  Code  specifies  the  rights  of  our 
state’s  mentally  ill  residents  to  have  access — both  voluntarily 
and  involuntarily — to  needed  mental  health  treatment.  The 
original  code,  enacted  in  1 957,  was  rewritten  in  1 983  to  ac- 
commodate advances  in  patient  care  and  legal  theories.  This 
issue  contains  an  excellent  introduction  to  the  revised  code 
by  two  experienced  psychiatrists  who  are  well  versed  in  the 
day-to-day  problems  of  translating  legal  documents  into  pa- 
tient care.  Doctors  Knoll  and  Puryear  have  described  how 
the  code  should  operate  while  recognizing  the  variations  that 
occur  in  practice. 

No  longer  can  the  Mental  Health  Code  be  considered  im- 
portant only  to  psychiatrists  practicing  in  hospitals.  With  the 
“deinstitutionalization”  movement,  already  more  than  50%  of 
the  highest  risk  patients  receive  their  psychiatric  care  from 
primary  physicians.  Given  present  trends,  this  will  increase. 

The  original  move  away  from  traditional  long-term  care  for 
the  mentally  ill  in  asylums  was  due  to  major  developments  in 
psychotropic  medications  and  community-based  treatment. 
However,  shortages  of  psychiatric  resources — both  to  pay 
for  and  deliver  needed  services — means  many  disabled  pa- 
tients must  do  without.  Since  the  state's  current  budgetary 
crisis  is  occurring  during  rapid  population  growth,  these  prob- 
lems are  compounded.  Add  to  this  court  action  reducing 
state  hospital  admission  rates  and  lengths  of  stay  in  the 
names  of  “least  restrictive  treatment  alternative,”  and  the  re- 
sult is  many  mentally  ill  persons  residing  in  our  communities 
with  few  supporting  services  and  little  treatment  available  to 
them. 

To  highlight  the  problem,  a current  class  action  suit  against 
the  eight  state  mental  hospitals,  RAJ  v Miller,  has  the  poten- 
tial to  close  1 ,200  state  hospital  beds.  This  translates  into 
thousands  of  patients  who  will  be  looking  to  community 
MHMR  centers,  local  emergency  rooms,  and  physicians’ 
offices  for  care  that  will  no  longer  be  provided  in  the  state 
system. 

For  the  non-psychiatric  physician  this  means  you  will  see 
more  mentally  ill  patients  in  your  practice,  both  for  their 
mental  illness  and  for  somatic  complaints  which  may  mask 
mental  and  emotional  distress.  Patients  maintained  in  the 
community  on  psychotropic  medications  will  need  regular  su- 
pervision to  minimize  the  possibility  of  serious  medication 
complications  as  well  as  drug  abuse.  Particularly  troubling 
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will  be  those  chronic  mentally  ill  persons  who  have  little  hope 
for  a “cure”  and  require  significant  time  and  energy  to  attend 
to  the  lifetime  needs  of  these  patients  and  their  families. 

While  the  demands  and  shortages  are  unlikely  to  ease  in 
the  near  future,  it  is  possible  to  provide  care  and  treatment  if 
all  physicians  are  alert  to  the  early  signs  of  developing  men- 
tal or  emotional  disturbances,  and  recognize  the  need  for 
prompt  medical  intervention.  The  task  becomes  easier  once 
you  become  familiar  with  the  available  psychiatric  and  social 
resources,  and  develop  liaisons  with  community  MHMR  cen- 
ters, private  psychiatrists,  and  other  mental  health  service 
providers.  Knowledge  of  the  mental  illness  courts  and  the 
Mental  Health  Code's  emergency  detention  and  protective 
custody  procedures  are  valuable  when  one  is  faced  with  a 
patient  for  whom  voluntary  treatment  is  not  possible. 

A patient's  mental  health  is  inseparable  from  his  overall 
state  of  health.  Similarly,  despite  their  distinct  legal  status, 
mental  health  care  services  are  an  integral  part  of  general 
medical  care  delivery.  No  doubt  events  in  the  mental  health 
area  present  formidable  challenges  to  Texas  physicians,  but 
they  are  challenges  we  can  and  must  meet. 

Byron  L.  Howard,  MD 

Byron  L Howard,  MD,  4600  Samuell  Blvd,  Dallas,  TX  75228. 


Save  lives,  save  dollars — prevent  smoking 

Cost  containment  is  emerging  as  the  most  essential  objec- 
tive in  the  American  health  care  delivery  system  today. 

Smoking  prevention  and  cessation  are  two  vital  keys  to 
cost  reduction  and  promotion  of  a healthier  society.  It  is  a 
well-documented  fact  that  cigarette  usage  has  numerous 
harmful  effects  on  our  society,  both  in  the  general  health  sta- 
tus of  our  citizenry  and  the  tremendous  health  care  costs 
directly  attributed  to  smoking. 

Most  diseases  resulting  from  smoking  are  considered 
preventable  and  the  number  of  smoking-related  deaths  is  as- 
tounding. Take  lung  cancer,  for  example.  In  1 981 , the  Texas 
Department  of  Health  recorded  5,879  deaths  from  lung  can- 
cer and  estimated  that  4,409  of  those  could  be  attributed  to 
smoking. 

Clearly,  cigarette  smoking  is  one  of  the  most  serious  and 
preventable  health  problems  in  our  state,  especially  among 
our  younger  population.  We  must  work  hard  to  discourage 
smoking  among  adolescents,  expand  smoking  cessation 
efforts,  and  improve  public  policies  relating  to  tobacco  usage. 

Federal  and  state  policies  regarding  smoking  are  very 
contradictory.  Congress  continues  to  subsidize  tobacco  pro- 
duction, yet  mandates  the  specific  content  of  warning  notices 
on  cigarette  packages  and  prohibits  advertising  of  tobacco 
products  on  television.  Additionally,  Congress  recently  al- 
lowed the  cigarette  excise  tax  to  be  decreased  by  8 cents  per 
package  despite  research  studies  indicating  that  higher  ciga- 
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rette  prices  discourage  smoking.  In  Texas,  we  recently  raised 
the  state  cigarette  tax,  but  did  not  dedicate  any  of  the  gener- 
ated funds  for  health-related  programs  or  cancer  research. 

One  of  the  major  initiatives  to  improve  Texas'  smoking  poli- 
cies is  through  the  Legislative  Task  Force  on  Cancer  in 
Texas,  a 51  -member  group  established  this  year  by  House 
Speaker  Gib  Lewis.  I am  privileged  to  serve  on  the  task 
force's  executive  committee,  which  is  chaired  by  James 
Dannenbaum  of  Houston.  The  task  force  will  be  proposing 
recommendations  to  the  69th  Legislature  convening  in  Janu- 
ary 1985,  and  to  the  70th  Legislature  meeting  in  1987 
relative  to  cancer  prevention  and  other  cancer-related  ser- 
vices throughout  the  state. 

One  of  the  issues  of  highest  priority  to  the  Legislative  Task 
Force  on  Cancer  is  smoking  and  public  policy.  On  Sept  1 7 
the  task  force  adopted  an  array  of  legislative  recommen- 
dations aimed  at  reducing  the  impact  of  cancer  in  Texas. 
Following  are  some  of  the  recommendations  regarding  state 
smoking  policies: 

1 . Set  a goal  of  a teenage  smokeless  society  by  the  year 
2000. 

2.  Amend  the  state  law  to  prohibit  the  sale,  barter,  or  gift  of 
tobacco  to  persons  under  21  years  old. 

3.  Increase  the  cigarette  excise  tax  to  a total  federal  and 
state  tax  of  25  cents  per  package  as  a deterrent  to  smoking. 

4.  Enact  clean  indoor  air  legislation  which  would  prohibit 
smoking  in  all  public  buildings  and  places,  unless  specifically 
authorized  by  posted  notices. 

5.  Support  comprehensive  school  health  education  pro- 
grams in  grades  K-1 2,  with  special  emphasis  on  smoking 
prevention. 

6.  Amend  state  cigarette  tax  laws  to  dedicate  1 cent  per 
package  for  cancer  research  and  health  promotion. 

The  legislative  task  force  has  taken  a very  strong  and 
positive  stance  on  eliminating  smoking  in  Texas.  If  we  are 
going  to  successfully  reduce  cigarette  usage  in  our  state,  the 
Legislature  must  seriously  consider  the  task  force’s  pro- 
posals and  ensure  adequate  funding  for  smoking  prevention 
and  health  promotion  programs.  As  a member  of  the  Legis- 
lative Budget  Board  and  chairman  of  the  Senate  Committee 
on  Health  and  Human  Resources,  I am  keenly  aware  of  our 
state’s  limited  resources  for  program  expansion  and  our  dire 
need  for  comprehensive  health  education  services. 

One  logical  way  to  obtain  revenue  for  smoking  prevention 
efforts  is  through  dedication  of  cigarette  tax  dollars.  I strongly 
believe  we  should  dedicate  some  of  our  cigarette  tax  dollars 
for  expansion  of  health  promotion  programs.  Tax  revenue 
from  health  endangering  products  should  not  be  collected 
unless  a portion  of  the  funds  is  used  to  deter  their  usage. 

I hope  the  69th  Legislature  will  carefully  examine  our 
smoking  laws  and  dedicate  some  of  the  cigarette  excise  tax 
for  health-related  programs.  The  time  has  come  for  Texas  to 


alter  its  public  policies  about  smoking  and  to  take  dramatic 
steps  toward  encouraging  a smokeless  society.  By  expand- 
ing smoking  prevention  efforts,  we  can  reduce  the  incidence 
of  self-induced  diseases  and  decrease  expenditures  for 
health  care  services.  No  doubt  about  it,  smoking  prevention 
will  conserve  health  care  dollars  and  save  lives. 

Senator  Chet  Brooks 

Texas  Senate,  PO  Box  12068,  Austin,  TX  7871 1 

Acquired  immune  deficiency  syndrome  (AIDS)  is  not 
spread  by  casual  contact 

Since  the  first  reports  in  mid-1981  of  Pneumocystis  carinii 
pneumonia  (PCP)  and  Kaposi’s  sarcoma  (KS)  occurring  to- 
gether, a new  syndrome  called  acquired  immune  deficiency 
syndrome  (AIDS)  has  become  a nationwide  epidemic  (1  -3). 
It  was  soon  recognized  that  the  new  disease  consisted  of  a 
cellular-immune  dysfunction  that  predisposed  patients  to  un- 
usual infections  and  rare  types  of  cancer.  AIDS  is  defined  by 
the  Centers  for  Disease  Control  (CDC)  as  “.  . .a  disease,  at 
least  moderately  predictive  of  a defect  in  cell-mediated 
immunity,  occurring  in  a person  with  no  known  cause  for  di- 
minished resistance  to  that  disease.  Such  diseases  include 
Kaposi’s  sarcoma,  Pneumocystis  carinii  pneumonia,  and  se- 
rious opportunistic  infections  (4).”  The  opportunistic  infec- 
tions are  caused  by  such  varied  organisms  as  Candida  al- 
bicans, cytomegalovirus,  herpes  simplex,  Cryptococcus 
neoformans,  Histoplasma  capsulatum,  Mycobacterium 
avium-intracellulare,  Toxoplasma  gondii,  Legionella  orga- 
nisms, Cryptosporidium,  and  isospora  (5). 

Following  initial  reports  of  AIDS  among  male  homosex- 
uals, cases  were  reported  among  women  drug  abusers, 
patients  with  hemophilia,  male  prisoners,  women  partners  of 
men  with  AIDS,  immigrants  from  Haiti,  infants  born  to  drug- 
addicted  mothers  and  Haitian  mothers,  and  children  from 
high-risk  families.  Homosexual  or  bisexual  men  make  up 
72%  of  the  patients  being  reported  to  the  CDC,  intravenous 
drug  users  make  up  15%,  and  the  remaining  10%  are  dis- 
persed among  the  other  groups.  Fifty-seven  percent  of  cases 
occur  among  whites,  27.8%  among  blacks,  and  14.2% 
among  Hispanics.  Almost  50%  of  reported  cases  are  from 
New  York  State  (44%  from  New  York  City),  20%  from  Califor- 
nia (San  Francisco  and  Los  Angeles),  7%  from  New  Jersey, 
and  6.7%  from  Florida.  During  the  first  year  after  diagnosis, 
40%  of  patients  die  regardless  of  therapy. 

The  etiology  of  AIDS  is  unknown,  but  epidemiologic  data 
reported  in  the  literature  suggest  a transmissible  agent, 
probably  a virus.  The  viruses  suggested  include  cytomegalo- 
virus (CMV),  Epstein-Barr  virus  (EBV),  herpes  simplex  virus 
(HSV),  and  human  T-cell  lymphotropic  retroviruses  (HTLV) 
(6).  The  first  three  of  these  viruses  (CMV,  EBV,  and  HSV), 
are  members  of  the  herpes  family  of  DNA  viruses,  many  of 
which  cause  cancers  in  different  animal  species,  probably 
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including  humans  (7).  CMV  has  been  associated  with  KS  for 
many  years  (8)  and  its  prevalence  and  method  of  transmis- 
sion among  male  homosexuals  is  known  (9).  EBV  infects  B- 
lymphocytes,  whereas  the  cellular  immune  defect  of  AIDS  is 
one  of  the  T-lymphocytes  (7). 

After  a cell  system  was  developed  for  the  reproducible  de- 
tection of  HTLV  (10),  HTLV-III  was  isolated  from  a total  of  48 
persons,  including  1 8 of  21  patients  with  pre-AIDS,  26  of  72 
patients  with  AIDS,  and  one  of  22  normal  male  homosexuals. 
No  HTLV-III  was  isolated  from  1 1 5 normal  heterosexual  sub- 
jects (11).  Antibodies  against  HTLV-III  antigens  were  de- 
tected in  specimens  from  88%  of  patients  with  AIDS  and  from 
79%  of  homosexual  men  with  pre-AIDS,  but  from  less  than 
1%  of  heterosexual  subjects  (12).  Some  authors  considered 
the  introduction  of  a new  infectious  agent  (virus)  more  com- 
patible with  the  etiology  of  the  disease  than  any  previously 
known  agent  (13). 

If  a virus  is  eventually  proven  to  be  a prerequisite  factor  in 
the  etiology  of  AIDS,  other  risk  factors  related  to  lifestyle  hab- 
its will  also  undoubtedly  be  involved.  These  other  factors  will 
render  a particular  individual  susceptible  to  the  full  clinical 
manifestations  of  AIDS.  There  is  consistent  evidence  that 
these  factors  will  include  a number  of  different  sexual  con- 
tacts; previous  parasitic,  viral,  and  venereal  diseases; 
selected  sexual  practices;  and  use  of  illicit  drugs  taken  either 
orally,  by  inhalation,  or  by  intravenous  injection  (1 4).  One  or 
more  of  these  factors  may  be  amenable  to  social  change 
which  could  allow  prevention  of  AIDS  before  a vaccine  be- 
comes available. 

The  groups  affected  by  AIDS  suggest  person-to-person 
transmission  through  sexual  contact  regardless  of  sexual  ori- 
entation. AIDS  among  infants  born  to  high-risk  mothers 
suggest  vertical  transmission  via  shared  placental  blood,  and 
AIDS  among  groups  who  share  dirty  needles  also  suggests 
transmission  through  blood  or  close  and  intimate  contact.  As 
of  this  writing  there  are  no  reports,  even  anecdotal,  in  the 
scientific  literature  that  suggest  transmission  can  occur  by 
casual  contact,  through  food  preparation  or  service,  or  by  a 
one-time  exposure.  There  is  no  suggestion  of  transmission 
by  airborne  spread.  Absence  of  cases  among  friends,  rela- 
tives, and  co-workers  of  AIDS  patients  provides  additional 
evidence  that  spread  does  not  occur  by  casual  contact  (15). 

Transmission  of  AIDS  has  a pattern  similar  to  that  of  hepa- 
titis B virus,  which  is  also  transmitted  sexually  and 
parenterally  (16).  This  suggests  that  AIDS  may  be  transmit- 
ted by  blood,  tissue,  and  secretions  or  excretions  that  may 
contain  blood  (or  the  virus),  such  as  semen,  urine,  and  stool. 
Precautions  should  attempt  to  reduce  exposure  to  these 
body  fluids  (6);  guidelines  for  handling  hepatitis  B infections 
appear  to  be  satisfactory  for  preventing  the  spread  of  AIDS 
(6,16).  Guidelines  for  handling  laboratory  specimens  from 
patients  known  or  thought  to  have  AIDS  have  also  been  pub- 
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lished  recently  (17).  These  guidelines  include  suggestions 
for  protective  clothing  and  personal  hygiene,  specimen  han- 
dling and  labeling,  specimen  collection  and  processing, 
cleaning  of  spills,  disposal,  and  surveillance  and  control. 
Guidelines  were  developed  to  address  two  main  concerns: 
the  potential  transmissibility  of  a putative  AIDS  agent  and  the 
transmission  of  opportunistic  pathogens. 

In  summary,  there  is  no  evidence,  even  anecdotal,  that 
transmission  of  AIDS  can  occur  through  casual  contact,  one- 
time exposure,  or  airborne  spread.  There  are  no  bona  fide 
cases  in  which  hospital  personnel  acquired  AIDS  from  con- 
tact with  infected  patients  or  laboratory  samples  (18). 
Patients  with  certain  opportunistic  infections  should  be  iso- 
lated, and  their  secretions  and  excretions  should  be  handled 
according  to  the  communicability  of  the  specific  infection. 

Guy  R.  Newell,  MD 

Chairman,  Department  of  Cancer  Prevention  and  Professor  of 

Epidemiology.  The  University  of  Texas  M.D.  Anderson  Hospital  and  Tumor 

Institute,  Texas  Medical  Center,  Houston,  TX  77030. 
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TMA  IN  ACTION 

Executive  Board  supports 
AMA  lawsuit 

During  its  September  meeting  in  Aus- 
tin, the  Texas  Medical  Association 
Executive  Board  supported  and  com- 
mended the  American  Medical  Asso- 
ciation in  a lawsuit  challenging  the 
constitutionality  of  Medicare  provisions 
of  the  Deficit  Reduction  Act  of  1 984. 

The  TMA  Board  of  Trustees  ex- 
pressed its  willingness  to  award  finan- 
cial support  to  the  AMA,  if  needed. 

“These  actions  are  consistent  with 
long-established  TMA  policies.  They 
exhibit  our  concern  that  the  responsi- 
bility for  provision  and  receipt  of  medi- 
cal care  is  an  individual  one  involving 
the  physician  and  the  patient  in  a care- 
fully planned  private  relationship,  unfet- 
tered as  much  as  possible  by  any  third- 
party  regulatory  intervention,”  George 
Alexander,  MD,  said  in  a letter  to  the 
membership  following  the  Executive 
Board  meeting. 

The  provisions  in  question  call  for  a 
reimbursement  freeze  and  establish 
“participating”  and  "nonparticipating” 
classes  of  physicians. 

Participating  physicians  must  accept 
assignments  in  100%  of  all  Medicare 
cases.  Nonparticipating  physicians  bill 
the  patient  directly  for  services  ren- 
dered, or  accept  an  assignment  and 
submit  a claim  to  the  fiscal  intermedi- 
ary, on  a case-by-case  basis. 

As  Texas  physicians  faced  the  dead- 
line for  classifying  themselves,  the 
board  encouraged  TMA’s  membership 

. . to  continue  to  render  professional 
services  and  care  to  their  Medicare  pa- 
tients, as  they  have  done  in  the  past, 
and  as  they  are  doing  at  this  time.” 

In  announcing  the  suit,  John  J. 

Coury,  MD,  chairman  of  the  AMA  Board 
of  Trustees,  said,  “The  AMA  believes 
that  the  amendments  will  deny  Medi- 
care beneficiaries  the  ability  to  select 
the  physician  from  whom  they  will  re- 
ceive care. 


“In  addition,  the  legislation  freezes 
nonparticipating  physicians’  fees  to 
Medicare  patients  until  Oct  1 , 1 985. 

This  singles  out  nonparticipating  phy- 
sicians, alone  among  all  segments  of 
our  society,  for  price  controls. 

“The  AMA  is  concerned  that  this  leg- 
islation will  seriously  jeopardize  the 
availability,  access,  and  complete  deliv- 
ery of  medical  services  to  the  American 
people,"  he  said. 

At  press  time,  the  AMA  was  awaiting 
the  outcome  of  a second  legal  action, 
an  application  for  a preliminary  injunc- 
tion to  stay  the  Oct  1 deadline  for  physi- 
cians to  make  participating  and  non- 
participating decisions. 

Patient’s  welfare  is  first, 

Dr  Boyle  tells  conferees 

“The  welfare  of  the  patient  shall  be  first, 
not  allowing  for  economics,  politics, 
race,  religion,  or  any  other  circum- 
stance to  take  precedence,”  AMA  Pre- 
sident Joseph  F.  Boyle,  MD,  Los 
Angeles,  told  the  audience  at  TMA’s 
Update  on  Issues  in  Medicine. 

The  update  was  the  highlight  of 
TMA’s  Fall  Conference  Sept  14-16  in 
Austin. 

Dr  Boyle’s  address  was  titled,  “We 
Really  Care!  Enhancing  the  Lives  of 
Those  We  Touch.” 

He  commented  that  the  1 5-month  fee 
freeze  imposed  by  recent  Medicare 
regulations  implies  that  “doctors  can  be 
bought.” 

Referring  to  the  AMA's  intention  to 
file  a lawsuit  challenging  the  constitu- 
tionality of  recent  Medicare  amend- 
ments, he  promised,  “We  will  pursue 
that  lawsuit  vigorously.”  The  remark 
brought  loud  applause  from  the  audi- 
ence, which  filled  the  hotel’s  ballroom  to 
capacity. 

Joining  Dr  Boyle  on  the  Saturday, 
Sept  1 5,  program  at  the  Hyatt  Regency 
Austin  were  Alan  R.  Nelson,  MD,  Salt 
Lake  City,  a member  of  the  AMA  Board 
of  Trustees,  and  James  S.  Todd,  MD, 
Ridgewood,  NJ,  president  of  the  Physi- 
cians Insurers  Association  of  America. 


During  his  talk  on  “Increasing  Com- 
petition and  Government  Regulation  of 
Reimbursement,”  Dr  Nelson  offered  six 
steps  to  overcome  too  much  govern- 
ment regulation: 

1 . Take  the  government  to  court  and 
win  in  the  upcoming  lawsuit  that  chal- 
lenges recent  Medicare  regulations; 

2.  Proceed  with  the  work  of  securing 
indemnity  coverage  as  an  alternative  to 
the  government’s  “usual,  customary, 
and  reasonable”  fee  schedules; 

3.  Resist  the  use  of  a national  fee 
schedule; 

4.  Pursue  state,  not  federal,  solutions 
to  malpractice  problems; 

5.  Have  credibility  with  the  public  and 
assure  that  fees  are  reasonable;  and 

6.  Tell  the  public  about  the  good  we 
do. 

“We  have  some  big  jobs  and  some 
good  scraps  ahead  of  us,”  Dr  Nelson 
concluded. 

Dr  Todd  advised  the  audience 
on  “Professional  Liability  Risk 
Management.” 

“The  key  to  risk  management ...  is 
the  physician-patient  relationship,”  he 
said. 

If  a doctor’s  patients  number  200, 
that  is  “a  huge  pool  from  whom  com- 
plainants can  evolve.” 

The  physician  who  has  a good  rela- 
tionship with  his  patients  has  “little  to 
fear,”  he  continued. 

“The  greatest  asset  in  risk  manage- 
ment is  an  awareness  that  we,  as  phy- 
sicians, are  a significant  part  of  the 
problem,  and  in  the  absence  of  sym- 
pathy from  the  public,  will  have  to  be 
the  principal  force  in  its  amelioration,” 
he  said. 

The  fall  conference  program  also  in- 
cluded committee,  council,  and  board 
meetings,  and  continuing  education 
courses. 

Registration  topped  1 ,000,  repre- 
senting an  increase  of  more  than  200 
physicians  and  guests  over  the  1 983 
program. 
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Annual  Session  will  focus  on 
“Today’s  Health  Care  Team’’ 

The  theme  of  Texas  Medical  Associa- 
tion’s Annual  Session,  “Physician  and 
Patient — Today’s  Health  Care  Team,” 
emphasizes  the  responsibilities  of  both 
doctor  and  patient  in  achieving  and 
maintaining  good  health. 

The  session  takes  place  May  8-12, 
1985,  in  San  Antonio. 

Scientific  programs  will  stress  the 
patient’s  role  in  pursuing  a healthy  life- 
style: immunizations,  accident  preven- 
tion, and  proper  utilization  of  health  fa- 
cilities, as  well  as  the  physician’s  role  in 
guiding  health  planning  through  sen- 
sitive, responsive  approaches  to  the 
patient’s  needs  and  concerns. 

Two  new  programs  will  be  offered 
during  the  1 985  session.  The  Advanced 
Trauma  Life  Support  Provider  Course 
will  include  a series  of  1 2 lectures  and  a 
dog  lab.  It  will  be  held  at  The  University 
of  Texas  Health  Science  Center,  Satur- 
day, May  1 1 , 7:30  am  to  5 pm,  and 
Sunday,  May  1 2,  8 am  to  5 pm.  The 
course  will  cost  approximately  $350 
and  there  is  a maximum  enrollment  of 
16.  Registration  information  will  be  sent 
to  the  membership  in  February. 

The  Symposium  on  Physician  Man- 
power, sponsored  by  the  Council  on 
Medical  Education,  will  be  held  Wed- 
nesday, May  8,  from  I to  4:30  pm. 
Symposium  speakers  will  discuss  phy- 
sician manpower  on  the  national  and 
state  levels,  and  its  effect  on  medical 
education,  access  to  health  care,  prac- 
tice patterns,  and  related  issues.  Ad- 
vance registration  is  not  necessary. 

Beaumont  hospital  gains 
CME  accreditation 

Texas  Medical  Association’s  Commit- 
tee on  Continuing  Education  has  ac- 
credited Baptist  Hospital  of  Southeast 
Texas,  Beaumont,  giving  the  hospital 
the  authority  and  responsibility  to  pro- 
vide programs  for  credit  under  Cate- 
gory I of  the  AMA  Physician's  Recogni- 
tion Award. 

As  a new  applicant,  the  hospital  re- 
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ceived  provisional  accreditation  for  two 
years. 

A survey  team  visited  the  hospital 
last  spring  to  evaluate  its  continuing 
medical  education  program,  and  for- 
warded its  recommendation  to  the 
Committee  on  Continuing  Education. 
The  committee  approved  the  recom- 
mendation for  accreditation  during  its 
September  meeting. 

Survey  teams  measure  applicants’ 
continuing  education  programs  against 
seven  “Essentials,”  which  outline  stan- 
dards for  accredited  institutions. 

TMA  established  its  program  for  ac- 
creditation of  continuing  medical  edu- 
cation in  Texas  in  1979.  The  program 
fosters  and  encourages  the  develop- 
ment of  quality  continuing  medical 
education  by  hospitals  and  medical 
societies  throughout  the  state.  The 
Committee  on  Continuing  Education 
has  accredited  17  hospitals  and  two 
specialty  societies,  which  vary  greatly 
in  size  and  level  of  activity.  Active  hos- 
pital staffs  in  the  institutions  number 
from  15  to  more  than  500  physicians. 
Some  institutions  offer  only  monthly  ac- 
tivities, and  others  offer  both  weekly 
and  monthly  activities. 

For  further  information  on  the  ac- 
creditation program,  contact  the  TMA 
Department  of  Education  and  Re- 
search, 1801  N Lamar  Blvd,  Austin,  TX 
78701. 

HEALTH  LINE 

TDH  sets  policy 
on  DTP  vaccines 

The  Texas  Department  of  Health  has 
adopted  a new  policy  for  distribution  of 
childhood  vaccines  to  private  and  pub- 
lic health  care  providers.  According  to 
Commissioner  of  Health  Robert  Berns- 
tein, MD,  the  health  department  was 
notified  by  the  manufacturers  of  diph- 
theria, tetanus,  and  pertussis  (DTP) 
vaccines  that  the  price  of  a vial  of  DTP 
was  increasing  from  $1 .60  to  $42.  Dr 
Bernstein  estimates  that  the  depart- 


ment will  have  to  spend  an  additional 
$1 .8  million  to  vaccinate  public  clinic 
patients  in  1985. 

To  assure  appropriate  distribution  of 
vaccines  and  achieve  maximum  cost 
effectiveness,  the  Texas  Department  of 
Health  has  issued  the  following  policy 
statements: 

1 . Private  physicians  and  private 
clinics  receiving  public  vaccines  prior  to 
Sept  1 , 1 984,  may  continue  to  do  so. 
The  health  department  notes  that  while 
an  administration  charge  is  permissible, 
no  charge  for  these  vaccines  is  allow- 
able. The  vaccine  is  intended  for  ad- 
ministration to  patients  with  financial 
hardships. 

2.  No  additional  physicians  will  be 
provided  public  vaccines  unless  the 
department  issues  a revised  policy 
statement  for  statewide  distribution. 

3.  Exceptions  to  these  statements 
include  all  categories  of  Early,  Periodic, 
Screening,  Diagnostic,  and  Treatment 
providers,  hospitals  (for  employee  and 
postpartum  vaccination  programs),  and 
state  agencies  for  employee  and  pa- 
tient administration.  In  addition,  vac- 
cines are  provided  to  support  special 
school  and  community  vaccination 
programs. 

4.  Vaccines  are  not  provided  to  mili- 
tary organizations. 

“We  regret  having  to  implement 
these  restrictions  but  we  are  faced  with 
having  to  prioritize  our  needs  and  as- 
sure the  most  equable  distribution 
system  possible,”  said  Dr  Bernstein. 

Research  council  conducts 
study  on  cyclamates 

Reevaluating  the  data  on  cyclamates, 
the  Food  and  Drug  Administration 
(FDA)  has  asked  scientists  to  conduct 
another  study  of  the  product. 

Cyclamate  dominated  the  artificial 
sweetener  market  in  the  1 950s  and 
1 960s.  When  a single  rat  study  in 
Canada  indicated  that  the  sweetener 
caused  bladder  tumors,  the  FDA  ban- 
ned its  use  in  1 970.  This  study  later  was 
criticized  by  the  American  Statistical 
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Association  and  American  Society  of 
Toxicologists,  which  cited  statistical  fal- 
lacies and  biased  methodology. 

Based  on  an  internal  study  com- 
pleted in  April  1984,  the  FDA  issued  a 
report  finding  “very  little  credible  data" 
that  cyclamate  causes  cancer  in  ani- 
mals. The  report  concludes  that  “no 
newly  discovered  toxic  effects  of  cycla- 
mates  are  likely  to  be  revealed  if  addi- 
tional standardized  studies  were 
performed.” 

However,  at  the  request  of  the  FDA, 
the  National  Research  Council  is  con- 
ducting an  independent  assessment  of 
cyclamate.  The  council’s  review  will  be 
completed  in  March  1985. 

Parkinson’s  disease  explained 
in  Spanish  booklet 

Each  year,  more  than  50,000  new 
cases  of  Parkinson’s  disease  are  diag- 
nosed. A new  booklet,  “Parkinson’s 
Diseases — Information  for  Patient  and 
Family,”  is  available  for  Spanish  speak- 
ing people.  The  booklet,  published  by 
the  National  Parkinson  Foundation, 
provides  information  on  family  support, 
Parkinson’s  patient  support  groups, 
general  advice,  and  helpful  hints  on  nu- 
trition and  exercise. 

According  to  the  foundation,  treat- 
ment programs  are  designed  for  the 
individual  patient.  Most  Parkinson’s  pa- 
tients can  expect  a more  productive  life 
through  the  use  of  appropriate  medica- 
tion and  therapy. 

For  a free  copy  of  the  booklet,  “Par- 
kinson’s Disease — Information  for 
Patient  and  Family,”  write  the  National 
Parkinson  Foundation,  1501  NW9th 
Ave,  Bob  Hope  Rd,  Miami,  FL  331 36; 
phone  1(800)327-4545. 

Program  encourages  students 
to  pursue  research  careers 

The  National  Institutes  of  Health  (NIH) 
and  the  Howard  Hughes  Medical  Insti- 
tute (HHMI)  have  begun  a program  to 
encourage  biomedical  research  and  in- 
crease the  flow  of  new  physicians  into 
research  careers. 


The  program  will  choose  30  medical 
students  a year  for  six  months  to  a year 
of  research  under  the  guidance  of  NIH 
scientists.  The  first  group  of  students 
will  enter  the  program  in  the  fall  of 
1985. 

“It  is  expected  that  this  early  ex- 
posure to  the  excitement  and  intellec- 
tual challenge  of  research — after  the 
second  year  of  medical  school — will 
encourage  more  medical  students  to 
undertake  careers  in  biomedical  re- 
search,” said  Donald  S.  Fredrickson, 
MD,  president  of  the  Hughes  Medical 
Institute. 

NIH  and  HHMI  will  cooperate  on  se- 
lection of  students,  counseling,  teach- 
ing, and  interaction  with  students  when 
they  return  to  their  home  institutions. 

SOCIOECONOMICS 

Texans  rate  doctors  first 
for  honesty,  ethical  standards 

With  almost  90%  of  respondents  giving 
them  high  marks,  doctors  are  the  most 
honest  and  ethical  of  12  professions, 
according  to  “The  Texas  Poll  Report.” 

“The  Texas  Poll  Report”  is  a quar- 
terly summary  of  the  significant  findings 
of  the  Texas  Poll,  a statewide  opinion 
survey  conducted  by  Texas  A&M  Uni- 
versity and  sponsored  by  Harte-Hanks 
Communications,  Inc. 

Asked,  "How  would  you  rate  the  hon- 
esty and  ethical  standards  of  people  in 
these  different  fields — very  high,  high, 
low,  very  low?”  87%  of  the  respondents 
ranked  medical  doctors  “very  high”  and 
“high.” 

Clergymen  were  second,  with 
83%  perceiving  them  as  having  "very 
high”  or  "high”  honesty  and  ethical 
standards. 

Labor  union  leaders  were  at  the  bot- 
tom of  the  scale,  with  29%  giving  them 
high  marks.  Another  58%  rated  union 
leaders’  ethics  as  low  or  very  low. 

The  other  professions  and  the  per- 
centage of  high  and  very  high  marks 
they  received  were:  college  teachers, 


81%;  policemen,  73%;  bankers,  67%; 
business  executives,  58%;  Congress- 
men, 53%;  state  political  officeholders, 
53%;  TV  reporters,  commentators, 

52%;  local  political  officeholders,  51%; 
and  lawyers,  50%. 

Dr  Brindley  is  interim  director 
of  Board  of  Medical  Examiners 

G.  Valter  Brindley,  MD,  Temple,  is  serv- 
ing as  interim  executive  director  of  the 
Texas  State  Board  of  Medical  Ex- 
aminers (TSBME)  following  the  resig- 
nation of  A.  Bryan  Spires,  Jr,  MD. 

Dr  Spires  resigned  Aug  31 , 1984,  to 
accept  an  academic  position  at  Texas 
Tech  School  of  Medicine,  Lubbock,  and 
Dr  Brindley’s  appointment  was  effective 
Sept  1 . 

Dr  Brindley  is  a member  of  The  Uni- 
versity of  Texas  Medical  Branch  De- 
velopment Board  and  the  American 
Hospital  Association  Board  of  Trustees. 
He  is  chairman  of  AMA's  Regional  Ad- 
visory Board  for  Southwestern  States. 

He  is  a past  president  of  Scott  and 
White  Clinic  Board  of  Directors  and  a 
former  vice-president  of  the  Scott  and 
White  Memorial  Hospital  Board  of 
Trustees.  He  was  a member  of  the  Gov- 
ernor’s Coordinating  Board,  Texas 
College  and  University  System,  for  14 
years. 


G.  Valter  Brindley,  MD,  Temple,  has  agreed  to 
serve  as  interim  executive  director  of  the  Texas 
State  Board  of  Medical  Examiners. 
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I compared  Disability  Insurance  . . . 
I did  not  switch. 


I found  that  my 

Texas  Medical  Association 

Long  Term  Disability  Insurance 
SERVES  ME  BEST!  A 


It  offers  SOLID  PROTECTION  for  Long  Term  TOTAL  and  PARTIAL  disability.  I found 
no  need  to  spend  money  on  options  for  my  disability  coverage. 


The  low  cost  of  TMA’S  SOLID  PROTECTION  enables  me  to  purchase  a larger  monthly 
benefit.  This  means  that  should  I become  totally  disabled,  the  larger  monthly  benefit  is 
THEN  payable.  No  waiting  for  “IF”  and  “WHEN”  optional  benefits  to  become  effective 
should  my  disability  be  lengthy. 


My  larger  monthly  benefit  for  total  disability  enhances  the  value  of  my  benefit  for  long 
term  partial  disability.  It’s  simple  . . . Payments  for  partial  disability  are  a percentage  of 
the  monthly  benefit  for  total  disability. 


With  these  proven  facts,  my  next  move  is  to  apply  to  increase  my 
monthly  benefit  to  TMA’s  new  $7000  maximum. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

1901  N.  Lamar  Blvd.  Austin,  Texas  78705  1-800-252-9318 


Pmdentm! 

Group  Insurance 
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It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped.  J 


In  fact 
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When  you  give  to  United 
Way.  your  money  works  for  you  at 
home.  It  goes  info  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 
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On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vasculardisease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


1S0PTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  A V block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
m ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block  3rd  degree  (0  8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCl)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

O KNOLL  PHARMACEUTICAL  COMPANY 

knoll  30  NORTH  JEFFERSON  ROAD.  WHIPPANY  NEW  JERSEY  07Q81 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 


“I  know  (Dr  Brindley)  will  be  most 
helpful  in  assisting  the  board  in  accom- 
plishing its  duty  in  assuring  that  the 
people  of  our  state  have  the  very  best 
medical  care  available  to  them,”  said 
Carlos  D.  Godinez,  MD,  McAllen, 
TSBME  president. 

Patients  spend  less  time 
in  Texas  hospitals 

Blue  Cross  and  Blue  Shield  of  Texas  re- 
ports that  both  Medicare  patients  and 
private  patients  are  spending  less  time 
in  Texas  hospitals. 

The  state's  Medicare  carrier  said  that 
the  average  length  of  stay  for  Medicare 
patients  has  dropped  by  slightly  more 
than  one  day.  In  December  1 983,  the 
length  of  stay  was  9.5  days,  and  in  July 
1984,  the  figure  dipped  to  8.4  days. 

Texas  figures  are,  however,  higher 
than  national  figures.  Nationally,  Medi- 
care patients  spend  an  average  of  7.5 
days  in  the  hospital,  according  to  the 
US  Department  of  Health  and  Human 
Services.  In  the  previous  fiscal  year,  the 
national  average  length  of  stay  for 
Medicare  patients  was  9.5  days.  Thus, 
the  figures  reflect  a reduction  of  two 
days,  or  21  %,  in  the  average  length  of 
stay.  The  American  Hospital  Associa- 
tion has  reported  a similar  trend. 

The  downswings  have  been  at- 
tributed in  part  to  the  prospective 
pricing  system  and  diagnostic  related 
groups. 

In  the  private  sector,  the  Texas  Blues 
report  that  the  lengths  of  stay  for  indi- 
viduals covered  under  its  regular  poli- 
cies have  declined  from  6.5  to  6 days. 

In  addition  to  dwindling  lengths  of 
stay,  hospitals  face  low  Medicare  hospi- 
tal payments  in  fiscal  1985. 

A proposed  increase  of  approxi- 
mately 4%  is  regarded  as  inadequate 
and  unfair  by  hospitals  and  some 
Congressmen. 

Some  national  authorities  predict 
that  many  hospitals  face  a struggle  to 
remain  in  business,  and  that  as  many 
as  1 ,000  hospitals  may  close  their 
doors  after  the  DRG  program  is  fully  im- 


plemented in  1986.  Teaching  hospitals 
in  depressed  urban  areas  are  espe- 
cially at  risk,  they  say. 

Public  health  committee  opposes 
controls  for  hospitals,  physicians 

The  Texas  House  of  Representatives 
Committee  on  Public  Health  has 
adopted  a recommendation  that  the 
state  should  not  attempt  to  control  the 
fees  of  hospitals  or  physicians. 

The  recommendation  will  be  part  of 
the  committee's  interim  report  to  the 
Legislature. 

The  public  health  committee  s Sub- 
committee on  Cost  Containment  con- 
cluded that,  while  the  cost  of  medical 
care  is  a problem  in  Texas,  there  is  little 
that  additional  state  regulation  could  do 
to  reduce  costs. 

During  its  meeting  Sept  14,  the  Com- 
mittee on  Public  Health  also  considered 
recommendations  from  subcommittees 
studying  psychologists,  alcoholism  in 
women,  and  alternative  treatments. 

The  Subcommittee  on  Health  Profes- 
sionals inherited  the  controversial  issue 
of  whether  the  Mental  Health  Code 
should  be  amended  to  allow  trained 
psychologists  to  sign  one  of  the  two 
medical  certificates  needed  to  initiate 
involuntary  court-ordered  treatment. 
The  committee  adopted  the  subcom- 
mittee recommendation  that  no  change 
be  made  in  the  law. 

TMA  vigorously  opposed  efforts  to 
make  this  change  during  the  last  ses- 
sion, and  provided  considerable  testi- 
mony during  the  interim  study. 

The  Subcommittee  on  Alcoholism 
recommended  legislation  to  increase 
physician  training  in  the  identification, 
early  intervention,  and  treatment  of  al- 
cohol abuse.  The  subcommittee  also 
suggested  that  health  insurance  cover 
alcohol  abuse  and  drug  dependence  at 
the  same  level  as  other  illnesses. 

The  subcommittee  further  recom- 
mended more  appropriations  to  the 
Texas  Commission  on  Alcoholism  to 
develop  and  expand  residential  treat- 
ment services  for  women  and  their 


children,  provide  vocational  training, 
and  implement  public  information  and 
education  programs  to  remove  the 
stigma  of  alcoholism  in  women,  and  to 
warn  women  of  the  harmful  effects  of 
alcohol  to  themselves  and  their 
children. 

The  committee  adopted  all  of  the 
recommendations. 

The  Subcommittee  on  Acupuncture, 
Chelation  Therapy,  and  Human  Ecol- 
ogy made  no  recommendations  for 
further  legal  recognition  of  these  alter- 
native care  modalities. 

CAPITAL  COMMENTS 

House  nixes  use  of  heroin 
for  control  of  pain 

The  US  House  of  Representatives 
overwhelmingly  defeated  legislation 
which  would  have  made  heroin  avail- 
able for  pain  control  in  the  terminally  ill. 

The  Compassionate  Pain  Relief  Act, 
HR  5290,  was  defeated  355-55  on  Sept 
20.  The  Texas  Medical  Association,  the 
American  Medical  Association,  and  the 
Reagan  administration  opposed  the  bill 
sponsored  by  Rep  Henry  Waxman  (D- 
Calif),  chairman  of  the  health  sub- 
committee of  the  House  Energy  and 
Commerce  Committee. 

TMA  objected  to  the  bill  because  al- 
ternative drugs  are  available,  which 
provide  equal  or  greater  relief  from 
pain.  TMA  also  expressed  concern 
that  the  legislation  would  create  a 
precedent  for  Congress  to  circumvent 
the  new  drug  approval  process  ad- 
ministered by  the  Food  and  Drug 
Administration. 

TMA’s  position  on  the  bill  was  com- 
municated to  Texas  congressmen  in  a 
letter  from  William  T.  Hill,  MD,  Houston, 
chairman  of  the  Council  on  Scientific 
Affairs,  and  Robert  B.  Crouch,  MD, 
Houston,  federal  liaison  for  the  Council 
on  Legislation.  Other  physicians  con- 
tacted their  congressmen  directly  to 
oppose  the  bill. 

Texas  Congressmen  Jack  Fields  (R- 
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Humble),  Sam  Hall  (D-Marshall),  and 
Tom  Vandergriff  (D-Arlington)  were 
among  the  early  opponents  of  the  bill. 
However,  most  Texas  congressmen 
had  indicated  their  opposition  before 
the  vote.  Only  Congressman  Ron  Paul 
(R-Lake  Jackson)  voted  in  favor  of  the 
bill. 


Portrait  of  Senator  Wilson  to  hang 
in  Capitol’s  Senate  Chamber 

A portrait  of  the  late  State  Sen  John 
Wilson  of  La  Grange  is  expected  to  be 
unveiled  when  the  1985  Legislature 
meets  in  January. 

Texas  physicians  will  remember 
Senator  Wilson  as  the  champion  of  the 
Medical  Practice  Act  passed  by  the 
special  session  of  the  1981  Legislature. 
He  also  was  an  author  of  the  1 977 
Texas  Sunset  Act  and  the  Public  Utility 
Commission  Act. 

During  his  20-year  career  in  the 
Texas  Legislature,  John  Wilson  served 
for  1 0 years  each  in  the  Texas  House  of 
Representatives  and  Senate.  In  the 
House,  he  served  as  a member  and 
chairman  of  the  Committee  on  Health 
and  Welfare.  In  the  Senate,  he  served 
as  vice-chairman  of  the  Committee  on 


A portrait  of  state  Sen  John  Wilson  is  expected  to 
be  unveiled  during  the  1985  legislative  session. 


(Health  and)  Human  Resources. 

Senator  Wilson  was  diagnosed  as 
having  bronchial  alveolar  cell  sarcoma 
in  May  1980  and  died  in  September 
1982  at  the  age  of  43. 

Artist  J.  Anthony  Wills,  Houston,  will 
paint  the  portrait.  Wills  also  has  painted 
official  portraits  of  Mamie  and  Ike 
Eisenhower  and  World  Golf  Hall  of 
Fame  members  Arnold  Palmer,  Ben 
Hogan,  and  Jack  Nicklaus.  His  works 
hang  in  the  Pentagon,  Eisenhower  Li- 
brary, Kennedy  Center,  LBJ  Library, 
and  hundreds  of  colleges  and  board- 
rooms  throughout  the  business  world. 

Senator  Wilson’s  portrait  will  hang  in 
the  Senate  Chamber  of  the  Texas  Capi- 
tol. A photograph  of  the  portrait  will  be 
displayed  in  the  Public  Library  of  La 
Grange,  along  with  a register  of  names 
of  donors  to  the  project. 

Senate  Resolution  680,  passed  by 
the  1983  Legislature,  authorizes  the 
portrait.  A committee  headed  by  State 
Sen  J.E.  “Buster”  Brown  commis- 
sioned Mr.  Wills  for  the  work. 

All  costs  incurred  in  connection  with 
the  portrait  will  be  paid  by  friends  of  the 
late  senator.  TMA  President  George  G. 
Alexander,  MD,  Houston,  has  urged 
Texas  physicians  to  make  a personal 
contribution  to  the  effort  to  honor  “a 
great  and  dear  friend  of  medicine.”  The 
address  is:  John  Wilson  Memorial 
Fund,  PO  Box  12068,  Austin,  TX 
78711. 

NEWSMAKERS 

THOMAS  H.  GIDDINGS,  MD, 

Brenham,  has  been  appointed  by 
Health  and  Human  Services  Secretary 
Margaret  Heckler  to  serve  on  the  Na- 
tional Advisory  Council  on  Health 
Professions  Education. 

H.  STEVE  BYRD,  MD,  Dallas,  received 
the  James  Barret  Brown  Award  for  dis- 
tinguished clinical  work  in  plastic 
surgery.  The  award  recognized  Dr 
Byrd’s  paper  on  ear  reconstruction  with 


facial-covered  cartilage  grafts  as  the 
most  significant  publication  in  the  Jour- 
nal of  Plastic  and  Reconstructive  Sur- 
gery in  1 983.  Dr  Byrd  is  assistant  pro- 
fessor of  surgery  in  the  division  of  plas- 
tic surgery  at  The  University  of  Texas 
Health  Science  Center  at  Dallas. 

WILLIAM  F.  ROSS,  MD,  chairman  of 
the  department  of  family  practice  and 
community  medicine  at  The  University 
of  Texas  Health  Science  Center  at 
Dallas,  was  one  of  two  outstanding 
graduates  of  Stephen  F.  Austin  Univer- 
sity chosen  to  receive  the  Distinguished 
Service  Award  from  the  university.  The 
honorees  were  selected  on  the  basis  of 
being  outstanding  examples  to  their 
peers  and  the  university  students  and  a 
credit  to  their  communities. 

C.  FRANK  WEBBER,  MD,  has  been 
appointed  vice  president  for  health  af- 
fairs and  senior  associate  to  President 
Roger  Bulger,  MD,  at  The  University  of 
Texas  Health  Science  Center  at  Hous- 
ton. Dr  Webber  will  work  as  a liaison 
with  health  professional  organizations, 
public  health  education,  and  health  pro- 
motion. In  assuming  the  vice 
presidency,  Dr  Webber  will  resign  as 
chairman  of  the  department  of  family 
practice  and  community  medicine. 

JAMES  M.  ATKINS,  MD,  Dallas,  is  the 
new  president  of  the  American  Heart 
Association,  Texas  Affiliate.  Dr  Atkins 
is  associate  professor  of  internal  medi- 
cine and  director  of  community  medi- 
cine emergency  services  at  The  Uni- 
versity of  Texas  Health  Science  Center 
at  Dallas. 

JOHN  E.  WOLF,  JR,  MD,  has  been 
named  chairman  of  the  department  of 
dermatology  at  Baylor  College  of  Medi- 
cine and  chief  of  dermatology  at  The 
Methodist  Hospital,  Harris  County  Hos- 
pital District,  St  Luke’s  Episcopal 
Hospital,  and  Texas  Children’s  Hospital. 
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(and  for  no  good  reason) 

Bob  Adams’  financial  affairs  are  in  amess.  It’s  tax  time  so  he’s  cleaning  it  all  up.  A little  late.  APS  Systems 
could  have  helped.  Because  APS  Systems  serves  more  Texas  and  Arkansas  medical  practices  with 
computerized  medical  office  management  and  billing  systems  than  any  other  company.  It’s  our  only 
business.  A system  designed  by  physicians  for  physicians.  And  you  should  know  that. 
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Clear  Lake’s  Medical  Future. 


Physicians  and  related  healthcare  professionals  can 
now  assure  themselves  a place  in  dynamic  Clear  Lake’s 
future.  Completely  refurbished  Clear  Lake  Medical  Profes- 
sional Building  now  has  space  available.  Located  adjacent 
to  Humana  Hospital  Clear  Lake,  offices  in  this  modern 
facility  will  position  your  practice  in  the  middle  of  fast- 
developing  Clear  Lake  Medical  Center. 

Consider  these  advantages  to  being  located  in  the  re- 
gional medical  center  of  the  future:  Covered  walkway  to 
Clear  Lake  Medical  Tower  • walking  distance  to  five  more 
existing,  projected  or  developing  healthcare  facilities 
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shopping  and  convenience  services  to  attract  and  hold 
quality  staff  personnel. 
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CANCER UPDATE 


Hormone  receptors  in  the  management  of  breast  cancer 

C.  Kent  Osborne,  MD 

The  development  and  widespread  use  of  estrogen  and  pro- 
gesterone receptor  assays  represent  a major  advance  in  the 
management  of  patients  with  both  primary  and  metastatic 
breast  cancer.  The  presence  of  receptors  in  a primary  breast 
cancer  correlates  with  histological  evidence  for  tumor  differ- 
entiation, with  a low  tritiated-thymidine  labeling  index  indica- 
tive of  low  proliferative  potential,  and  with  a relatively  good 
prognosis  for  the  patient.  Metastatic  breast  cancer  containing 
receptors  also  displays  a relatively  indolent  course  and  pro- 
longed patient  survival.  Furthermore,  the  presence  of  recep- 
tors is  the  best  available  predictor  of  tumor  hormone  depen- 
dence, and,  thus,  response  of  the  patient  to  endocrine  treat- 
ment. Receptor  assays  are  necessary  for  the  optimal  care  of 
the  breast  cancer  patient. 

Several  advances  have  been  made  in  the  past  decade  in 
the  management  of  patients  with  breast  cancer.  One  devel- 
opment has  been  the  recognition  that  in  the  majority  of 
women,  breast  cancer  is  already  a systemic  disease  by  the 
time  of  diagnosis.  This  concept  has  led  to  the  use  of  more 
conservative  surgical  and  radiotherapeutic  techniques,  at- 
tempting to  provide  acceptable  local  control  and  improved 
cosmesis,  and  to  the  use  of  adjuvant  systemic  chemotherapy 
following  local  treatment  to  reduce  systemic  recurrence  and 
improve  survival.  Another  important  advance  has  been  the 
development  and  use  of  estrogen  and  progesterone  receptor 
assays.  In  this  manuscript  I will  review  the  evidence  demon- 
strating that  these  hormone  receptor  assays  provide  impor- 
tant prognostic  information,  and  also  help  in  planning  treat- 
ment for  patients  with  primary  and  advanced  disease. 

Hormone  receptors  in  primary  breast  cancer 

GENERAL  CONSIDERATIONS 

Estrogen  receptor  (ER)  and  progesterone  receptor  (PgR)  are 
proteins  present  in  estrogen  target  tissues  such  as  the  uterus 
and  breast.  They  are  also  present  in  a variety  of  neoplastic 
tissues  including  endometrial  and  ovarian  cancer,  hyper- 
nephroma, prostate  cancer,  malignant  melanoma,  and,  of 
course,  breast  cancer.  These  receptors  are  required  to  initi- 
ate the  biological  effects  of  estrogen  and  progesterone  in  the 
cell.  The  synthesis  of  PgR  is  actually  controlled  by  estrogen. 
Thus,  the  presence  of  PgR  indicates  that  the  estrogen  re- 
sponse pathway  is  intact  and  functional.  The  original  hypothe- 
sis that  the  presence  of  these  receptors  in  a breast  cancer 
specimen  might  indicate  a hormone-dependent  tumor  has 
been  proven  correct.  Subsequently,  the  presence  of  hor- 
mone receptors  has  also  been  correlated  with  a variety  of 
other  factors,  suggesting  that  they  are  biochemical  markers 

C.  Kent  Osborne,  MD,  Department  of  Medicine,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284. 
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for  the  degree  of  tumor  differentiation. 

Before  discussing  these  correlations,  it  is  important  to  un- 
derstand some  of  the  limitations  of  the  assay.  The  level  of 
receptor  obtained  in  a typical  assay  is  a function  of  several 
factors  including  the  amount  of  receptor  per  cancer  cell,  the 
number  of  cells  which  have  undetectable  concentrations 
of  receptor,  and  the  amount  of  stromal  tissue.  Excessive 
stromal  tissue  (which  does  not  contain  steroid  hormone  re- 
ceptor) could  dilute  the  measurement  of  receptor  in  the  tumor 
cells  giving  a falsely  low  or  negative  result.  Nevertheless,  as- 
says are  usually  reported  as  a quantitative  value  (fmol/mg 
protein),  and  this  quantitative  value  is  substantially  more  im- 
portant than  simply  expressing  the  result  as  positive  or 
negative.  Most  laboratories  report  a specimen  as  negative  if 
it  contains  less  than  3 fmol/mg  protein.  A borderline  positive 
specimen  contains  3-10  fmol/mg  protein.  Falsely  low  or 
negative  values  can  occur  in  a patient  who  is  taking  ex- 
ogenous estrogen  or  progesterone,  since  the  high  hormone 
concentration  will  mask  most  or  all  of  the  receptor  sites  mak- 
ing them  unavailable  for  assay.  High  endogenous  hormone 
levels  may  cause  similar  problems,  as  we  shall  see. 

ER  AND  BREAST  CANCER  HISTOPATHOLOGY 
Several  studies  have  shown  an  excellent  correlation  between 
the  presence  of  estrogen  receptor  and  the  presence  of  histo- 
logical evidence  for  tumor  differentiation  (1 ).  ER  positivity  is 
associated  with  low  histologic  and  nuclear  grade,  marked 
elastica,  absent  necrosis,  and  absent  lymphocyte  infiltration 
into  the  primary  tumor  (Fig  1 ).  Since  each  of  these  histologic 
parameters  has  been  correlated  with  a low  recurrence  rate 
and  improved  survival  of  patients  with  breast  cancer,  a ra- 
tionale emerges  for  the  use  of  ER  as  a prognostic  marker. 

ER  AND  TUMOR  CELL  KINETICS 
Estrogen  receptor  also  has  been  correlated  with  the  pro- 
liferative potential  of  breast  cancer  specimens.  It  has  been 
shown  by  autoradiographic  techniques  that  ER-positive 
tumors  tend  to  have  a low  (3H)  thymidine  labeling  index 
(S-phase  fraction)  compared  to  ER-negative  tumors,  indicat- 
ing that  ER-negative  tumors  may  have  a higher  proliferative 
potential  (2).  These  data  lend  additional  support  to  the  poten- 
tial use  of  ER  as  a prognostic  indicator. 

ER,  PGR  AND  PROGNOSIS 

Clear  evidence  now  exists  to  confirm  the  hypothesis  that  ER 
is  an  important  prognostic  marker  for  recurrence  and  survival 
of  patients  with  primary  breast  cancer  irrespective  of  the  ad- 
ministration of  adjuvant  chemotherapy  following  mastectomy. 
We  have  reported  on  a large  series  of  patients  with  operable 
primary  breast  cancer  who  did  not  receive  adjuvant  therapy, 
permitting  us  to  examine  the  natural  history  of  the  disease 
(3).  In  all  key  subsets  (Fig  2),  patients  with  ER-negative  tu- 
mors had  a higher  rate  of  recurrence  than  those  with  ER- 
positive  tumors.  Similar  results  were  obtained  when  overall 
survival  was  examined.  These  results  have  been  confirmed 
by  numerous  other  studies.  Thus,  ER  is  an  important  inde- 
pendent prognostic  factor  in  primary  breast  cancer. 

Recently  it  has  been  hypothesized  that  since  PgR  is  an 
end-product  of  estrogen  action,  it  might  be  a better  prog- 
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nostic  marker  than  ER.  Although  this  is  still  an  area  of  active 
investigation,  several  studies  have  suggested  that  PgR  is  an 
i important  prognostic  marker  (4,5).  Patients  whose  tumors 
contain  both  receptors  have  the  lowest  risk  for  developing 
recurrent  disease;  those  whose  tumors  are  ER-positive, 
PgR-negative  have  an  intermediate  risk;  and  those  whose 
tumors  lack  both  receptors  have  the  worst  prognosis.  Prelimi- 
nary results  from  our  own  study  further  suggest  that  PgR  is 
important  (6).  When  nodal  status,  receptor  status,  age, 
menopausal  status,  tumor  size,  and  tumor  location  were  ex- 
amined by  multivariate  analysis,  nodal  status  and  PgR  status 
were  the  only  two  significant  prognostic  factors.  ER  was  no 
longer  significant  when  PgR  was  known.  These  data  man- 
date the  acquisition  of  both  ER  and  PgR  in  all  patients  with 
primary  breast  cancer. 

CLINICAL  IMPLICATIONS 

These  data  have  therapeutic  implications  for  the  patient  with 
operable  breast  cancer  (Fig  3).  Patients  can  be  subclassified 
by  the  two  most  important  prognostic  variables,  axillary  node 
status,  and  estrogen  and/or  progesterone  receptor  status. 
Node  negative,  ER-positive  patients  have  an  excellent  prog- 
nosis and  need  not  be  subjected  to  adjuvant  therapy  follow- 
ing mastectomy.  Node  negative,  ER-negative  patients, 
however,  have  a worse  prognosis  and  might  be  expected  to 
benefit  from  adjuvant  chemotherapy.  These  patients  should 
be  entered  into  prospective  clinical  trials  designed  to  answer 
this  question.  Patients  with  positive  axillary  nodes  and 
positive  hormone  receptors  still  have  a relatively  high  risk  for 
recurrence  and  should  receive  adjuvant  chemotherapy.  Be- 
cause their  tumors  contain  ER  and/or  PgR,  current  clinical 
trials  are  evaluating  the  addition  of  endocrine  treatment  to 
chemotherapy  in  these  patients.  Patients  with  positive  axil- 
lary nodes  and  negative  receptors  have  an  exceptionally 
grave  prognosis  and  should  be  considered  for  adjuvant 
chemotherapy  in  an  attempt  to  eradicate  distant  microme- 
tastases  that  are  present  in  the  majority  of  these  patients. 

Hormone  receptors  in  advanced  breast  cancer 

The  first  documented  use  of  the  ER  assay  was  reported 
about  ten  years  ago  (7),  a few  years  after  the  discovery  that 
binding  of  estrogen  to  its  receptor  protein  was  an  obligatory 
step  in  estrogen  action.  Since  that  time  there  has  been  a 
plethora  of  studies  confirming  the  usefulness  of  ER  and  PgR 
assays  in  predicting  prognosis  and  response  to  hormonal 
manipulation  in  patients  with  advanced  breast  cancer. 

ER  AND  PROGNOSIS  OF  ADVANCED  BREAST  CANCER 
The  presence  of  tumor  ER  in  a patient  presenting  with 
metastatic  breast  cancer  has  the  same  prognostic  signifi- 
cance as  it  does  in  patients  with  primary  breast  cancer. 
ER-positive  tumors  demonstrate  a more  indolent  natural  his- 
tory, and  patients  with  such  tumors  survive  longer  than  those 
with  receptor-negative  tumors.  Furthermore,  our  preliminary 
data  suggest  that  the  prognostic  significance  of  the  site  of 
metastatic  involvement  is  partially  lost  when  receptor  status 
is  considered.  In  patients  with  ER-negative  tumors,  visceral 
involvement,  especially  the  liver,  confers  a worse  prognosis 
and  shorter  survival  than  bone  or  soft  tissue  lesions.  How- 


ever, patients  with  visceral,  bone,  or  soft  tissue  involvement 
have  equivalent  longer  survivals  when  their  tumor  is  ER- 
positive. 

ER  AND  PGR  IN  PREDICTING  RESPONSE  TO  ENDO- 
CRINE THERAPY 

The  most  important  use  for  receptor  assays  in  patients  with 
advanced  breast  cancer  is  selecting  appropriate  patients  for 
treatment  with  endocrine  therapy.  Only  about  30%  of  all 
breast  cancers  are  hormone  dependent  (will  regress  with 
hormonal  manipulation).  Since  endocrine  therapy  is  gener- 
ally safe  and  well  tolerated  by  most  patients,  it  becomes 
important  to  be  able  to  identify  those  patients  who  are  likely 
to  respond  to  endocrine  therapy.  Other  patients  can  be 
spared  a useless  trial  of  endocrine  therapy  and  can  receive 
immediate  cytotoxic  chemotherapy.  Tumor  ER  status  has 
been  shown  to  correlate  well  with  objective  response  to  all 
forms  of  endocrine  manipulation,  including  both  additive  and 
ablative  therapy  (3,7)  (Fig  4).  Patients  with  ER-negative  tu- 
mors rarely  respond  well  to  endocrine  treatment.  In  contrast, 
about  50%  to  60%  of  patients  with  ER-positive  tumors  will 
respond,  a rate  about  twice  that  observed  in  unselected 
patients.  Thus,  ER  status  helps  to  identify  patients  with  endo- 
crine dependent  tumors.  The  choice  of  a specific  type  of 
endocrine  therapy  is  based  upon  established  clinical  guide- 


1.  ER  and  breast  cancer  histopathology. 
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Histologic  grade 
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Nuclear  grade 
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Lymphoid  reaction 
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2.  ER  and  prognosis. 

Recurrence  at  24  mo  (%) 

Variable 

ER  + 

ER- 

Premenopausal 

18 

35 

Postmenopasual 

15 

38 

0 axillary  nodes 

8 

26 

1 -3  nodes 

16 

43 

4 + nodes 

40 

68 

Outer  quadrant 

12 

32 

Inner  + central 

12 

50 

Size  2-5  cm 

15 

36 

Modified  from  Osborne  (3). 

3.  Therapeutic  options  alter  local  therapy. 

Axillary 

Node  Receptor  Risk  for 

Status  Status  Recurrence 

Treatment  Modality 

Negative  Positive  Low  Observation 

Negative  Negative  Intermediate  ?Adjuvant  chemotherapy 

Positive  Positive  Intermediate  Adjuvant  chemotherapy;  ?endocrine  therapy 

Positive  Negative  High  Intensive  adjuvant  chemotherapy 
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lines  and  physician  preference,  and  a discussion  is  beyond 
the  scope  of  this  article. 

Although  the  ER  assay  is  helpful,  it  is  not  a perfect  test.  In 
fact,  there  is  a relatively  high  false  positive  rate,  since  about 
40%  of  patients  fail  to  respond  to  hormone  treatment  despite 
the  presence  of  ER  in  their  tumor.  Using  a quantitative  rather 
than  qualitative  ER  value  has  been  found  to  improve  the 
accuracy  in  selecting  patients  with  endocrine-dependent  tu- 
mors (3).  Tumors  with  negative  or  very  low  ER  respond 
infrequently,  tumors  containing  intermediate  levels  of  ER 
(3  to  100  fmol/mg  protein)  have  response  rates  ranging  from 
20%  to  60%,  and  tumors  with  greater  than  1 00  fmol/mg  pro- 
tein have  response  rates  to  endocrine  therapy  ranging  from 
60%  to  80%.  Thus,  quantifying  ER  content  provides  addi- 
tional information  to  the  physician. 

The  development  of  the  PgR  assay  has  also  improved  the 
physician’s  ability  to  select  or  reject  patients  for  endocrine 
therapy.  Since  PgR  itself  is  an  end  product  of  estrogen  action 
on  target  tissues,  it  was  hypothesized  that  it  might  be  a better 
marker  for  endocrine  dependence  than  ER  (8).  The  presence 
of  PgR  would  indicate  that  not  only  was  ER  present,  but  also 
that  the  other  biochemical  machinery  necessary  for  es- 
trogenic activity  was  functioning. 

The  distribution  of  ER  and  PgR  in  a large  number  of  breast 
cancer  specimens  is  shown  in  Fig  5.  The  differences  in  re- 
ceptor distribution  between  pre-  and  postmenopausal  pa- 
tients may  partially  reflect  differences  in  circulating  levels  of 
estrogen  and  progesterone.  However,  recent  evidence  sug- 
gests that  age  rather  than  menopausal  status  may  be  a more 
important  determinant  of  ER  level  (9).  Pre-  or  postmeno- 


4.  ER  and  response  to  hormone  therapy. 


ER  Status 

Response  (%) 
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30 

ER  + 

50-60 

ER- 

<10 

5.  ER  and  PgR  in  breast  cancer.'’ 

Premenopausal  (%) 

Postmenopausal  (%) 

ER+  PgR+ 

49 

55 

ER+  PgR- 

12 

23 

ER-  PgR  + 

9 

3 

ER-  PgR- 

30 

19 

* 1 ,366  specimens,  modified  from  Osborne  (3). 

6.  Response  to  endocrine  therapy  by  ER  and  PgR  status.' 

Receptors 

Response  Rate  (%) 

ER+  PgR-i- 

77 

ER+  PgR- 

27 

ER-  PgR-i- 

46 

ER-  PgR- 

11 

pausal  women  of  the  same  age  tend  to  have  similar  ER 
levels.  In  any  event,  patients  whose  tumors  contain  both  re- 
ceptors would  be  expected  to  be  hormone  dependent  and  to 
have  the  highest  response  rate  to  hormone  therapy.  Patients 
with  tumors  lacking  receptor,  especially  PgR,  would  be  ex- 
pected to  have  a low  response  rate. 

Response  to  endocrine  therapy  according  to  receptor  sta- 
tus is  shown  in  Fig  6.  As  expected,  the  presence  of  both 
receptors  confers  a high  likelihood  of  response  to  endocrine 
therapy.  The  lack  of  tumor  receptors,  particularly  PgR,  indi- 
cates a low  response  rate  to  treatment.  Still,  27%  of  patients 
with  ER  + PgR  - tumors  respond  to  hormone  therapy.  The 
explanation  for  this  high  false  negative  rate  for  PgR  is  not 
fully  understood.  Data  suggest  that  some  false  negative  PgR 
assays  may  result  from  receptor  occupancy  by  high  en- 
dogenous progesterone  levels  in  the  luteal  phase  of  the 
menstrual  cycle  in  premenopausal  women.  In  postmeno- 
pausal women  a false  negative  PgR  could  result  from  low 
estrogen  levels  which  may  be  insufficient  to  stimulate  PgR 
synthesis.  An  important  question  regarding  PgR  remains  to 
be  answered.  What  is  the  relative  importance  of  the  quan- 
titative ER  assay  and  the  assay  for  PgR,  and  are  both  assays 
necessary  for  patient  care?  This  question  is  important  since, 
in  general,  tumors  with  high  ER  levels  are  also  likely  to  con- 
tain PgR.  Although  preliminary  data  suggest  that  PgR  status 
is  an  important  independent  prognostic  factor,  and  that  it 
adds  to  the  predictive  value  of  ER,  the  final  answer  to  this 
question  awaits  results  of  ongoing  prospective  clinical  trials 
evaluating  these  assays  in  patients  with  advanced  breast 
cancer. 
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Developing  anti- 
smoking legislation  in 
Texas 

There  is  evidence  that  anti-smoking  programs  and  dis- 
semination of  information  about  the  hazards  of  smoking 
can  influence  some  persons  to  quit  smoking  and  pre- 
vent others  from  adopting  the  habit.  A bill  introduced  in 
the  68th  Texas  Legislature  called  for  a dedication  of  .1 
cent  of  the  tax  levied  on  each  pack  of  cigarettes  sold. 

The  $2  million  raised  by  the  tax  would  have  funded  at 
least  20  programs  designed  to  promote  prevention  of  in- 
juries and  diseases,  especially  those  related  to  smoking. 
The  bill  never  advanced  beyond  committees  in  either 
house  of  the  tax-conscious  Legislature.  As  the  1 985  leg- 
islative session  nears,  similar  legislation  is  being  pro- 
posed to  fund  health  promotion  activities. 


Chronic,  heavy  cigarette  smoking  is  widely  recognized  as  a 
major  contributor  to  the  burden  of  disease  in  the  United 
States  (1).  According  to  national  estimates,  the  combined 
health  care  and  other  costs  attributed  to  smoking  are  at  least 
$1  billion  per  year  in  Texas  (2).  These  costs  include  acciden- 
tal fires  and  lost  work  days.  From  a recent  statewide  survey, 
the  Texas  Department  of  Health  found  that  approximately 
31  % of  the  state’s  residents  are  smokers  (3),  a figure  close  to 
the  national  average.  This  report  describes  recent  efforts  to 
develop  a legislative  initiative  to  reduce  smoking  in  Texas. 

Research  on  anti-smoking  programs 

Although  early  efforts  to  find  ways  to  reduce  smoking  were 
disappointing,  there  is  evidence  that  the  Surgeon  General's 
Report , elimination  of  television  advertising,  and  addition  of 
warning  labels  have  had  a cumulative  effect  on  cigarette  use 
(4).  Higher  taxes  in  some  states  also  have  reduced  cigarette 
consumption.  Research  on  health  education  has  shown  that 
some  forms  of  behavioral  training  can  teach  young  people  to 
resist  pressures  to  start  smoking  and  help  habitual  smokers 
to  learn  skills  for  quitting  and  for  maintaining  nonsmoking  (5). 

The  most  effective  strategies  for  preventing  initiation  of 
smoking  have  been  developed  for  early  adolescence,  an 
age-range  associated  with  sharp  increases  in  cigarette  use. 


Programs  have  been  developed  to  reinforce  young  people’s 
intentions  not  to  become  smokers,  and  in  role  plays  they 
learn  to  cope  with  pressures  to  smoke  (6).  Some  of  the  most 
effective  programs  involve  "peer  teaching”  and  aim  to  im- 
prove peer,  family,  and  school  relations  (7).  Research  has 
shown  that  such  programs  can  reduce  by  half  the  number 
who  start  smoking  and  may  deter  the  use  of  alcohol  and 
marijuana  as  well  (8). 

More  effective  methods  have  also  been  developed  (9)  for 
the  large  proportion  of  smokers  who  want  to  quit  at  any  given 
time  (10,1 1).  Programs  which  enable  physicians,  nurses,  or 
other  health  professionals  to  work  more  effectively  against 
smoking  have  been  shown  to  be  effective  on  a broad  scale 
(12).  Furthermore,  the  mass  media  can,  with  sufficient  com- 
munity support,  facilitate  trends  toward  nonsmoking  by 
informing  the  public  about  smoking  and  demonstrating  effec- 
tive methods  for  cessation  (13). 

This  encouraging  progress  toward  the  development  of 
effective  anti-smoking  methods  has  come,  unfortunately,  at  a 
time  of  cutbacks  in  public  health  resources.  This  problem 
was  particularly  evident  in  the  68th  Texas  Legislature  meet- 
ing in  the  winter  of  1 983,  when  several  major  public  health 
programs  were  not  funded  because  of  decreased  state  re- 
sources resulting  from  a recession  and  decrease  in  petro- 
leum prices  (14). 

The  health  promotion  fund 

During  the  summer  of  1 982  the  TMA  Committee  on  Health 
Education  and  the  Health  Education  Consortium  adopted  a 
resolution  favoring  the  allocation  of  a small  fraction  of  exist- 
ing cigarette  taxes  to  a “health  promotion”  fund  (15).  The 
motion  was  approved  by  the  TMA  House  of  Delegates  and 
implemented  by  the  TMA  Council  on  Legislation  through  reg- 
istered lobbyists.  The  legislation  was  intended  to  support 
locally-based  programs  in  schools  and  other  organizations 
(eg,  Boy  Scouts,  parent-teacher  organizations,  county  medi- 
cal societies,  county  health  departments,  etc)  that  “promote 
the  prevention  of  disease,  injuries  and  other  health  problems, 
especially  those  health  problems  associated  with  smoking.” 

A "health  promotion  council”  would  have  been  formed  under 
the  plan  to  set  criteria  and  make  judgments  concerning  the 
distribution  of  funds  and  the  evaluation  of  programs.  The 
Texas  Department  of  Health  would  have  played  an  important 
part  in  the  plan,  but  final  decisions  would  have  been  made 
collectively  with  participation  from  a number  of  other  organi- 
zations. Under  the  plan,  one  tenth  of  one  cent  per  pack  of 
cigarettes  (yielding  close  to  $2  million  annually  at  a cost  of 
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only  36  cents  to  the  average  smoker)  would  have  been  allo- 
cated for  programs.  The  money  would  have  been  distributed 
so  as  to  support  20  or  more  programs  in  the  state.  A carefully 
planned  evaluation  system  would  have  been  implemented  to 
determine  which  programs  most  effectively  reduced  rates  of 
cigarette  smoking. 

Review  of  current  resources  available  in  Texas  for  health 
education  showed  a clear  need  for  the  plan.  About  $5  million 
in  public  funds  were  established  or  planned  for  alcohol  and 
drug  abuse,  but  only  about  $40,000  statewide  were  available 
for  programs  to  discourage  smoking  (16).  The  source  of 
funding,  cigarette  taxes  themselves,  was  justified  in  at  least 
two  ways:  smokers  should  be  responsible  for  supporting 
efforts  to  help  them  give  up  the  habit,  and  the  state  should 
not  gain  tax  revenues  from  a health-endangering  behavior 
unless  some  of  the  revenues  are  used  to  avert  that  danger. 
Setting  a precedent,  1981  legislation  had  increased  cigarette 
taxes  slightly  to  provide  funds  for  a museum  (HB  1 986).  Be- 
cause of  these  and  other  considerations,  the  plan  was 
formally  endorsed  by  the  Texas  Medical  Association,  Texas 
Parent-Teacher  Association,  American  Cancer  Society, 
Texas  Public  Health  Association,  Texas  Society  of  Public 
Health  Educators,  and  several  other  groups.  Legislation  to 
implement  the  plan  was  introduced  by  Sen  Chet  Brooks 
(D-Pasadena)  and  by  Rep  Frank  Madia  (D-San  Antonio)  (17). 

The  Texas  Medical  Association  lobbied  actively  for  the 
bills,  which  passed  the  appropriate  Senate  and  House  com- 
mittees with  unanimous  endorsement.  Testimony  supporting 
them  was  heard  from  the  Texas  Department  of  Health,  the 
Texas  School  Health  Association,  the  American  Cancer  So- 
ciety, and  the  Parent-Teacher  Association.  Some  questions 
were  raised  about  the  bills,  but  not  on  record.  Surprisingly, 
the  only  opposition  that  was  voiced  came  not  from  tobacco 
interests,  but  from  state  and  voluntary  agencies  questioning 
relatively  minor  aspects  of  the  proposed  legislation,  such  as 
the  selection  and  compensation  of  council  members.  The 
practice  of  earmarking  or  dedicating  tax  revenues  has  often 
been  criticized,  primarily  because  budget-setting  tends  to  be 
less  controllable  when  funding  depends  upon  specifically 


1 . Support  for  new  tobacco-alcohol  tax  for  education. ' 


Smoker 

Nonsmoker 

Favor 

58% 

78% 

Oppose 

42% 

22% 

Number  surveyed 

317 

652 

'Public  Policy  Resources  Laboratory,  Texas  A&M  University 
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mandated  revenue  sources.  Any  government  financed  by 
tobacco  (or  alcohol)  taxes  may  be  questioned  because  the 
government  may  become  dependent  on  those  revenues  and 
thus  come  to  favor  smoking  or  drinking  for  short-term  public 
financing  despite  the  long-term  costs  of  those  behaviors  (18). 
However,  a key  feature  of  the  proposed  health  promotion  leg- 
islation was  that  cigarette  tax  revenues  would  have  to  be 
used  for  anti-smoking  programs  which  would  be  evaluated 
according  to  whether  they  actually  reduced  smoking.  Thus, 
the  program  would  be  set  up  to  put  itself  out  of  business, 
rather  than  to  become  dependent  on  cigarette  sales  and  re- 
sulting tax  revenues. 

The  biggest  barrier  for  the  proposed  bill  was  the  reduction 
in  tax  revenues  which  faced  the  68th  Texas  Legislature. 
Without  new  tax  revenues,  there  was  not  the  flexibility  to  al- 
low the  proposed  one  tenth  of  a cent  of  the  cigarette  tax  to  be 
allocated  to  a new  program.  Commenting  on  this  problem, 
Senator  Brooks  suggested  that  the  Legislature  might  in- 
crease the  cigarette  tax  by  one  cent  and  include  the  anti- 
smoking allocation  (1 7).  However,  throughout  the  session, 
the  House  of  Representatives  remained  firm  in  its  traditional 
opposition  to  any  new  taxes,  and  the  bill  was  never  advanced 
beyond  committee  in  either  body. 

Taxing  cigarettes 

At  the  present  time,  cigarette  taxes  provide  what  the  Texas 
comptroller’s  office  described  as  the  only  source  of  revenue 
that  is  stable  in  present  economic  conditions  (14).  New  ciga- 
rette taxes  have  recently  been  proposed  at  both  the  federal 
and  state  level.  In  Washington,  the  Advisory  Council  on  So- 
cial Security  has  been  reviewing  the  need  for  funds  for 
federally  supported  medical  care.  Representative  Andrew 
Jacobs  (D-Ind),  chairman  of  the  House  Ways  and  Means 
Health  Subcommittee,  recommended  an  increase  in  ciga- 
rette and  alcohol  taxes  to  make  smokers  and  drinkers 
finance  the  extra  medical  care  they  may  need  in  the  future 
(1 9),  but  at  the  moment,  the  federal  government  is  planning 
phased  reductions  in  cigarette  taxes. 

In  Austin,  during  the  68th  legislative  session,  Gov  Mark 
White  proposed  increased  cigarette,  alcohol,  and  other  taxes 
to  support  higher  teachers’  salaries  and  other  improvements 
in  education  (20).  The  Public  Policy  Resources  Laboratory  at 
Texas  A&M  University  found  in  a survey  late  in  1983  that 
71  % of  Texans  favored  new  taxes  on  tobacco  and  alcohol, 
including  58%  of  smokers  (Fig  1 ).  Lower-income  smokers 
were  not  more  likely  than  higher-income  smokers  to  oppose 
the  idea.  With  growing  discussions  of  the  issue,  the  political 


TEXAS  MEDICINE 


debate  over  new  cigarette  taxes  seems  to  be  slowed  by  un- 
certainties regarding  two  questions:  Do  cigarette  taxes 
reduce  consumers’  purchase  of  cigarettes?  Do  cigarette 
taxes  place  an  unfair  burden  on  lower-income  groups? 

The  strongest  opposition  to  new  taxes  comes,  of  course, 
from  interests  involved  in  the  marketing  of  cigarettes  (21 ). 
These  groups  clearly  believe  that  new  taxes  would  reduce 
purchases  of  cigarettes,  and  they  tend  to  organize  to  defeat 
cigarette  tax  legislation  (22).  Estimates  of  the  effects  of  taxa- 
tion were  gained  in  a recent  study  from  the  National  Bureau 
of  Economic  Research  (23),  where  data  on  smoking  in  states 
with  different  rates  of  taxation  were  analyzed.  Analyses 
showed  an  overall  price  elasticity  coefficient  of  -0.42*  that 
was  composed  more  of  decisions  about  whether  to  smoke  at 
all  than  of  reductions  in  the  average  daily  consumption  of 
smokers.  As  expected,  the  price  elasticity  coefficient  is 
greater  for  teenagers  (-1 .4),  as  shown  in  Fig  2. 

The  question  of  whether  cigarette  taxes  place  an  unfair 
burden  on  lower-income  groups  is  somewhat  more  compli- 
cated. The  pressure  of  new  taxes  would  be  felt  more  by  those 
with  limited  incomes,  but  for  some  this  would  lead  to  a deci- 
sion to  stop  smoking,  producing  an  immediate  economic 
benefit.  Some  of  those  who  continue  to  smoke  would  tend  to 
smoke  fewer  cigarettes.  Those  who  do  not  reduce  consump- 
tion at  all  would  spend  more  of  their  budget  for  cigarettes.  A 
five-cent  per  pack  increase  would  only  cost  the  pack-a-day 
smoker  about  $1 7 per  year,  or  about  three  tenths  of  1 % of  a 
poverty  level  income.  How  the  additional  expense  would  dis- 
place other  expenditures  is  not  certain  and  would  vary 
among  individuals  and  families.  For  families  at  the  poverty 
level,  adjustments  could  be  made  by,  for  example,  using  a 
portion  of  the  new  tax  revenues  to  increase  Aid  for  Families 
with  Dependent  Children  or  to  otherwise  provide  benefits  for 
economically  disadvantaged  groups. 

Conclusion 

Without  new  taxes  or  a sharp  upturn  in  revenue  from  existing 
taxes,  there  appears  to  be  little  chance  that  any  new  public 
health  initiatives  will  be  funded  in  Texas.  But  only  a two-cent 
increase  in  state  cigarette  taxes  in  Texas  would  yield  enough 
resources  for  all  the  major  public  health  bills  which  failed  in 
the  68th  Texas  Legislature,  including  major  programs  for 
drug  and  alcohol  abuse,  for  diabetes,  for  children’s  nutrition 


'Elasticity  coefficients  provide  an  estimate  of  the  degree  to  which  consumption 
of  a product  is  affected  by  the  price  of  the  product  or  the  income  of  the  con- 
sumer. By  multiplying  the  percent  increase  in  price  by  the  coefficient,  the 
percent  decrease  in  consumption  can  be  predicted. 


and  safety,  and  for  the  health  promotion  council  and  the  ac- 
tivities it  could  support  to  reduce  cigarette  smoking.  As  the 
1985  legislative  session  draws  nearer,  all  Texans  concerned 
with  public  health  should  be  urged  to  take  an  interest  in  these 
issues. 
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ADDENDUM 

The  proposal  to  dedicate  a portion  of  the  state  cigarette  tax 
to  fund  health  promotion  at  the  local  level  was  included  as 
part  of  the  Cancer  Resource  Fund  considered  in  the  recent 
special  legislative  session.  The  bill  passed  the  House,  but 
was  amended  by  the  Senate  to  delete  the  Cancer  Resource 
Fund.  That  decision  was  attributed  to  fears  that  the  fund 
would  lead  to  a “pork  barrel"  project.  However,  there  were 
reports  that  tobacco  industry  lobbyists  worked  to  exaggerate 
those  fears  in  their  effort  to  kill  the  dedicated  fund.  Cigarette 
taxes  were  increased.  As  pointed  out  by  Sen  Chet  Brooks  in 
an  editorial  in  this  issue,  the  plan  to  provide  new  state  funds 
for  health  promotion  continues  to  be  included  in  proposals 
being  advanced  by  the  Legislative  Task  Force  on  Cancer. 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic*  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 
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See  important  information  on  next  page. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic 

(meprobamate  with  aspirin)e  Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and-or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use,  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 

MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g carisoprodol. 
mebutamate,  or  carbromal 

WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
m patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia,  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g , driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxlde,  and 
diazepam)  during  first  trimester  of  preg- 
nancy, has  been  suggested  in  several  stud- 
ies Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental  barrier 
It  Is  present  both  In  umblllcal-cord  blood  at 
or  near  maternal  plasma  levels  and  In 
breast  milk  of  lactatlng  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  In 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  ouf  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  m patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac 
tions.  including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol, and  cross-sensitivity  between  mepro- 
bamate/mebutamate  and  meprobamate, 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  "ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION 
Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombmemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  faclors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalimzation  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
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Psychiatric 

hospitalization  and  the 
Mental  Health  Code 

The  Texas  Mental  Health  Code,  which  took  effect  in  1 983, 
changed  some  of  the  procedures  for  obtaining  psychi- 
atric hospitalization  and  other  mental  health  services. 
The  law  makes  specific  provisions  for  voluntary  admis- 
sion, emergency  detention,  court-ordered  temporary 
mental  health  services,  and  court-ordered  extended 
mental  health  services. 


The  Texas  Mental  Health  Code,  which  became  law  on  Sept 
1 , 1 983,  contains  a number  of  significant  changes  in  proce- 
dures for  obtaining  psychiatric  hospitalization.  There  are  four 
basic  procedures:  voluntary  admission,  emergency  deten- 
tion, court-ordered  temporary  mental  health  services,  and 
court-ordered  extended  mental  health  services  (Fig  1).  This 
report  outlines  general  procedures,  but  does  not  attempt  to 
be  a comprehensive  interpretation  of  the  law. 

The  law  specifies  that  mental  illness  does  not  include  epi- 
lepsy, senility,  alcoholism,  or  mental  deficiency;  therefore, 
involuntary  inpatient  care  cannot  be  obtained  under  these 
procedures  for  these  conditions  unless  there  is  also  a mental 
illness  (organic  psychosis,  for  example,  might  result  from 
such  a condition  or  occur  coincidentally). 

Voluntary  admissions 

A person  may  voluntarily  seek  admission  to  a mental  health 
facility  by  submitting  a Request  for  Voluntary  Inpatient  Men- 
tal Health  Services  to  the  head  of  the  facility  or  his  designee. 
If  the  applicant  is  at  least  1 6 years  old,  he  must  consent; 
however,  a child  1 5 years  of  age  or  younger  may  be  “signed 
in”  by  his  parents — and  in  some  instances  by  his  legal  guard- 
ian or  managing  conservator — without  his  consent.  In  either 
instance,  the  patient  may  be  voluntarily  admitted  if  evaluators 
believe  that  he  has  symptoms  of  mental  illness  and  that  he 
would  benefit  from  mental  health  services.  Whatever  the 
conditions  of  voluntary  hospitalization,  the  patient  must  be 
informed  of  his  rights  as  a patient. 

After  admission,  the  patient  may  be  discharged  when  hos- 
pital authorities  deem  that  appropriate,  or  he  may  submit  a 


written  request  for  discharge.  The  institution  may  hold  the 
patient  for  as  many  as  96  hours  after  such  a request  has 
been  filed.  If  the  adult  patient  (possibly  including  1 6-  and  1 7- 
year-olds)  or  the  minor's  parent  does  file  a 96-hour  notice, 
commitment  proceedings  may  be  instituted  by  filing  an  Appli- 
cation for  Court-Ordered  Mental  Health  Services.  This  may 
be  filed  without  a 96-hour  notice  only  if  the  patient  is  absent 
without  authorization,  or  refuses  or  is  unable  to  consent  to 
treatment.  To  hold  a patient  pending  a hearing,  the  facility 
must  initiate  a Certificate  of  Medical  Examination  for  Mental 
Illness  and  an  Application  for  an  Order  of  Protective 
Custody.  For  all  such  involuntary  proceedings,  the  patient 
must  meet  several  strict  criteria,  to  be  discussed  here. 

Involuntary  procedures 

NONEMERGENCY  PROCEDURE 

The  law  provides  that  hearings  for  involuntary  court-ordered 
mental  health  services  must  be  held  within  14  days  of  the 
filing  of  an  application  and  that  the  patient  remains  at  liberty 
pending  the  hearing.  The  Application  for  Court-Ordered 
Mental  Health  Services  may  be  filed  with  the  county  clerk  by 
any  adult. 

The  applicant  must  fulfill  several  requirements.  First,  he 
must  state  that  the  patient  is  mentally  ill  and  not  charged  with 
a criminal  offense.  In  addition,  the  applicant  must  state  that 
the  potential  patient  might  harm  himself  or  others  or  that — if 
he  is  not  treated — he  will  continue  to  suffer  severely  from  his 
mental  illness,  will  continue  to  deteriorate  in  ability  to  function 
independently,  and  will  be  unable  to  make  a rational  decision 
about  treatment.  Upon  receiving  the  application,  the  judge 
schedules  a hearing,  which  must  be  held  within  14  days  of 
the  filing.  The  proposed  patient  then  receives  a notification  of 
the  hearing  and  a copy  of  the  application;  if  he  does  not  have 
an  attorney  to  represent  him,  the  judge  must  appoint  one. 
Before  the  hearing  can  be  held,  each  of  two  physicians  must 
sign  a Certificate  of  Medical  Examination  for  Mental  Illness 
to  be  filed  with  the  court.  At  least  one  of  the  physicians  must 
be  a psychiatrist  if  one  is  available  in  the  county,  and  the 
physicians  must  have  examined  the  person  within  the  pre- 
ceding 30  days.  If  these  certificates  are  not  filed  with  the 
application,  the  judge  appoints  the  necessary  physicians, 
and  if  necessary,  may  issue  a warrant  for  a peace  officer  to 
take  the  person  into  custody  for  the  purpose  of  the  examina- 
tion. At  the  hearing,  the  judge  may  then  order  mental  health 
services,  either  inpatient  or  outpatient. 
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7.  Mental  health  proceedings. 


Voluntary  Hospitalization 


Involuntary  Proceedings 


Patient  may  request  voluntary  admission  at  any  point 


Request  for  Admission 
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to  treatment 
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EMERGENCY  PROCEDURES 

The  law  also  provides  mechanisms  for  emergency  apprehen- 
sion, examination,  and  detention  when  it  is  believed  it  would 
be  too  dangerous  for  the  person  to  remain  at  liberty  pending 
the  hearing.  This  may  be  accomplished  by  a Magistrate’s 
Order  for  Emergency  Apprehension  and  Detention,  by  Ap- 
prehension By  a Peace  Officer  Without  Warrant,  or  by  an 
Order  of  Protective  Custody.  Because  these  procedures  im- 
pinge upon  the  person's  customary  rights,  the  criteria  for 
obtaining  them  are  rather  strict.  Once  a person  is  placed  in  a 
facility  by  any  of  these  emergency  routes,  the  proceedings 
will  eventually  result  in  either  the  patient's  release,  his  volun- 
tary admission  if  he  requests  it  and  is  accepted,  or  a hearing 
just  as  described  earlier. 

Magistrate’s  order — To  obtain  an  emergency  apprehen- 
sion and  detention  by  a warrant,  an  adult  may  apply  to  any 
magistrate  (magistrate,  judge,  justice  of  the  peace).  He  must 
file  an  application  stating  his  belief  that  the  person  is  mentally 
ill  and  evidences  a substantial  risk  of  imminent  serious  harm 
to  himself  or  others  unless  immediately  restrained;  the  appli- 
cant must  give  detailed  reasons  for  these  beliefs.  If  the 
magistrate  agrees,  he  can  issue  the  warrant,  which  directs 
peace  officers  to  pick  up  the  person  and  take  him  to  the 
nearest  appropriate  inpatient  mental  health  facility  for  a pre- 
liminary examination.  (If  the  applicant  for  a warrant  files  the 
application  with  an  appropriate  court,  he  should  file  an  Appli- 
cation for  Court-Ordered  Mental  Health  Services  at  the 
same  time.) 

Any  magistrate,  justice  of  the  peace,  or  judge  may  issue 
such  a warrant.  The  police  have  such  magistrates  available 
on  a 24-hour-a-day  basis  to  sign  legal  documents  whenever 
charges  are  filed  against  a criminal.  Frequently,  the  police 
and/or  the  magistrates  do  not  know  that  the  magistrates  have 
this  authority.  The  magistrates  and  justices  of  the  peace  can- 
not sign  an  Order  of  Protective  Custody,  which  can  only  be 
issued  by  a judge. 

Emergency  apprehension  by  a peace  officer— A peace 
officer  may  apprehend  a person  and  take  him  to  an  inpatient 
mental  health  facility  for  examination.  There  the  officer  must 
immediately  file  an  application  with  the  facility  for  the  per- 
son’s detention.  The  application  must  detail  the  applicant's 
basis  for  his  belief  that  there  is  substantial  risk  of  serious 
harm  unless  the  person  is  immediately  restrained.  This 
should  occur  rarely,  because  the  law  requires  that  the  officer 
believes  there  is  such  imminent  and  serious  risk  and  that 
there  is  not  sufficient  time  to  obtain  a warrant. 

When  the  person  enters  the  examining  facility  by  either  the 


warrant  or  peace  officer  method,  he  may  be  held  there  for  up 
to  24  hours.  (However,  if  he  is  taken  into  custody  on  a legal 
holiday  or  after  1 2 noon  on  Friday,  the  24-hour  period  begins 
at  9 am  on  the  first  succeeding  business  day).  His  rights  as 
defined  in  the  Mental  Health  Code  must  be  communicated 
to  him. 

Upon  a warrant  or  a peace  officer's  application,  the  facility 
temporarily  accepts  the  person  for  a preliminary  examination 
by  a physician,  which  shall  be  conducted  as  soon  as  possible 
within  24  hours  of  the  patient’s  apprehension  by  officials. 
After  the  examination,  the  physician  must  immediately  re- 
lease the  person  or  must  provide  a written  statement  that  the 
person  is  mentally  ill,  with  substantial  and  imminent  risk  of 
serious  harm  to  himself  or  others  unless  immediately  re- 
strained, and  that  emergency  detention  is  the  least  restrictive 
method  of  restraint.  The  physician  must  give  the  detailed 
basis  for  his  opinion.  This  statement  then  changes  the  pa- 
tient’s status  from  “temporary  acceptance  for  the  purpose  of 
a preliminary  examination’’  to  "admission  for  emergency  de- 
tention.’’ This  change  does  not  affect  the  status  of  the  24- 
hour  holding  period.  The  code  doesn't  specify  further  regard- 
ing the  statement,  so  presumably  it  may  be  a written  note  or 
a standard  form  and  can  be  filed  in  the  patient’s  chart. 

Order  of  protective  custody — The  Order  of  Protective 
Custody  may  be  used  in  an  emergency  process  by  itself 
or  following  an  emergency  detention.  If,  following  such  ad- 
mission for  emergency  detention,  the  patient’s  condition 
changes  so  that  he  no  longer  meets  the  admission  criteria, 
he  must  be  discharged.  Otherwise,  unless  he  requests  ad- 
mission, he  must  be  released  when  the  24  hours  are  up 
unless  an  order  for  protective  custody  is  obtained.  This  is 
done  by  filing  with  a judge  an  Application  for  Court-Ordered 
Mental  Health  Services  and  a Certificate  of  Medical  Exami- 
nation for  Mental  Illness.  If  an  order  of  protective  custody  is 
to  be  granted,  the  application  and  certificate  must  be  sworn 
(ie,  notarized)  and  include  identifying  information,  diagnosis, 
description  of  any  treatment,  and  the  examining  physician’s 
detailed  basis  for  his  opinion  that  the  person  is  mentally  ill 
and  represents  a substantial  risk  of  serious  harm  to  himself 
or  others  if  not  immediately  restrained.  While  the  certificate 
form  does  make  provision  for  other,  nonemergency  findings 
(ie,  distress,  deterioration,  and  incapacity),  these  more  strict 
harmfulness  findings  are  necessary  to  obtain  protective 
custody.  The  Order  of  Protective  Custody,  if  granted,  directs 
a peace  officer  or  other  designated  person  to  take  the  patient 
into  protective  custody  and  immediately  transport  him  to  a 
designated  inpatient  mental  health  facility  or  other  suitable 
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place  and  detain  him  (after  a probable  cause  hearing)  for  up 
to  14  days  pending  his  court  hearing.  (One  seven-day  exten- 
sion is  also  possible.)  The  head  of  the  facility  must  release 
the  person  before  the  hearing  if  at  anytime  he  finds  the  cri- 
teria for  Order  of  Protective  Custody  are  no  longer  met. 

The  Order  of  Protective  Custody  is  also  a third  way  to  ob- 
tain emergency  intervention.  This  requires  that  any  physician 
who  has  examined  the  person  within  five  days  fill  out  a sworn 
(ie,  notarized)  Certificate  of  Medical  Examination  for  Mental 
Illness  as  described.  That  certificate,  along  with  an  Applica- 
tion for  Court-Ordered  Mental  Health  Services , may  be  filed 
with  a judge  who  then  may  provide  protective  custody  on  the 
basis  of  his  motion  or  a motion  from  the  county  attorney.  This 
results  in  the  person's  being  apprehended  and  taken  directly 
to  a mental  health  facility  pending  a hearing  (as  opposed  to 
the  other  emergency  routes  discussed  earlier  which  result  in 
the  person’s  being  taken  for  a preliminary  examination). 

Within  72  hours  of  the  time  a person  has  been  detained  at 
a mental  health  facility  under  an  Order  of  Protective  Custody 
(or  on  the  first  succeeding  business  day),  a probable  cause 
hearing  on  protective  custody  must  be  held.  The  patient  and 
his  attorney  have  the  right  to  present  and  challenge  the  alle- 
gation of  substantial  risk  of  serious  harm.  The  hearing  officer 
assesses  the  evidence.  If  he  determines  that  “an  adequate 
factual  basis  exists  for  probable  cause”  to  believe  that  the 
risk  requires  detention  while  awaiting  a commitment  hearing, 
the  patient  remains  in  the  facility  in  protective  custody.  Other- 
wise, the  hearing  officer  orders  the  release  of  the  patient. 

The  committing  court  typically  dismisses  the  application  for 
hospitalization  at  that  time;  if  not,  the  patient  must  still  appear 
at  his  court  hearing.  Also,  the  patient  must  be  placed  at  lib- 
erty at  any  point  in  the  legal  process  (ie,  during  detention, 
emergency  admission,  or  protective  custody)  if  he  no  longer 
meets  criteria  for  such  detention. 

COURT-ORDERED  TEMPORARY  MENTAL  HEALTH 
SERVICES 

A person  may  reach  a court  hearing  for  temporary  mental 
health  services  via  emergency  detention  and  admission 
followed  by  an  order  of  protective  custody,  via  an  order  of 
protective  custody  alone,  or  from  a position  of  liberty  pending 
the  court  hearing.  The  protective  custody  method  is  used 
when  the  patient  may  seriously  harm  himself  and/or  others 
unless  immediately  restrained.  However,  no  matter  which 
route  is  used,  the  court  hearing  is  the  same.  It  is  held  within 
1 4 days  unless  a stay  is  granted  by  the  judge.  It  may  be 
before  a judge,  or  before  a jury  at  the  request  of  the  patient 
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and  his  attorney.  Witnesses  are  called  to  testify  and  docu- 
ments are  presented,  including  two  of  the  Certificates  of 
Medical  Examination  for  Mental  Illness  filed  by  physicians,  at 
least  one  of  whom  is  a psychiatrist  if  available  in  the  county.  If 
public  treatment  is  proposed,  a community  mental  health 
center  or  other  designated  facility  must  file  with  the  court  a 
recommendation  for  the  most  appropriate  treatment  alter- 
native. If  the  judge  or  jury  finds  on  the  basis  of  “clear  and 
convincing  evidence"  that  the  person  is  mentally  ill  and 
meets  the  criteria  for  court-ordered  mental  health  services, 
then  the  judge  may  commit  the  patient  for  90  days  to  the 
“least  restrictive  appropriate  setting  available.”  At  the  court’s 
discretion,  this  may  range  anywhere  from  an  outpatient  set- 
ting, to  partial  hospitalization,  to  full  psychiatric  hospitali- 
zation. The  patient  and  his  attorney  may  choose  a public  or 
private  setting  for  the  patient's  treatment. 

The  criteria  for  commitment,  which  must  be  sworn  on  the 
physician’s  certificate,  are  that:  as  a result  of  his  mental  ill- 
ness, the  person  is  likely  to  cause  serious  harm  to  himself  or 
others,  or,  that  he  will  without  treatment  continue  to  suffer 
severe  mental,  emotional,  or  physical  distress,  continue  to 
deteriorate  in  his  ability  to  function,  and  is  unable  to  make  a 
rational  decision  about  treatment.  These  must  be  supported 
by  expert  testimony  and  evidence  of  either  a recent  overt  act 
or  a continuing  pattern  of  behavior. 

COURT-ORDERED  EXTENDED  MENTAL  HEALTH 
SERVICES 

The  procedure  for  court-ordered  extended  mental  health  ser- 
vices is  similar  to  those  for  temporary  services;  however, 
these  additional  criteria  must  also  be  met:  (a)  the  condition  is 
expected  to  last  longer  than  90  days,  and  (b)  the  patient  has 
already  received  under  court  order  60  consecutive  days  of 
inpatient  hospitalization  within  the  preceding  12  months. 

If  these  criteria  are  met,  the  patient  may  be  ordered  into 
inpatient  or  outpatient  treatment  for  up  to  1 2 months. 

Discussion 

The  new  code  seems  to  set  more  specific  criteria  (substantial 
risk,  serious  harm,  and  immediate  restraint  required)  to  ob- 
tain a magistrate's  order  or  an  order  of  protective  custody  and 
thereby  may  make  emergency  involuntary  hospitalization 
more  difficult  to  obtain.  At  the  same  time,  the  legal  interpreta- 
tion of  “dangerousness"  (used  in  the  old  code)  is  tending 
towards  physical  injury  only,  while  the  interpretation  of 
“harm”  may  not  be  limited  to  physical  harm  only.  That  change 
in  wording  may  make  a magistrate’s  order  or  an  order  of  pro- 
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tective  custody  obtainable  in  situations  where  it  it  could  not 
have  been  obtained  previously.  This  area  is  controversial  and 
has  not  yet  been  clarified  by  the  courts.  The  criteria  for  invol- 
untary court-ordered  treatment  are  clearly  less  strict,  in- 
cluding the  criteria  of  distress,  deterioration,  and  incapacity 
rather  than  requiring  dangerousness  or  even  harmfulness; 
thus,  if  the  patient  has  the  court  hearing,  it  is  easier  for  him  to 
be  involuntarily  committed.  It  is  clear  that  the  law  intends  an 
orderly  legal  process  for  involuntary  hospitalization,  with  the 
patient  at  liberty  pending  the  hearing  and  with  his  full  custom- 
ary rights  intact;  in  practice,  the  required  process  may  be 
difficult  to  obtain,  and  a large  percentage  of  patients  may  be 
inappropriately  shifted  into  the  emergency  proceedings. 

The  law  makes  few  comments  about  treatment.  In  general, 
a voluntary  or  involuntary  patient  may,  under  these  proceed- 
ings, receive  treatment  if  he  agrees,  but  these  proceedings 
do  not  authorize  involuntary  treatment  until  specifically  or- 
dered by  the  court  under  court-ordered  mental  health 
services.  Until  such  order  is  obtained,  it  is  prudent  to  treat 
patients  without  their  consent  only  with  caution,  conserva- 
tively, and  with  good  documentation  of  the  need  for  doing  so. 

If  a patient  is  in  the  emergency  room,  appears  to  be  immi- 
nently dangerous,  and  refuses  hospitalization,  the  physician 
has  several  options.  He  may  ask  a peace  officer  to  fill  out  a 
form  on  the  spot  and  then  hold  the  patient  without  a warrant. 
Alternatively,  any  adult  person  could  go  to  the  nearest  magis- 
trate and  apply  for  a warrant;  this  would  take  some  time.  As 
another  alternative,  the  physician  might  fill  out  an  application 
and  a physician's  certificate  and  have  them  taken  to  a judge 
who  would  issue  an  Order  of  Protective  Custody,  this  would 
take  even  longer.  It  is  usually  advisable  to  get  the  patient’s 
family  involved  in  these  processes  when  possible. 

The  physician  may  elect  to  hold  the  patient  while  pursuing 
these  legal  steps  on  the  basis  that  the  patient  voluntarily  pre- 
sented and  now  represents  a danger,  or  he  may  release  the 
patient  and  then  pursue  these  courses,  on  the  grounds  that 
he  has  no  authority  to  hold  him.  The  person  making  such 
decisions  is  at  risk  of  being  sued  in  either  case.  Preferably, 
each  hospital  should  establish  a relationship  with  the  appro- 
priate judge  in  its  county,  discuss  such  situations  with  him, 
and  get  his  opinion,  guidance,  and  support.  It  is  also  most 
helpful  to  be  able  to  contact  a judge  and/or  the  hospital  at- 
torney promptly  when  such  problems  arise.  Such  a situation 
occurring  in  the  private  office  or  other  setting  is  even  more 
difficult,  assuming  that  access  to  security  personnel,  legal 
documents,  notaries,  and  holding  facilities  are  limited.  The 
physician  can  certainly  contact  the  police.  The  physician  may 


decide  that  safety  requires  him  to  contact  the  patient’s  family, 
but  such  a breach  of  confidentiality  is  not  provided  by  law. 

Finally,  the  law  provides  some  protection  to  the  physician 
by  granting  freedom  from  liability  for  acting  in  these  matters 
as  long  as  he  is  acting  “in  good  faith,  reasonably,  and  without 
negligence.”  Furthermore,  physicians  will  not  be  held  liable 
when,  acting  without  malice,  they  have  been  responsible  for 
“performing  medical  examinations  and  providing  information 
to  courts  in  any  court  proceeding  held  pursuant  to  the  code.” 
Nonetheless,  the  physician  should  recognize  that  he  is  at  risk 
for  anything  that  he  does  or  does  not  do  in  any  case.  We 
believe  that  the  best  protection  is  to  be  familiar  with  the  laws, 
to  act  in  the  best  interest  of  the  patient,  and  to  carefully  docu- 
ment in  writing  your  findings  and  the  basis  for  your  actions. 
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Campylobacter  jejuni 
enterocolitis  in  Texas:  a 
clinical  and 
epidemiologic  survey 

A retrospective  analysis  of  1 ,840  records  of  stool  cul- 
tures examined  in  1982  at  The  University  of  Texas 
Medical  Branch  at  Galveston  showed  that  Cam- 
pylobacter jejuni  had  been  isolated  in  41  (2.3%)  speci- 
mens, Salmonella  enteritidis  in  34  (1 .8%),  and  Shigella  in 
21  (1.1%).  An  increased  incidence  of  positive  stool 
culture  for  C jejuni  was  observed  in  the  spring  (40%). 
Seven  patients  (18%)  required  hospitalization  as  a direct 
result  of  the  infection.  Complications  included  dehydra- 
tion in  four  patients,  failure  to  thrive  in  a neonate,  febrile 
seizures  in  a child,  and  glomerulonephritis  in  a young 
adult.  This  retrospective  analysis  and  other  studies  sug- 
gest that  laboratories  should  routinely  screen  for  C 
jejuni  in  stool  specimens  submitted  for  culturing. 


Campylobacter , long  known  as  a veterinary  pathogen,  has 
emerged  as  an  important  cause  of  bacterial  diarrhea  in  hu- 
mans. The  disease  has  been  shown  to  exist  universally  and 
the  organism  reported  from  virtually  every  country  in  which  it 
has  been  sought. 

In  the  United  States,  several  studies  have  shown  that 
Campylobacter  jejuni  is  more  commonly  recovered  from 
stool  samples  than  are  Salmonella  or  Shigella  organisms 
(1 ,2).  In  an  epidemiologic  survey  from  eight  hospitals  in  dif- 
ferent regions  of  the  United  States,  the  isolation  rates  varied 
from  1 .4%  to  9.3%  with  a mean  of  4.6%  (3).  In  this  study, 
the  isolation  rates  from  Georgia,  Oklahoma,  and  Southern 
California  were  much  lower  than  for  the  rest  of  the  country. 
Whether  the  low  rates  in  these  states  reflect  regional  differ- 
ences in  incidence  or  in  the  populations  served  by  the  hospi- 
tals participating  in  the  survey  is  uncertain.  Further,  the  inci- 
dence of  C jejuni  in  Texas  is  not  known.  For  these  reasons, 
we  reviewed  the  clinical  and  epidemiologic  features  of  in- 
fection due  to  C jejuni  at  our  institution  in  Galveston,  Tex, 
in  1982. 


Materials  and  methods 

A total  of  1 ,840  stool  specimens  were  submitted  for  culturing 
at  our  clinical  laboratory  in  1 982;  1 03  were  positive  for  bacte- 
rial pathogens.  C jejuni  was  isolated  from  41  fecal  specimens 
from  40  patients.  (One  patient  had  two  episodes  of  illness 
two  months  apart.) 

Each  stool  sample  was  plated  on  MacConkey  and 
Flektoen-enteric  agars  at  37°  C (98.6°  F)  (for  Salmonella  and 
Shigella),  thiosulfate-citrate-bile-salts-sucrose  agar  at  37°  C 
(for  Vibrios),  and  campy-BAP  medium  at  42°  C (1 07.6  ° F)  in 
a microaerophilic  environment  (for  Campylobacter).  When 
Clostridium  difficile  cultures  were  specifically  requested, 
samples  were  planted  on  cycloserine-cefoxitin-fructose-egg 
yolk  agar  at  37°  C (98.6°  F)  under  anaerobic  conditions. 

Examination  of  stools  for  ova  and  parasites  was  performed 
in  17  of  the  40  patients. 

The  hospital  records  of  39  patients  were  available  for  re- 
view and  constitute  the  basis  of  this  report. 

Results 

Of  the  103  stool  specimens  with  pathogens,  C jejuni  was  iso- 
lated from  41 , Salmonella  organisms  from  36,  Shigella  from 
21 , and  Vibrio  cholerae  from  two.  Clostridium  difficile  was 
isolated  in  five  cultures.  Two  children  had  multiple  infection 
with  C jejuni  and  Salmonella  enteritidis.  In  three  patients, 
one  adult  and  two  children,  both  Giardia  lamblia  and  C jejuni 
were  detected. 

There  were  23  adults,  ranging  in  age  from  19-68  years 
(mean  31 .0),  and  1 6 children  ranging  in  age  from  4 days  to  6 
years  (mean  age  9.9  months).  Seventeen  of  23  adults  (74%) 
were  between  20  and  30  years  of  age,  while  13  of  16  (80%) 
pediatric  patients  were  less  than  1 year  old.  The  sex  distri- 
bution was  almost  equal  (19  males  and  20  females). 

Positive  stool  cultures  for  C jejuni  were  obtained  in  each 
month  of  the  year  except  January.  An  increase  in  the  number 
of  isolates  was  noted  in  April,  May,  and  June;  these  three 
months  accounted  for  40%  of  the  cases  (Fig  1 ). 

Two  patients  had  a history  of  contact  with  persons  with 
diarrhea.  One  of  the  patients  was  a resident  of  a shelter 
home  where  other  inmates  had  self-limited  diarrhea.  The 
other’s  wife  had  a brief  diarrheal  illness  preceding  his  illness. 
Bacteriological  examination  of  fecal  specimens  from  the  con- 
tacts were  not  performed  in  either  case. 

The  clinical  features  of  our  cases  are  summarized  in  Fig  2. 
Fifteen  of  30  patients  (50%)  reported  fever,  and  11  of  27 
(40%)  had  nausea  or  vomiting.  In  several  patients,  fever  pre- 
ceded the  diarrhea.  Patients  reported  six  to  1 2 watery  stools 


44 


TEXAS  MEDICINE 


a day  (mean  8);  gross  blood  was  observed  in  stools  of  1 5 of 
28  patients  (55%).  The  diarrhea  was  accompanied  by  ab- 
dominal cramps  in  1 1 of  13  patients  (84%)  and  was  present 
for  a mean  of  4.0  days  (range  one  to  20  days)  before  medical 
care  was  sought.  The  physical  examination  was  not  remark- 
able except  for  mild  abdominal  tenderness. 

Nine  patients,  five  children  and  four  adults,  required  hospi- 
talization. Three  children  were  admitted  for  dehydration,  one 
for  febrile  seizures  and  the  other,  a neonate,  for  failure  to 
thrive.  Among  adults,  one  was  admitted  with  dehydration, 
one  with  brisk  hematuria,  and  two  for  unrelated  reasons  (an- 
gina in  one  and  social  reasons  in  the  other.  Thus,  five  child- 
ren (31%)  and  two  adults  (9%)  required  admission  as  a direct 
result  of  their  disease. 

Neutrophils  were  noted  in  stool  specimens  from  1 2 of  1 5 
patients  (80%).  While  1 5 of  28  patients  (55%)  noticed  blood 
in  the  stools,  the  guaiac  test  (Hemoccult)  was  positive  in  23 
of  30  patients  (77%).  Stool  specimens  were  screened  for 
parasites  in  17  patients;  Giardia  was  isolated  in  three,  one 
adult  and  two  children.  A complete  blood  count  was  per- 
formed in  1 7 patients;  the  mean  white  blood  cell  count  was 
9,700  (range  4,100-16,300).  In  six  patients  (35%)  the  white 
blood  cell  count  was  above  1 0,000;  the  differential  count 
showed  a shift  to  the  left.  Blood  cultures  in  two  patients  were 
negative.  Proctoscopic  examination  in  one  patient  revealed 
an  erythematous  friable  rectal  mucosa  without  ulcerations. 
Results  of  an  upper  gastrointestinal  series  in  one  child  and  a 
barium  enema  examination  in  an  adult  were  normal. 

Nineteen  of  32  patients  (60%)  were  treated  with  antibiotics 
(erythromycin  or  co-trimoxazole);  in  13,  the  diarrhea  had 
abated  by  the  time  the  culture  results  were  known.  Data  con- 
cerning treatment  were  not  available  for  seven  patients. 
Complications  observed  in  seven  patients  included  dehydra- 
tion in  four  (three  children  and  one  adult),  failure  to  thrive  in  a 


neonate,  febrile  seizures  in  a child,  and  glomerulonephritis  in 
a young  adult.  The  patient  with  glomerulonephritis  presented 
with  an  unusual  complication  of  Campylobacter  infection  and 
hence  will  be  presented  in  detail. 

Case  report 

A 22-year-old  man  presented  to  our  hospital  with  a four-day 
history  of  fever,  chills,  and  watery  diarrhea  with  occasional 
blood.  Gross  hematuria  developed  the  day  before  admission. 
He  gave  no  history  of  renal  disease,  and  results  of  the  physi- 
cal examination  were  entirely  normal. 

The  white  blood  cell  count  was  4.1,  the  Hb  1 4 gm,  and  the 
erythrocyte  sedimentation  rate  42  mm/hr.  Urinalysis  revealed 
gross  blood,  and  2+  protein;  microscopic  examination  of  the 
sediment  showed  numerous  red  blood  cells,  10-12  white 
blood  cell  per  high-power  field  (HPF),  and  5-6  granular  casts 
per  HPF.  The  urine  culture  was  negative,  and  the  serum 
creatinine  was  1 .5.  The  creatinine  clearance  rate  was  62 
mL/min,  and  the  24-hour  urine  protein  excretion  was  41 0 mg. 
Serological  studies,  which  included  ANA,  ASO  titers,  and 
complement  levels  were  all  within  normal  range.  Stool  exam- 
ination showed  several  neutrophils  but  no  parasites;  cultures 
grew  C jejuni.  Erythromycin  was  prescribed  and  the  patient's 
diarrhea  improved  in  five  days,  but  the  hematuria  continued. 
An  intravenous  pyelogram  was  normal,  and  a renal  biopsy 
performed  on  the  tenth  hospital  day  showed  IgA  and  C3  de- 
posits in  the  glomeruli,  a picture  consistent  with  IgA  nephritis. 

Follow-up  examination  of  the  urine  showed  considerable 
improvement  in  the  hematuria.  The  last  urinalysis  performed 
six  months  later  showed  an  occasional  RBC/HPF. 

(This  patient  presented  with  Campylobacter  enterocolitis 
and  developed  hematuria  due  to  IgA  glomerulonephritis. 
Glomerulonephritis  typically  affects  young  males,  and  the 
hematuria  is  often  ushered  in  by  a flu-like  illness.  In  our  pa- 


1.  Isolation  rate  of  C jejuni  during  the  12  months  of  1982. 

Month  No.  of  Positive  Cases  % Positive 


January 

February 

March 

April 

May 

June 

July 

August 

September 

October 

November 

December 


0 

6 

2 

8 

3 

4 
2 
2 
3 
6 
2 
1 


0 

15.5 
5 

21 

8 

10.5 
5 
5 
8 

15.5 
5 

2.5 


2.  Clinical  features  and  laboratory  findings  in  C jejuni  infection. 


Findings 

No.  Cases 

No  Cases 
Positive 

% Cases 
Positive 

1.  Fever 

30 

15 

50 

2.  Nausea  or  vomiting 

27 

11 

40 

3.  Gross  blood  in  the 

stool 

28 

15 

54 

4.  Abdominal  cramps 

13 

11 

84 

5.  Fecal  leukocytes 

15 

12 

80 

6.  Guaiac  positive  stools 

30 

23 

77 

7 Parasites  in  the  stool 

17 

3 

18 
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tient,  it  is  not  clear  whether  the  glomerulonephritis  was 
unmasked  by  the  Campylobacter  infection  or  was  an  actual 
complication.) 

Discussion 

Our  isolation  rate  of  2.3%  is  consistent  with  what  has  been 
reported  from  Georgia  (2%  to  5%),  Oklahoma  (1 .2%),  and 
Southern  California  (2.1%)  (3).  These  rates  have  varied  from 
1 .4%  in  Maryland,  to  9.3%  in  Michigan  (3).  These  results 
have  to  be  interpreted  with  some  caution  because  of  certain 
inherent  drawbacks  of  such  surveys.  First,  the  population 
served  by  these  hospitals  may  not  represent  a cross  section 
of  the  general  population.  Second,  as  the  disease  is  self- 
limited, only  those  with  severe  illness  present  to  the  physi- 
cian. Nevertheless,  these  isolation  rates  probably  under- 
estimate, rather  than  overestimate,  the  true  incidence  of  the 
disease.  In  our  population,  as  with  other  studies,  C jejuni  was 
the  most  common  cause  of  bacterial  diarrhea,  surpassing 
Salmonella  and  Shigella. 

We  observed  a bimodal  age  distribution,  with  peaks  in  the 
first  year  and  in  the  20  to  29  age  group,  consistent  with  other 
reports.  The  sex  distribution  was  equal. 

Although  reports  from  the  United  States  (1,3,4)  and  Eu- 
rope (5)  found  an  increased  incidence  of  C jejuni  in  summer, 
we  noted  a higher  isolation  rate  in  spring. 

Our  patient  with  Campylobacter  infection  and  glomeru- 
lonephritis is  the  second  such  case  to  be  recorded  in  the 
literature.  An  earlier  report  (6)  described  this  association,  but 
a renal  biopsy  was  not  performed.  Although  we  could  not 
establish  that  the  nephritis  was  a complication  of  Campylo- 
bacter enterocolitis,  the  association  is  suggested  by  the 
occurrence  of  hematuria  during  the  disease  and  the  subse- 
quent return  of  renal  functions  to  near  normal.  A longer, 
sequential  study  of  this  patient  would  have  been  informative; 
unfortunately,  he  was  lost  to  follow-up. 
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Solve  a simple  mathematical 
problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 


Vfhat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 


Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  even  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


The  equation  can  work  for  you.  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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New  cephalosporins 
and  cephalosporin-like 
compounds 

Cephalosporin  antibiotics  differ  in  antibacterial  activity, 
pharmacokinetics,  and  side  effects.  The  first  genera- 
tion cephalosporins  include  cephalothin  (Keflin)  and 
cefazolin  (Ancef,  Kefzol),  among  others.  They  are  active 
against  most  gram-positive  cocci  and  the  majority  of 
strains  of  Escherichia  coli,  Klebsiella  pneumoniae , and 
Proteus  mirabilis.  The  second  generation  compounds 
include  cefamandole  (Mandol),  cefoxitin  (Mefoxin), 
cefuroxime  (Zinacef),  and  cefonicid  (Monocid).  These 
cephalosporins  are  more  active  against  H influenzae, 
Neisseria  gonorrhoeae,  and  some  enteric  gram-negative 
bacilli.  The  third  generation  cephalosporins  include 
cefotaxime  (Claforan),  cefoperazone  (Cefobid),  moxalac- 
tam  (Moxam),  and  ceftizoxime  (Cefizox)  which  are  ac- 
tive against  most  strains  of  gram-negative  enteric  bacilli 
and  sometimes  Pseudomonas  aeruginosa. 


Beta-lactam  antibiotics  are  inhibitors  of  bacterial  cell  wall 
synthesis.  The  two  most  important  types  of  beta-lactam  anti- 
biotics include  the  penicillins  and  cephalosporins  which  differ 
in  the  type  of  ring  adjacent  to  the  beta-lactam  ring,  the  com- 
mon component  of  all  of  these  compounds  (Fig  1 ).  Deriva- 
tives of  each  of  these  groups  differ  in  the  side  chains  (R,  and 
R2)  that  are  attached  to  the  rings.  These  structural  alterations 
may  result  in  expanded  antibacterial  activity,  differences  in 
pharmacology,  or  changes  in  side  effects  (1-4).  Some 
agents,  such  as  cefoxitin  and  moxalactam,  are  not  true 
cephalosporins,  but  are  closely  related  and  are  considered 
as  such  for  convenience. 

Spectrum  of  activity 

The  cephalosporin  and  cephalosporin-like  antibiotics  com- 
mercially available  throughout  the  world — more  than  a dozen 
in  all — are  often  referred  to  as  “first  generation,”  “second 
generation,"  and  “third  generation”  compounds  (1 ,3).  Al- 
though the  generations  correspond  roughly  to  different  time 
periods,  they  are  actually  so  named  because  of  differences 
in  their  spectrum  of  activity. 


The  first  generation  cephalosporins  are  best  exemplified 
by  the  parent  compound,  cephalothin  (Keflin);  the  other  first 
generation  agents  are  essentially  identical  to  this  compound 
in  their  antibacterial  activity  (1 ).  These  agents  are  quite  ac- 
tive against  staphylococci  (except  for  methicillin-resistant 
staphylococci)  and  against  streptococci  (except  enterococci). 
They  are  also  active  against  most  outpatient-acquired  strains 
of  Escherichia  coli,  Klebsiella  pneumoniae , and  Proteus 
mirabilis.  They  are  not  active  against  Pseudomonas  aerugi- 
nosa nor  against  most  strains  of  Serratia,  Enterobacter,  and 
Acinetobacter.  Although  active  against  many  anaerobic  spe- 
cies, the  first  generation  cephalosporins  offer  little  activity 
against  Bacteroides  fragilis.  The  other  cephalosporins 
should  be  compared  to  this  background  information  (Fig  2). 

The  second  generation  cephalosporins  that  are  available 
for  parenteral  use  include  cefamandole  (Mandol),  cefoxitin 
(Mefoxin),  cefuroxime  (Zinacef),  and  cefonicid  (Monocid) 
(5-9).  These  compounds  have  a moderate  increase  in  cover- 
age of  gram-negative  bacilli  relative  to  the  first  generation 
agents,  but  none  has  anti-pseudomonal  activity.  Cefaman- 
dole and  cefuroxime  have  retained  the  anti-streptococcal 
and  staphylococcal  activity  of  the  first  generation  com- 
pounds, whereas  cefoxitin  is  less  potent,  often  with  a tenfold 
decrease  in  activity  against  staphylococcal  and  streptococcal 


1.  Basic  cephalosporin  ring  structure  with  R and  S at  positions  in  which  ma- 
jor modifications  are  possible.  These  modifications  alter  pharmacologic 
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species;  cefonicid  lies  somewhere  in  between.  Cefoxitin  has 
the  best  activity  against  gram-negative  bacilli  and  is  the  only 
one  of  these  four  agents  that  has  significant  activity  against 
8 fragilis.  All  four  are  better  than  first  generation  agents 
against  Neisseria  gonorrhoeae  and  H influenzae,  including 
beta-lactamase  producers,  with  cefuroxime  equal  to  or  more 
effective  than  the  other  three  against  these  organisms. 

The  third  generation  agents  which  are  currently  on  the 
market  include  cefotaxime  (Claforan),  moxalactam  (Moxam), 
cefoperazone  (Cefobid),  and  ceftizoxime  (Cefizox)  (10-13). 
All  of  these  agents  have  markedly  increased  activity  against 
gram-negative  species;  they  are  more  potent  against 
cephalothin-susceptible  gram-negative  strains,  with  a mini- 
mal inhibitory  concentration  (MIC)  ten  or  more  times  lower. 
They  also  are  effective  against  many  strains  that  are  re- 
sistant to  the  older  cephalosporins,  including  strains  of 
Serratia,  Enterobacter,  and  even  some  P aeruginosa.  Mox- 
alactam, cefotaxime,  and  ceftizoxime  are  the  most  active 
against  non-pseudomonal  gram-negative  bacilli  (10,1 1,13); 
cefoperazone  is  the  most  active  of  the  three  against  P 
aeruginosa  and  the  least  effective  against  other  gram- 
negative bacilli  (12).  All  four  are  highly  active  against  beta- 
lactamase-producing  strains  of  H influenzae  and  N gonor- 
rhoeae. The  third  generation  agents  are  less  active  than  first 
generation  agents,  particularly  cefazolin  and  cephalothin, 
against  gram-positive  species,  particularly  Staphylococcus 
aureus.  Cefotaxime  and  ceftizoxime  are  somewhat  more 
effective  against  S aureus  than  is  moxalactam,  and  they  are 
also  the  most  active  against  streptococci.  Moxalactam  is  sig- 


2.  Activity  of  third  generation  cephalosporins. 


Organism 

Activity  Compared  to 
Older  Cephalosporins 

Preferred  Cephalosporins 

S aureus 

Decreased 

Cephalothin,  cefazolin 

Enterococcus 

No  activity 

None 

S pneumoniae 

No  advance  (decreased 

Cephalothin,  cefazolin  (un- 

for  moxalactam) 

less  CSF  infection) 

L monocytogenes 

No  activity 

None 

N gonorrhoeae 

Improved 

Cefuroxime,  cefotaxime,  or 
moxalactam  * 

H influenzae 

Improved 

Cefuroxime,  cefotaxime,  or 
moxalactam* 

Gram-negative  enteric 
esp  E coli, 

K pneumoniae 

Improved 

Cefotaxime  or  moxalactam  * 

P aeruginosa 

Improved 

Cefoperazone 

B fragilis 

Decreased  (except 
possibly  for 
Moxalactam) 

Cefoxitin 

’Ceftizoxime  Is  probably  equally  effective  but  has  not  been  as  well  studied 
clinically. 
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nificantly  less  active  against  streptococci,  which  has  led  to 
some  problems  when  it  has  been  used  to  treat  patients  with 
infections  due  to  S pneumoniae.  None  of  these  agents  has 
clinically  useful  activity  against  the  enterococcus  and 
Listeria. 

All  of  these  new  agents  inhibit  many  anaerobic  organisms, 
such  as  species  of  Fusobacteria,  Peptostreptococcus,  Ac- 
tinomyces, and  Clostridium,  but  are  generally  inferior  to  the 
penicillins.  Against  8 fragilis,  they  are  inferior  to  the  first  line 
drugs  such  as  clindamycin,  chloramphenicol,  and  metro- 
nidazole. Cefoxitin,  a second  generation  agent,  seems  to  be 
the  most  active  cephalosporin  against  this  organism  (6).  The 
activity  of  moxalactam  against  8 fragilis  is  slightly  less  than 
that  of  cefoxitin,  but  the  true  activity  of  the  other  agents  is 
somewhat  controversial.  Certainly,  none  is  superior  to  cefox- 
itin, but  all  are  somewhat  better  than  cephalothin. 

Clinical  use 

The  chief  advantage  of  the  third  generation  cephalosporins  is 
their  expanded  spectrum  of  activity  against  gram-negative 
bacteria,  even  those  which  are  resistant  to  many  other  antibi- 
otics, thus  offering  the  possibility  of  avoiding  aminoglycoside 
usage  and  toxicity  (10-13).  These  new  agents  have  been 
shown  to  be  effective  for  a variety  of  infections  caused  by 
susceptible  organisms,  and  their  use  should  be  restricted  to 
actual  infections  (Fig  3).  These  agents  should  not  be  used  foi 
prophylaxis,  especially  when  staphylococci  or  streptococci 
are  likely  organisms,  such  as  with  bone,  joint,  and  CNS  pro- 
cedures (3).  Infections  that  have  responded  include  lower 
respiratory  tract  infection,  urinary  tract  infection,  gynecologic 
infection,  bacteremia,  skin  and  soft  tissue  infection,  and  bone 
and  joint  infection.  Moxalactam,  and  to  a lesser  extent  the 
other  three,  also  has  been  effective  in  treating  patients  with 
abdominal  infections  (11).  Efficacy  has  been  documented 
against  penicillinase-producing  gonococci  and  these  com- 
pounds have  been  effective  in  clinical  trials;  however,  activity 
against  syphilis  has  not  been  documented  in  such  trials. 

None  of  these  agents  is  considered  the  drug  of  choice  for  any 
infection  caused  by  gram-positive  cocci,  although  cefotaxime 
and  ceftizoxime  may  prove  to  be  as  effective  as  older  agents 
against  streptococci  (10,13).  Neither  moxalactam,  cefotax- 
ime, nor  ceftizoxime  alone  should  be  used  to  treat  serious 
pseudomonas  infections,  and  many  experts  are  concerned 
that  even  cefoperazone,  as  single  drug  therapy,  may  not  be 
adequate  for  severe  infections  due  to  this  organism  (12).  An- 
other potential  advantage  of  these  new  compounds  lies  in 
their  long  half-lives,  particularly  moxalactam  and  cefopera- 
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3.  Indications  lor  third  generation  cephalosporins. 

1 . Infections  caused  by  multiply-resistant  gram-negative  organisms  which  are 
susceptible  to  one  of  these  agents. 

2.  Gram-negative  bacillary  meningitis  caused  by  susceptible  organisms,  par- 
ticularly E coli  and  K pneumoniae. 

3.  Meningitis  caused  by  H influenzae  which  is  resistant  to  both  ampicillin  and 
chloramphenicol. 


zone,  which  allows  dosing  every  eight  hours  and  which  may 
partially  compensate  for  the  fact  that  they  are  much  more 
expensive  per  gram  than  most  of  the  older  agents. 

The  major  clinical  advantage  that  most  infectious  disease 
experts  see  in  the  new  cephalosporins  is  their  use  in  men- 
ingitis secondary  to  susceptible  gram-negative  bacilli.  Other 
cephalosporins  enter  the  cerebrospinal  fluid  erratically  if  at 
all,  but  penetration  by  the  newer  agents  (plus  their  marked 
increase  in  potency)  has  led  to  success,  particularly  well 
demonstrated  with  moxalactam  for  therapy  of  meningitis 
caused  by  susceptible  E coli,  Klebsiella,  Enterobacter,  and 
Serratia.  Cefotaxime  also  has  been  curative  in  patients  with 
meningitis  due  to  H influenzae,  N meningitidis,  E coli,  K 
pneumoniae,  and  S pneumoniae.  The  efficacy  of  these 
agents  against  beta-lactamase-producing  H influenzae  is 
particularly  important  for  patients  who  cannot  tolerate  chlo- 
ramphenicol or  who  are  infected  with  the  rare  ampicillin- 
resistant,  chloramphenicol-resistant  strain.  Moxalactam 
should  not  be  used  if  S pneumoniae,  Listeria,  or  group  B 
streptococci  are  suspected;  cefotaxime  and  cefuroxime  are 
more  effective  for  meningitis  caused  by  streptococci,  but 
penicillin  or  ampicillin  remains  the  drug  of  choice. 

Pharmacologic  aspects 

All  of  the  new  agents  discussed  here  must  be  administered 
parenterally.  Cefuroxime  (8)  has  a half-life  (65-80  min)  mid- 
way between  cephalothin  (30-40  min)  and  cefazolin 


(95-1 50  min).  Cefonicid  has  a longer  half-life  of  270  minutes 
(Fig  4)  (9). 

Of  the  third  generation  agents,  cefotaxime  has  the  shortest 
half-life  (one  hour)  compared  with  30  to  40  min  for  cephalo- 
thin (10).  Probenecid  prolongs  the  serum  half-life,  suggesting 
that  there  is  both  tubular  secretion  as  well  as  glomerular  fil- 
tration. All  of  the  drug  is  ultimately  excreted  by  the  kidneys, 
but  only  60%  of  the  parent  drug  is  found  in  the  urine;  the  rest 
is  a metabolic  derivative  (desacetyl  form)  which  is  not  as  ac- 
tive as  cefotaxime  but  does  have  greater  activity  than  first 
generation  compounds.  Penetration  into  many  tissues  is  ad- 
equate, including  cerebrospinal  fluid.  This  is  in  contrast  to  the 
older  cephalosporins  which  do  not  diffuse  in  the  CSF. 

Moxalactam  has  a serum  half-life  of  two  to  three  hours  and 
is  not  metabolized  to  any  significant  degree  (1 1 ).  Probenecid 
does  not  affect  renal  excretion,  which  implies  that  the  drug  is 
eliminated  primarily  by  glomerular  filtration.  Over  half  the 
drug  is  excreted  within  1 2 hours  and  total  urinary  recovery  of 
unchanged  drug  is  more  than  90%.  Moxalactam  also  enters 
the  cerebrospinal  fluid  and  has  been  used  efficiently  in  treat- 
ing patients  with  gram-negative  meningitis. 

Cefoperazone  has  a half-life  of  approximately  two  hours 
(1 2).  This  compound  is  unusual  in  that  it  is  cleared  primarily 
by  a non-renal  mechanism.  Biliary  levels  are  much  greater 
than  for  any  of  the  other  cephalosporins  and  the  drug  does 
not  accumulate  in  renal  failure.  With  biliary  obstruction,  renal 
clearance  may  compensate,  but  liver  dysfunction  can  lead  to 


4.  Pharmacology  of  new  cephalosporins  relative  to  cephalothin. 


Generation 

Cephalothin 

(Keflin) 

1st 

Cefuroxime 

(Zinacef) 

2nd 

Cefonicid 

(Monocid) 

2nd 

Cefotaxime 

(Claforan) 

3rd 

Ceftizoxime 

(Cefizox) 

3rd 

Moxalactam 

(Moxam) 

3rd 

Cefoperazone 

(Cefobid) 

3rd 

Serum  half-life 
(minutes) 

30-40 

65-80 

270 

60-70 

100 

120-140 

95-140 

Maximum  daily  adult 
dose  in  grams  (life- 
threatening 
infection) 

12 

12 

2 

12 

12 

12* 

12 

Dose  interval  (hours) 

4-6 

4-8 

24 

4-8 

6-12 

6-12 

6-12 

Metabolism 

Desacetylation 

None 

None 

Desacetylation 

None 

None 

None 

Clearance 

(less  active) 
Renal 

Renal 

Renal 

(less  active) 

Renal  (metabolites 

Renal 

Renal 

Biliary 

Adjustment  in  renal 
failure 

Yes 

Yes 

Yes 

and  unchanged 
drug) 

Yes 

Yes 

Yes 

Nof 

CFS  penetration 

Poor 

Adequate 

Poor 

Adequate 

Adequate  $ 

Adequate 

Adequate  t 

■ * At  this  dose,  increased  attention  should  be  given  to  bleeding  parameters, 
t Should  adjust  in  liver  failure. 
tLess  well  studied,  data  conflicting 
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increased  serum  concentrations.  Like  the  other  two  agents, 
cefoperazone  is  well  distributed  in  different  body  fluids,  and 
although  it  enters  the  cerebrospinal  fluid  in  the  presence  of 
meningitis,  it  has  been  less  well  studied  clinically  and  in  one 
study  was  found  not  to  be  adequate. 

Ceftizoxime  achieves  peak  serum  concentrations  equiva- 
lent to  those  achieved  with  cefotaxime  (1 3).  It  is  not 
metabolized  and  is  excreted  virtually  unchanged  by  the  kid- 
neys in  24  hours.  Dosage  adjustment  is  necessary  in 
patients  with  renal  compromise.  The  half-life  is  approx- 
imately 1 .7  hours.  Ceftizoxime  is  well  distributed  in  various 
body  fluids  including  cerebrospinal  fluid. 

Adverse  reactions 

Local  reactions  such  as  phlebitis  and  pain  at  the  injection  site 
have  been  reported  infrequently  and  appear  to  be  less  than 
with  first  generation  agents.  Diarrhea  has  occurred  in  ap- 
proximately 5%  of  patients.  Antibiotic-associated  colitis  due 
to  C difficile  is  rarely  reported.  Rashes  have  occurred,  but 
allergic  reactions  of  the  immediate  type  (anaphylaxis)  have 
been  extremely  rare.  Moxalactam  and  cefoperazone  have 
been  associated  with  hypoprothrombinemia  which  is  cor- 
rected by  vitamin  K administration  and  with  interference  with 
adenosine  diphosphate-induced  platelet  aggregation 
(11,13).  Transient  neutropenia  also  has  occurred.  Patients 
receiving  more  than  6-8  gm  per  day  should  receive  supple- 
mental doses  of  vitamin  K which  will  correct  the  drug-induced 
hypoprothrombinemia. 

Hepatotoxicity  and  renal  toxicity  have  been  rare  in  patients 
who  receive  these  agents.  An  interesting  toxicity  is  that  of 
acute  alcohol  intolerance  or  disulfiram-like  reactions  associ- 
ated with  compounds  with  a methylthiotetrazole  nucleus 
(moxalactam  and  cefoperazone)  at  the  three  positions  of  the 
dihydrothiazolidine  ring.  Superinfection  with  enterococci  also 
has  been  reported  in  patients  receiving  moxalactam. 
Emergence  of  resistance  during  therapy  has  occurred 
among  P aeruginosa  and  E cloacae. 

Conclusions 

The  third-generation  cephalosporins  show  a markedly  ex- 
panded antibacterial  spectrum,  particularly  against  gram- 
negative bacteria  with  a decrease  in  activity  against  gram- 
positive bacteria.  They  generally  have  improved  phar- 
macologic properties  and  appear  to  be  remarkably  safe. 
Although  effective  in  a wide  variety  of  settings,  they  should 
be  reserved  for  specific  indications  (Fig  3)  including  infec- 
tions due  to  multiple-resistant  (generally  hospital-acquired) 
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gram-negative  bacteria,  gram-negative  enteric  meningitis 
due  to  susceptible  organisms,  meningitis  due  to  ampicillin/ 
chloramphenicol-resistant  H influenzae,  and  possibly  in  set- 
tings where  the  use  of  a single  drug  could  replace  the  use  of 
two  drugs  in  the  therapy  of  a patient  with  a proven  infection. 
They  should  not  be  used  for  surgical  prophylaxis,  particularly 
if  staphylococci  or  streptococci  are  likely,  since  they  have  de- 
creased activity  against  gram-positive  organisms. 

In  addition  to  these  new  agents,  many  other  cephalosporins 
are  under  clinical  investigation  and  may  appear  on  the  mar- 
ket in  the  near  future  (3).  In  addition,  there  are  a variety  of 
novel  beta-lactams  being  evaluated,  some  of  which  offer 
markedly  enhanced  activity  against  P aeruginosa,  B fragilis 
and  methicillin-resistant  S aureus.  These  other  agents  will 
likely  be  available  in  the  next  few  years  and  will  further  com- 
plicate the  decision  currently  facing  physicians  regarding 
antibiotic  selection. 
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Insulin,  1 984 

Until  recent  years,  there  were  few  choices  of  insulin;  to- 
day 32  types  of  insulin  are  available  in  42  configurations. 
The  more  purified  forms  are  indicated  for  patients  with 
documented  immunological  reactions  to  beef  or  pork  or 
those  with  immune-mediated  insulin  resistance.  Patients 


receiving  insulin  for  the  first  time  should  receive  purified 
or  human  insulins  to  reduce  problems  with  antibody  re- 
sponse. The  use  of  purified  forms  of  insulin  also  results 
in  less  clogging  of  insulin  pump  needles,  less  local  irri- 
tation, fewer  sterile  abscesses,  and  less  absorption 
variability.  This  article  includes  a list  of  available  in- 
sulins and  provides  selected  information  about  each. 


1.  Current  US  insulin  preparations. 


Product 

Manufacturer 

Class' 

Species/Source 

Purity  ppm 
Proinsulin 

Strength 

Rapid  Acting  (Onset  1/2-4  h,  Duration  5-16  h) 

Regular  & Semilente 

Actrapid  Human 

(Squibb-Novo) 

H 

Semisynthetic 

<1 

U-100 

Actrapid 

(Squibb-Novo) 

MC 

Pork 

<1 

U-100 

Regular 

(Squibb-Novo) 

C 

Pork 

<25 

U-40,  U-100 

Velosulin 

(Nordisk-USA) 

P 

Pork 

<10 

U-100 

Humulin  Regular 

(Lilly) 

H 

Recombinant  DNA 

NA 

U-100 

lletin  II  Regular 

(Lilly) 

P 

Pork 

<10 

U-100,  U-500 

lletin  II  Regular 

(Lilly) 

P 

Beef 

<10 

U-100 

lletin  1 Regular 

(Lilly) 

C 

Beef/Pork 

<50 

U-40,  U-100 

Semitard 

(Squibb/Novo) 

MC 

Pork 

<1 

U-100 

Semilente 

(Squibb-Novo) 

C 

Beef 

<25 

U-100 

lletin  1 Semilente 

(Lilly) 

C 

Beef/Pork 

<50 

U-40,  U-100 

Intermediate  Acting  (Onset  1 -4  h,  Duration  1 6-28  h) 

Lente  & NPH 

Monotard  Human 

(Squibb-Novo) 

H 

Semisynthetic 

<1 

U-100 

Monotard 

(Squibb-Novo) 

MC 

Pork 

<1 

U-100 

lletin  II  Lente 

(Lilly) 

P 

Pork 

<1C 

U-100 

lletin  II  Lente 

(Lilly) 

P 

Beef 

<10 

U-100 

lletin  1 Lente 

(Lilly) 

C 

Beef/Pork 

<50 

U-40,  U-100 

Protaphane  NPH 

(Squibb-Novo) 

MC 

Pork 

<1 

U-100 

NPH 

(Squibb-Novo) 

C 

Beef 

<25 

U-40,  U-100 

Lente 

(Squibb-Novo) 

C 

Beef 

<25 

U-40,  U-100 

Insulatard 

(Nordisk-USA) 

P 

Pork 

<10 

U-100 

Humulin  NPH 

(Lilly) 

H 

Recombinant  DNA 

NA 

U-100 

lletin  II  NPH 

(Lilly) 

P 

Pork 

<10 

U-100 

lletin  II  NPH 

(Lilly) 

P 

Beef 

<10 

U-100 

lletin  1 NPH 

(Lilly) 

C 

Beef/Pork 

<50 

U-40,  U-100 

Long-Acting  (Onset  4-6  h,  Duration  36+  h) 

PZI  & Ultralente 

PZI 

(Squibb-Novo) 

C 

Beef 

<25 

U-100 

lletin  II  PZI 

(Lilly) 

P 

Pork 

<10 

U-100 

lletin  II  PZI 

(Lilly) 

P 

Beef 

<10 

U-100 

lletin  1 PZI 

(Lilly) 

C 

Beef/Pork 

<50 

U-40,  U-100 

Ultratard 

(Squibb-Novo) 

MC 

Beef 

<1 

U-100 

Ultralente 

(Squibb-Novo) 

C 

Beef 

<25 

U-100 

lletin  1 Ultralente 

(Lilly) 

c 

Beef/Pork 

<50 

U-40,  U-100 

Mixtures 

Mixtard-30%  reg, 

70%  NPH 

(Nordisk-USA) 

P 

Pork 

<10 

U-100 

’The  two  recognized  classes  of  insulins  based  on  FDA  standards  of  proinsulin  content  are,  conventional  (C)  s 50  ppm  and  purified  (P)  s 10  ppm.  The  monocompo- 
nent (MC)  and  human  (H)  insulins  are  subclasses  of  purified  insulins.  Semisynthetic  human  insulin  is  derived  from  pork  insulin  with  the  terminal  amino  acid  on  the  B- 
chain  changed  to  threonine  from  alanine.  Recombinant  DNA  human  insulin  is  made  from  E coli- produced  A & B chains  chemically  joined  to  form  the  insulin 
molecule. 
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As  recently  as  five  years  ago  taking  insulin  meant  choosing 
one  of  a handful  of  insulin  types  virtually  all  made  by  one 
company.  All  that  has  dramatically  changed.  Currently  there 
are  three  companies  manufacturing  32  different  types  of  in- 
sulin in  42  different  configurations  (Fig  1 ).  Purified  beef, 
purified  pork,  conventional,  and  human  insulins  are  now  rou- 
tinely stocked  by  most  major  pharmacies  and  are  available 
from  specialized  diabetes  supply  centers  which  have  recently 
appeared  to  service  the  specific  and  increasingly  more  de- 
manding needs  of  the  insulin-dependent  diabetic  patient. 

In  general,  the  purer  the  insulin,  the  higher  the  costs,  al- 
though there  is  about  a $6  difference  between  the  least 
expensive  and  most  expensive  1 0 cc  vial  of  U-1 00  insulin. 
From  one  manufacturer,  conventional  insulin  costs  .69  cents; 
purified  insulin  costs  less  than  twice  as  much  at  1 .25  cents  a 
unit.  The  prices  are  representative  of  the  other  companies  as 
well.  Human  insulin  is  not  the  most  expensive  of  the  purified 
insulins,  as  animal  sources  are  not  needed  for  the  recombi- 
nant DNA  forms,  and  improved  technology  makes  the  semi- 
synthetic form  more  productive  with  costs  in  the  range  of  the 
purified  animal  insulins. 

More  purified  insulins  are  indicated  for  patients  with  docu- 
mented immunological  reactions  to  beef  or  pork  insulins  or 
those  with  immune-mediated  insulin  resistance.  Further- 
more, patients  receiving  insulin  for  the  first  time  should  be 
given  the  purified  or  human  insulins  to  reduce  problems  with 
antibody  response.  This  includes  patients  who  will  receive 
long-term  insulin  therapy  and  those  with  short-term  needs 
resulting  from  gestational  diabetes,  hyperalimentation, 
stress-related  hyperglycemia  treatment  (trauma  or  organ 
transplants),  or  renal  failure.  Patients  using  continuous  sub- 
cutaneous insulin  infusion  (via  the  insulin  pump)  have  found 
that  the  purer  insulins  cause  fewer  problems  with  clogging  of 
the  needle,  local  irritation,  sterile  abscesses,  or  absorption 
variability. 

Not  every  insulin-dependent  patient  needs  the  purified  in- 
sulins. If  good  control  is  being  achieved  using  conventional 
insulin,  no  change  is  necessary.  If  a change  occurs,  occa- 
sionally a reduction  in  dosage  is  required,  usually  about  a 
1 0%  to  20%  drop  in  the  amount  of  the  purified  insulin. 

As  manufacturers  become  more  commercially  aggressive, 
hospitals  and  governments  that  solicit  bids  may  switch  to  the 
purified  forms.  Knowledge  of  the  newer  insulins  is  therefore 
important  for  all  physicians  even  if  their  patients  are  not  tak- 
ing the  more  purified  forms  at  this  time. 


Health  education  in  an  exciting,  new  format, . . Be  sure  to  tell 
your  patients  about  VITAL  SIGNS  where  they  can  keep  up  with 
the  newest  discoveries  in  medicine,  learn  how  to  reduce  stress 
and  discover  how  to  keep  health  care  costs  down. 

Watch  VITAL  SIGNS,  a weekly,  30-minute  program  produced 
in  cooperation  with  the  Texas  Medical  Association  and  seen 
throughout  the  state  on  the  Texas  Cable  Network! 

Watch  for  VITAL  SIGNS  coming  soon  to: 


TEXAS  CABLE  NETWORK 

TELEVISION  FOR  TEXANS 


Produced  in  cooperation  with 

~TMA~ 

Texas  Medical  Association 


Volume  80  November  1984 


53 


THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving. ” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


04^ 


„ V, 


fit. 


THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . . 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 


Dallas  (214)  630-1831  Fort  Worth  (817)  870-2226  San  Antonio  (512)  691-0631 
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New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Good  medicine...good  value 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin'  Tablets  (ibuproten) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets, 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported.  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets,  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema. 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added. 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients.  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosmophilia,  rash,  etc.),  Motrin  should  be  discontinued 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  than  3%)- Probable  Causal  Relationship 
Gastrointestinal:  Nausea?  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence):  Central  Nervous  System:  Dizziness*  headache,  nervousness  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite:  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation:  see  PRECAUTIONS). 

Incidence  less  than  1%-Probable  Causal  Relationship*0 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests:  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence!  aseptic 
meningitis  with  fever  and  coma:  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens- Johnson  syndrome,  alopecia,  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS), Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosmophilia,  decreases  in 
hemoglobin  and  hematocrit:  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations,  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting:  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS)! 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  1%-Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg.,  epistaxis.  menorrhagia):  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction,  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia).  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis:  Renal:  Renal  papillary 
necrosis. 

•Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked ) 

••Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis  Suggested  dosage  is  300, 
400,  or  600  mg  t i d or  q.i  d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b 7-s 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


Digital  subtraction  angiography:  principles  and  pitfalls 
of  image  improvement  techniques.  David  C.  Levin,  MD; 
Robert  M.  Schapiro,  MD;  Lawrence  M.  Boxt,  MD,  et  al. 
American  Roentgen  Ray  Society,  American  Journal  of 
Roentgenology,  vol  143,  September  1984,  pp  447-  454. 

The  technology  of  imaging  methods  in  digital  subtraction 
angiography  (DSA)  is  discussed  in  detail.  Areas  covered  in- 
clude function  of  the  video  camera  in  both  interfaced  and 
sequential  scan  modes,  digitization  by  the  analog-to-digital 
converter,  logarithmic  signal  processing,  dose  rates,  and  ac- 
quisition of  images  using  frame  integration  and  pulsed- 
sequential  techniques.  Also  discussed  are  various  methods 
of  improving  image  content  and  quality  by  both  hardware  and 
software  modifications.  These  include  the  development  of 
larger  image  intensifiers,  larger  matrices,  video  camera  im- 
provements, reregistration,  hybrid  subtraction,  matched 
filtering,  recursive  filtering,  DSA  tomography,  and  edge 
enhancement. 


Ultrasound  scanning  of  the  gastrointestinal  tract  in  chil- 
dren: subject  review.  John  H.  Miller,  MD,  and  C.  Randall 
Kemberling,  RDMS.  The  Radiological  Society  of  North  Amer- 
ica, Radiology,  1984,  vol  152,  pp  671  - 677. 

Water  path  ultrasound  scanning  of  the  abdomen  was  used  to 
evaluate  1 03  children  with  clinically  apparent  disorders  of  the 
gastrointestinal  tract.  Dynamic  ileus  was  distinguished  from 
adynamic  ileus,  congenital  disorders  were  identified,  tumors 
of  the  bowel  wall  were  distinguished  from  vascular  lesions, 
and  thickening  of  the  bowel  wall  in  metabolic  and  toxic  disor- 
ders was  seen.  Traumatic  and  inflammatory  conditions  were 
evaluated  successfully  in  1 7 patients,  obviating  the  need  for 
barium  gastrointestinal  studies  in  these  children.  Given  the 
benign  nature  of  ultrasound,  the  authors  believe  that  ultra- 
sound examinations  of  the  bowel  should  be  used  with  greater 
frequency,  particularly  in  children. 

The  tyramine  challenge  test  as  a marker  for  melancholia. 

Wilma  M.  Harrison,  MD;  Thomas  B.  Cooper,  MS;  Jonathan 
W.  Stewart,  MD,  et  al.  American  Medical  Association,  Ar- 
chives of  General  Psychiatry,  July  1 984,  vol  41 , pp  681  -685. 

A previous  study  reported  that  unipolar  depressives  excrete 
significantly  lower  amounts  of  urinary  tyramine-O-sulfate  fol- 


lowing oral  administration  of  a tyramine  hydrochloride  load 
than  do  normal  control  subjects.  This  study  replicates  and 
extends  those  findings  by  showing  that  within  the  heteroge- 
neous group  of  unipolar  depressives,  patients  with  melan- 
cholia and  bipolar  patients  with  a history  of  melancholia 
manifest  a tyramine  excretion  deficit.  A small  subgroup  of 
medication-free  patients  in  remission  from  episodes  of  mel- 
ancholia had  abnormally  low  tyramine  sulfate  excretion 
levels  while  they  were  euthymic,  supporting  the  suggestion 
that  reduced  tyramine  sulfate  excretion  following  oral 
tyramine  loading  is  a trait  marker  for  depression.  Further 
study  of  the  role  of  trace  amines  in  affective  illness  is  war- 
ranted. Clinical  application  is  not  warranted  until  further 
evaluation  of  the  sensitivity,  specificity,  and  reproducibility  of 
this  oral  tyramine  challenge  test. 

Catheter  ablation  of  arrhythmias.  Mark  E.  Josephson,  MD. 
American  College  of  Physicians,  Annals  of  Internal  Medi- 
cine, 1 984,  vol  1 01 , pp  234-237. 

The  ability  to  localize  the  sites  of  origin  of  arrhythmias 
or  those  sites  critical  to  the  maintenance  of  their  life- 
threatening  consequences  has  provided  the  potential  for 
ablating  these  arrhythmias  by  delivering  shocks  through 
catheters  at  these  critical  sites.  The  capability  of  treating  vari- 
ous arrhythmias  by  the  delivery  of  shocks  through  catheters 
placed  at  specific  intracardiac  sites  is  being  studied.  These 
techniques  are  being  evaluated  for  the  creation  of  atrio- 
ventricular blocks  to  control  the  ventricular  response  during 
supraventricular  arrhythmias  and  for  the  ablation  of  bypass 
tracts  and  foci  of  ventricular  tachycardia.  Complications,  in- 
cluding cardiac  rupture,  and  variable  success  rates  make  it 
imperative  that  such  studies  only  be  done  by  well-trained 
electrophysiologists.  As  current  techniques  evolve,  catheter 
ablation  may  prove  to  be  a reasonable  alternative  to  phar- 
macologic or  surgical  management  of  patients  with  disabling 
arrhythmias. 
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Roche  salutes  the  history  of  Texas  medicine 

DOCTORS 
WHO  WERE 
SOLDIER-STATESMEN 


Three  men  of  medicine,  born  and  raised  in  New 
England  around  the  same  time,  arrived  in  Texas  to 
start  practice  and  play  a significant  role  in  the  history 
of  the  state. 


Dr  Anson  Jones, 

a lineal  descendant  of  Oliver  Crom- 
well, was  his  family's  13th  child. 
Born  in  Massachusetts  in  1798, 
he  graduated  from  Jefferson 
Medical  College  in  1827  and 
established  his  first  practice  in 
Philadelphia.1 

Learning  of  the  opportunities  in  Texas,  then  a part 
of  Mexico,  he  headed  for  Brazoria,  arriving  in  1833 
with  only  $17  in  his  pocket  and  $50  worth  of  medi- 
cine in  his  bag.  As  one  of  the  few  qualified  physicians 
in  colonial  Texas,  he  prospered  from  the  start.2 

Active  in  the  movement  for  Texas  independence. 

Dr  Jones  was  appointed  Assistant  Surgeon  Gen- 
eral and  Medical  Purveyor  to  the  Army  of  the  Texas 
Revolution. 


With  victory  and  the  establishment  of  the  Repub- 
lic, Dr  Jones  was  elected  a member  of  the  first  Texas 
Congress.  Shortly  thereafter.  President  Sam  Houston 
appointed  him  the  minister  of  the  new  republic  to 
Washington.  In  1841,  Dr.  Jones  was  named  Secretary 
of  State.  He  served  with  distinction,  and  in  1844,  Dr 
Anson  Jones  was  himself  inaugurated  President  of  the 
Republic  of  Texas.2  In  time,  he  put  forth  the  Republic's 
first  statute  regulating  medical  practice,  became  a 
founder  of  the  Texas  Medical  Association  and  brought 
Texas  into  the  Union.3 

Dr  Ashbel  Smith 


was  born  in  Connecticut  in  1805. 
He  studied  medicine  at  Yale  College 
and  in  Paris,  where  he  both 
expanded  his  medical  knowledge 
and  laid  the  foundation  of  an 
extraordinary  career  in  diplomacy.4 
Upon  return  to  the  United 
States,  he  began  writing  and  practicing  in  Salisbury, 
North  Carolina.  However,  he  was  deeply  concerned 
about  the  struggle  of  Texans  to  obtain  their  freedom — 
and  chose  to  join  them  in  1837.  He  settled  in  Galves- 
ton, where  he  was  soon  appointed  Surgeon  General  of 


the  Army,  and  went  to  live  in  the  home  of  General  Sam 
Houston. 

In  1838,  Dr.  Smith  resigned  his  commission  to 
wage  a gallant  fight  against  Galveston's  first  epidemic 
of  yellow  fever  His  procedures  and  his  monograph 
on  this  subject  are  considered  definitive  works  to  this 
day.4 

Through  the  years.  Dr  Smith  continued  to  be 
regarded  as  Texas'  "number  one  diplomat,"5  serving 
as  Minister  to  France  and  England.  During  the  Civil 
War,  he  was  commander  of  the  defense  of  Galveston. 

In  1878,  Dr  Smith  was  appointed  a commissioner  to 
the  Paris  Exposition;  in  1882,  he  became  President  of 
the  Texas  State  Medical  Association.  He  also  became 
one  of  the  regents  of  the  University  of  Texas,  to  which 
he  donated  his  medical  library  upon  his  death  in  his 
80th  year 14 

Dr  Amos  Pollard, 

born  in  Massachusetts  in  1803, 
studied  medicine  in  New  York  and 
traveled  by  way  of  New  Orleans  to 
Texas. 

There  is  evidence  that  by  1834 
he  was  practicing  in  Gonzalez, 
where  he  was  known  as  an  aboli- 
tionist, active  in  Texas  politics. 

When  General  Austin's  volunteers  marched  on 
San  Antonio,  Dr  Pollard  was  among  them  as  Surgeon 
of  the  Regiment.  Four  months  later,  he  wrote  to  Texas 
Governor  Smith  about  his  lack  of  medicines  and  sup- 
plies. Nevertheless,  he  closed  his  letter  with  "Let  us 
show  them  how  republicans  can  and  will  fight." 

On  March  6,  1836,  when  the  Army  of  Santa  Anna 
stormed  the  Alamo,  Dr  Pollard  was  killed  while  tend- 
ing the  wounded.  Also  killed  were  his  associates — 

Drs.  Edward  Michison,  John  W.  Thompson  and  John 
Purdy  Reynolds— not  one  of  them  yet  30  years  old.6 


References:  1.  Packard  FR:  History  of  Medicine  in  the  United  Stales,  Vol  II 
New  York,  Hafner  Publishing  Company,  1963,  pp  943,  972-973  2.  Clarke 
TW:  NY  State  J Med  50  65-68,  1950  3.  Letter  from  the  Sons  of  the  Republic 
of  Texas  (state  organization)  to  medical  librarians,  sent  with  Gambrell  H: 
Anson  Jones:  The  Last  President  of  Texas.  4.  Gambrell  H:  Anson  Jones:  The 
Last  President  of  Texas  Garden  City,  N Y,  Doubleday  & Co.,  1948,  p.  395 
5.  Stuck  W Southern  Surgeon  It  742-746,  1942  6.  Andrassy  RJ  Hagood 
CO  Jr  Surg  Gynecol  Obstet  145 : 91 3-91 5,  1 977 
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When  the  history  reveals 
mixed  depression  and  anxiety.. 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who  are 
also  anxious,1  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  of 
depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy.2 

In  another  multicenter  study,3  the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia— 91% 

Middle  insomnia — 87% 

Late  insomnia— 89% 

□ Gastrointestinal  upset— 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.3 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References-  1 Rickels  K Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977,  p 316  2.  Feighner  JP  et  a!  Psychopharmacology  61  217-229.  Mar  1979  3.  Data  on  tile, 
Hoffmann-La  Roche  Inc , Nutley,  NJ 


In  moderate  depression  and  anxiety 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 


(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  following  page. 
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LIMBITROL®  Tablets  (£  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rorely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  moy 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing. Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric . Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol  5-12  5,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydro- 
chloride salt)-  bottles  of  100  and  500;  Tel-E-Dose"'  packages  of  100,  Prescription 
Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We’re  a non-profit 
organization  with  only  one  product . . . 
liability  insurance  for  Texas  physicians. 

Call  us;  we  re  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 


RO  BOX  14746,  AUSTIN,  TEXAS  78761 


THE 

SECOND 

ANNUAL 

WESTERN 

REGIONAL 

ONCOLOGY 

CONFERENCE 

January  17  and  18,  1985,  Marriott  Hotel, 

El  Paso,  Texas,  cosponsored  by  Texas  Tech 
University  School  of  Medicine  Regional 
Academic  Health  Center,  Providence  Memorial 
Hospital  and  The  American  Cancer  Society 
(CMEs  and  CEARPs  applied  for) 


FOR  INFORMATION  CONTACT:  EUNICE  GOLDSMITH, 
CONFERENCE  COORDINATOR,  PROVIDENCE 
MEMORIAL  HOSPITAL,  2001  N.  OREGON,  EL  PASO, 
TEXAS  79902,  (915)  542-6699 
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Giving  thanks: 

Turkey  takes  second  place  to  hard  work 


While  the  traditional  Thanksgiving  calls  for  a delectable  din- 
ner at  home  with  the  family,  some  have  a different  way  of 
saying,  “Thank  you. " They  pack  their  work  clothes,  travel  by 
airplane  and  bus  to  unfamiliar  surroundings,  and  work  to  the 
point  of  exhaustion.  Is  this  any  way  to  celebrate  a holiday? 

Volunteers  with  Sonrisa  Alegre  enthusiastically  say  it  is. 
They  are  the  physicians,  nurses,  and  lay  people  who  travel 
to  various  parts  of  Mexico  to  improve  the  lives  of  indigents, 
mostly  children,  who  suffer  the  pain  and  embarrassment  of 
cleft  lips  and  cleft  palates. 

Valentin  Gracia,  MD,  a Fort  Worth  plastic  surgeon, 
founded  the  program  almost  20  years  ago  and  continues  as 
its  chief  organizer.  The  project  sponsors  two  trips  each  year, 
and  the  next  is  to  Irapuato,  Guanajuato,  Nov  19-25.  Dr 
Gracia  usually  is  joined  by  25  to  30  volunteers. 


The  spirit  of  Sonrisa  Alegre — happy  smile — is  even  more 
striking  than  the  dramatic  results  of  cleft  lip  and  cleft  palate 
surgeries  that  make  the  program  famous. 

It  is  the  spirit  that  moves  dedicated  volunteers  to  leave  or 
uproot  their  families  and  spend  Thanksgiving  in  a foreign 
land.  Rather  than  sitting  down  to  an  elegant  dinner,  they 
stand  over  an  operating  table  mending  disfigured  faces. 


Dr  Banta  assists  a young  patient  in  Guanajuato. 


The  program  was  born  in  1965  when  Valentin  Gracia,  MD, 
a Fort  Worth  plastic  surgeon,  went  to  Panuco,  Veracruz, 
Mexico,  the  small  farming  village  about  30  miles  from  Tam- 
pico where  he  was  born.  While  there,  Dr  Gracia  performed 
surgical  procedures  on  23  indigent  patients.  Of  those,  18 
were  cleft  lip  and  palate  surgeries.  That  year,  Dr  Gracia  es- 
tablished a tradition  that  continues  today. 

It  is  estimated  that  one  baby  in  750  to  1 ,000  in  Mexico  and 
the  United  States  is  born  with  a cleft  lip.  In  Mexico,  a large 
percentage  of  those  born  with  the  deformity  do  not  have  ac- 
cess to  correctional  plastic  surgery.  They  are  medically 
indigent,  live  far  from  civilization,  or  lack  medical  insurance. 
Also,  there  are  few  surgeons  in  Mexico  who  are  trained  to 
perform  the  operation. 

To  help  the  victims  of  these  grim  statistics,  Sonrisa  Alegre 
workers  organize  volunteers  who  travel  by  plane  and  bumpy 
bus  ride  to  various  parts  of  Mexico  to  rebuild  the  faces  and 
lives  of  indigent  patients,  mostly  children. 

With  promotional  help  from  several  Rotary  Clubs  in  Mexico 
and  Fort  Worth,  Mexican  civic  organizations,  and  local  radio 
announcements  (because  many  residents  of  the  remote 
areas  are  illiterate),  1 ,314  cleft  lip  procedures  have  been  per- 
formed to  date.  Dr  Gracia  and  his  team  perform  surgery  on 
an  average  of  50  patients  each  trip,  working  four  1 6-  to  1 8- 


Jean  Van  Trump.  RN,  greets  a patient  following  surgery. 
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hour  days.  The  project  gives  the  patients,  some  of  whom 
have  withstood  years  of  shame  and  ridicule,  the  chance  to 
enter  into  the  mainstream  of  society,  nullifying  their  hermetic 
lives  and  instilling  in  them  a degree  of  self-confidence. 

Dr  Gracia  flies  to  the  selected  site  several  days  prior  to  the 
medical  team’s  arrival  to  screen  and  prepare  prospective  pa- 
tients. His  teams  travel  at  the  invitation  of  a city's  mayor  or  a 
state’s  governor.  Although  the  Mexican  government  does  not 
officially  assist  the  program,  it  does  not  stop  it,  Dr  Gracia 
said.  To  further  safeguard  against  the  possibility  of  problems, 
a Mexican  coordinator,  usually  a volunteer  physician,  helps 
make  local  arrangements. 

Dr  Gracia  requires  that  his  patients  be  at  least  three  years 
of  age  and  healthy.  Usually,  he  must  choose  from  more  than 
100  men,  women,  and  children,  some  of  whom  come  from  as 
far  away  as  600  miles.  Many  have  been  discovered  living  in 
obscure  mountain  hideaways,  ashamed  of  their  affliction. 

After  the  volunteers  arrive,  “team  work’’  is  the  battle  cry. 

“There  are  no  holds  barred,”  observed  Miguel  Banta,  MD, 
a Fort  Worth  anesthesiologist  who  has  made  the  trip  three 
times. 

“Everyone  does  what  needs  to  be  done  to  make  a suc- 
cessful mission.” 

In  return  for  the  surgery,  “These  people  have  nothing  to 


A young  patient  before  and  after  her  cleft  lip  surgery. 


give  you  but  appreciation — not  even  a chicken,”  Dr  Banta 
said. 

But  heartfelt  appreciation  appears  to  be  more  than  suffi- 
cient. Volunteers  describe  their  trips  in  glowing  terms. 

“It  is  impossible  to  express  the  satisfaction  that  comes  out 
of  a terrible  trip  like  this — terrible  in  that  it  is  backbreaking 
work,"  Dr  Banta  said. 

Andrea  McKinney  Moore,  a Fort  Worth  attorney,  joined  her 
father,  James  R.  McKinney,  MD,  and  mother,  Alma  McKin- 
ney, RN,  for  three  trips  with  the  program.  She  recalled  the 
experience: 

“I  was  only  about  1 7 when  my  parents  first  traveled  in 
Mexico  and  returned  with  dozens  of  pictures  of  the  stag- 
gering deformities  and  miraculous  repairs  of  the  cleft  lips 
and  palates  provided  by  before  and  after  pictures,  but  the 
experience  was  not  real  to  me  until  I participated  in  a trip 
to  Papantla,  Veracruz,  Mexico,  during  Thanksgiving  1980. 

By  that  time  I was  a business  lawyer  in  Austin.  My  closest 
nursing’  experience  had  consisted  only  of  passing  out  (soft 
drinks)  and  coffee  in  the  Wichita  General  Hospital  snack  bar 
as  a ‘Pink  Darling'  while  a teenager.” 

Remembering  that  trip  to  the  small  tropical  town  about  60 
miles  east  of  Mexico’s  east  coast,  she  added,  “Dr  Gracia 
takes  a break  for  no  more  than  four  hours  per  day.  Several 
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other  surgeons  have  routinely  assisted  Dr  Gracia,  staying  on 
their  feet  for  close  to  the  same  long  hours.  The  local  Rotary 
Club  wives  work  long  hours  to  supply  the  team  with  food 
and . . . coffee.” 

“The  patients  were  typically  terrified  of  (the  people  in  scrub 
suits  speaking  a foreign  language).  They  were  often  physi- 
cally dirty  and  dressed  in  little  more  than  rags. 

"Despite  the  smells,  the  fatigue,  and  the  long  hours,  the 
surgery  team  and  nurses  are  cheerful.  The  facilities  and  as- 
sembly line  surgery  pose  such  a challenge  that  everyone 
moves  with  efficiency  and  purpose. 

“For  me  the  reality  of  these  people’s  lives  and  the  defor- 
mity they  were  struggling  to  overcome  made  the  issues  dealt 
with  back  in  the  law  office  seem  meaningless.  We  hardly  ever 
stop  to  think  about  so  many  things  taken  for  granted — after  I 
came  back  from  Papantla,  although  I was  sick  for  a week,  I 
didn’t  complain  to  myself  about  anything  for  a long  time,”  she 
concluded. 

Dr  Gracia  tells  of  an  excursion  to  Veracruz  when  there 
were  no  patients  lined  up  to  greet  him.  While  walking  through 
the  city  that  evening,  he  said  he  spotted  a young  man  with  a 
cleft  lip.  He  approached  the  22-year-old  and  explained  his 
purpose  in  Mexico.  “I  told  him  I had  come  from  a place  about 
1,500  miles  away  and  I was  here  specifically  to  help  people 
like  him.  He  couldn’t  believe  it.  I gave  him  my  card  and  told 
him  to  come  to  the  hospital.  When  he  showed  up  a few  days 
later,  he  still  couldn’t  believe  it.  He  thought  I was  joking.” 

It  is  instances  like  these,  said  Dr  Gracia,  that  offer  the 
greatest  satisfaction.  "These  people  have  not  lived  yet.  They 
are  ashamed  and  they  hide.  Now,  they  can  enter  into  society 
without  being  ashamed.” 

The  Sonrisa  Alegre  program  is  administered  by  Proyecto 
Huasteco,  Inc,  a nonprofit  organization  run  by  a board  of 
directors  and  governors  composed  of  physicians  and  busi- 
nessmen. It  relies  on  financial  support  from  individuals  and 
civic  and  business  organizations.  Many  of  Sonrisa  Alegre’s 
volunteers  and  supporters  view  the  program  as  a bridge  to 
better  relations  between  Mexicans  and  Americans.  “The 
people  of  Mexico  develop  a new  respect  and  trust  for  their 
American  neighbors.  The  Americans  involved  in  the  project 
see  that  Mexico  has  a richness  and  culture  of  its  own,”  Dr 
Gracia  said. 

The  next  Sonrisa  Alegre  journey  is  planned  for  Nov  19-25, 
to  Irapuato,  Guanajuato. 

Dr  Banta  observed,  “People  may  think  it  is  a strange  way 
to  spend  the  Thanksgiving  holiday,  but  what  better  way  is 
there  to  say  thank  you?” 

Jeannine  Grenier 

Donna  Jones 
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610  West  Randol  Mill  Road  Arlington,  Texas,  7601 1 
(817)  860-2061  (Metro)  792-2001  P.O.  Box  121528  76012 

Patrick  Dolan,  Vice-President/Cashier  Board  of  Directors:  Jimmy  D.  Gerganess,  Robert 
W.  Harp,  Dr.  Frank  W.  Hilliard,  Dr.  Kenneth  R.  Leggett,  Clay  C.  Scott,  Jr.,  Robert  B. 
Shelton,  Jr.,  Harold  F.  Smith,  Michael  A.  Smith,  Maureen  G.  Springer,  W.  Garland 
Thornton,  Jr. 
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If  the  business  of  medicine  has  put 
you  under  pressure,  and  you  would 
like  some  relief,  call  Med  Center  Bank. 

9Med  Center  Bank 

6631  South  Main,  Houston,  Texas  77030 
(713)790-1976  Member  FDIC 
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Available  through  SMA  Physicians  Purchasing  Program 


•Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 


MPM  1000  the  complete  system  includes: 

•Hardware  (IBM  or  Texas  Instruments) 

•Software 
*T  raining 

•After  Sale  Support 

*Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include 


•Patient  Profiles 
•Accounts  Receivable/Billing 
•Insurance  Processing/Tracking 
•Collection  System 
•Recall  Notices 

•Full  line  of  Management  Reports 
•And  much  more  . . . 


Word  Processing 
•General  Ledger 
•Accounts  Payable 
•Payroll 

•Inventory  Control 
•Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205  945  1840 

or 

Curtis  1000  Information  Systems  at 
800-241  4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 
VEC|  □ SMA  Member 

1 □ | am  not  an  SMA  Member 


Name 

Address 

City 

State 

Zip 

Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Volume  80  November  1 984 


65 


Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members— through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland's  Illustrated  Medical  Dictionary,”  26th  edition,  and 
Webster's  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Some  people  have  a special 
quality. 

They  know  who  they  are  and 
where  they’re  going. 

And  they  look  for  a special 
quality  in  the  people  they  do 
business  with. 

At  Texas  American,  special 
people  like  these  are  discovering 
bankers  who  are  committed  to 
building  long-range  relationships. 
Who  are  eager  to  solve  problems 
in  innovative  ways.  Who  see  their 
own  success  in  terms  of  success- 
ful customers. 

If  you're  looking  for  a special 
kind  of  banker,  come  to  Texas 
American.  It’s  where  special  people 
discover  the  special  kind  of  bank- 
ers they  deserve. 

Texas  American. 

A special  kind  of  banker. 


AMERICAN 

BANKS 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
43  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 

Works-A 


I.C.  SYSTEM,  INC. 

16805  Preston  Bend 
Dallas,  Texas  75248 
Phone  (214)  248-7790 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 

- _l  • 1 HKAiirn  ctronn  in  dCCPtC1  Qn(\  OllT  nnlifV 


Texas  Medical  Liability  Trust  ...  it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  professional 
liability  insurance  that  represented 
security,  dependability  and  effective 
claims  management.  We  supplied  it. 

You  required  professional  insurance 
leadership  by  medical  liability  special- 
ists who  were  sensitive  to  your  individ- 
ual service  requirements.  Once  again, 
TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our  cur- 
rent data  conclusively  confirms  this 
approach. 

In  fact,  the  physician  TMLT  Govern- 
ing Board  and  Executive  Staff  listen 
carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to  the 
Texas  Medical  Association  membership 
seriously.  We  have  taken  strong  action 
for  loss  prevention  and  patient  safety  by 
means  of  educational  seminars,  litera- 
ture and  videotape  programs. 

Today,  TMLT  is  viewed  as  a leader  and 
innovator  in  the  dynamics  of  medical 
liability  risks.  In  only  five  years  we  have 


grown  strong  in  assets;  and,  our  policy- 
holders have  grown  at  an  average  of  67 
per  cent  annually.  We  are  fulfilling  our 
commitment  to  provide  a stable  source 
of  liability  insurance  at  competitive  pre- 
miums through  accurately  measuring 
our  risk  and  claims  activity  by  medical 
specialty  and  geographic  location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are 
just  what  the 
doctors 

IMLf 

TEXAS  MEDICAL 

LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATE  WIDE  SERVICE  CENTER  • 1-800-252-9179  / PO.  BOX  14746  • AUSTIN,  TEXAS  78761 
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LAY  MIDWIVES 

In  1983,  legislation  was  enacted  to  regulate  the  practice  of 
lay  midwives.  This  statute  requires  lay  midwives  to  identify 
themselves  by  appearing  before  a county  clerk  and  to  dis- 
close to  clients  the  limitations  of  their  practices  (1).  The  act 
and  the  rules  issued  by  the  Department  of  Health  to  imple- 
ment the  statute  are  worthy  of  review  so  physicians  may 
better  understand  the  limited  requirements  placed  on  lay 
midwives  in  Texas.  Physicians  may  also  be  able  to  evaluate 
the  referral  arrangement  they  may  be  asked  to  enter  into 
with  a lay  midwife,  as  well  as  counsel  patients  who  seek 
information  on  lay  midwifery. 


Prior  to  Sept  1 , 1 983,  the  state  did  not  regulate  lay  midwives’ 
activities,  even  though  the  Texas  Legislature  had  considered 
such  regulation  during  the  1979  and  1981  sessions.  How- 
ever, two  Texas  cities  near  the  Mexican  border,  where 
economic  conditions  and  tradition  made  lay  midwifery  a 
widely  accepted  practice,  adopted  municipal  ordinances  re- 
quiring a permit  to  practice  lay  midwifery  (2).  The  ordinances 
required  applicants  for  permits  to  meet  certain  standards,  in- 
cluding (1)  completion  of  a course  of  instruction  in  midwifery; 
(2)  negative  examinations  for  tuberculosis  and  syphilis;  (3) 
being  1 8 years  of  age  or  older;  and  (4)  successful  completion 
of  an  oral  or  written  examination.  Persons  practicing  lay  mid- 
wifery before  passage  of  the  ordinances,  who  had  filed  at 
least  20  birth  certificates,  were  required  to  meet  all  the  re- 
quirements except  passage  of  the  training  course. 

Midwifery  not  the  practice  of  medicine 

Though  the  practice  of  midwifery  was  not  regulated  by  stat- 
ute prior  to  1 983,  it  was  the  subject  of  judicial  examination  in 
Banti  v State  of  Texas  (3). 

Mrs  Banti  was  accused  and  convicted  on  the  complaint 
that  she  did  “unlawfully  treat  and  offer  to  treat  Julia  Valdez,  a 
human  being,  for  a disease  and  physical  disorder,  mental 
and  physical,  and  a physical  deformity  and  injury  and  to 
effect  a cure  thereof”  and  that  she  charged  therefor  and  did 
so  without  first  having  registered  a certificate  evidencing  her 
right  to  practice  medicine. 

Mrs  Banti,  who  professed  to  have  “delivered  thousands 
and  thousands  of  babies,”  examined  Julia  Valdez  during  Mrs 
Valdez’  eighth  month  of  pregnancy.  It  was  agreed  that  for  a 
fee  of  $40,  Mrs  Banti  would  deliver  the  baby.  About  a month 
later,  after  being  contacted  by  Mrs  Valdez’  mother-in-law,  Mrs 
Banti  examined  Mrs  Valdez  and  saw  that  the  mouth  of  her 
womb  was  open  about  “fifty  cents.”  Mrs  Banti  then  put  clean 
sheets  on  the  bed,  clean  clothes  on  Mrs  Valdez,  “washed  her 
all  the  way  with  alcohol,”  gave  her  a shot  containing  Vi6  gram 
of  Pituitrin  in  the  right  arm,  and  put  her  to  bed.  When  the  baby 
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was  born,  Mrs  Banti  told  Mrs  Valdez’  mother-in-law  that  “the 
baby  got  no  life  in  it.”  She  cleaned  the  baby,  tied  the  umbilical 
cord,  and  worked  with  the  baby  to  try  to  make  it  breathe  and 
move.  After  putting  the  baby  in  warm  water  for  about  five 
minutes,  she  asked  that  an  ambulance  be  called.  Mrs  Banti 
then  “cleaned  the  mother  and  took  care  of  the  afterbirth.” 

On  appeal  from  her  conviction,  Mrs  Banti  argued  that  child- 
birth is  not  a disease  or  disorder,  but  a normal  function  of 
womanhood.  The  court  agreed  that  Mrs  Banti  was  not  prac- 
ticing medicine  because  the  Legislature  had  “not  defined  the 
practice  of  medicine  so  as  to  include  the  act  of  assisting 
women  in  parturition  or  childbirth.  . 

Additionally,  a 1 978  Texas  Attorney  General  Opinion  indi- 
cated that  certain  procedures,  such  as  the  performance  of  an 
episiotomy  and  the  repair  of  the  episiotomy  or  a laceration  of 
the  birth  canal  by  suturing  the  wound,  are  services  a midwife 
lawfully  may  provide  if  the  facts  show  that  these  services  are 
incident  to  normal  childbirth  (4).  However,  Article  451 2i  now 
prohibits  midwives  from  performing  episiotomies  (5). 

Regulation  of  lay  midwives 

During  the  1983  legislative  session,  renewed  pressure  from 
state  legislators  who  expressed  concern  over  the  lack  of  reg- 
ulation of  midwives  resulted  in  passage  of  a bill  to  be 
implemented  in  stages  (6).  The  act  does  not  apply  to  certified 
nurse  midwives,  natural  childbirth  trainers,  physicians,  health 
care  professionals  licensed  by  the  state  and  operating  within 
the  scope  of  their  licenses,  or  to  persons  other  than  lay  mid- 
wives who  assist  at  emergency  births.  The  act  applies  only  to 
those  persons  who  practice  lay  midwifery,  which  is  defined 
as  the  practice  of  assisting  childbirth  for  compensation. 

Lay  Midwifery  Board 

The  act  empowered  the  Texas  Board  of  Health  to  appoint  a 
Lay  Midwifery  Board  composed  of  three  lay  midwives  with  at 
least  three  years  experience,  no  more  than  one  of  whom  may 
be  a licensed  health  care  professional;  one  certified  nurse 
midwife;  one  physician  certified  by  the  American  College  of 
Obstetricians  and  Gynecologists;  one  physician  certified  by 
the  American  Board  of  Pediatrics;  and  three  public  represen- 
tatives who  are  not  practicing  or  trained  in  the  health  care 
profession. 

The  duties  of  the  Lay  Midwifery  Board  are  (1 ) to  establish 
requirements  for  an  approved  lay  midwifery  training  course, 
(2)  to  establish  qualifications  for  lay  midwifery  training  course 
instructors,  (3)  to  issue  a lay  midwifery  training  manual,  (4)  to 
establish  eligibility  requirements  for  taking  the  final  examina- 
tion of  a training  course,  and  (5)  to  issue  a final  examination 
for  a lay  midwifery  training  course. 

The  act  requires  training  manuals  to  contain  information 
about  prenatal  care;  normal  childbirth;  signs,  symptoms,  and 
emergency  management  of  complications  in  childbirth; 
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screening  for  women  who  are  at  greater  risk  of  childbirth 
complications;  and  anatomy  of  the  human  reproductive 
system. 

It  also  requires  information  on  sterile  techniques  and  pro- 
cedures; delivery  techniques  to  prevent  vaginal  lacerations; 
emergency  treatment  of  vaginal  lacerations  occurring  during 
childbirth;  legal  requirements  and  procedures  for  reporting 
births  and  deaths;  resuscitation  of  the  newborn;  prophylactic 
treatment,  screening,  and  diagnostic  tests  for  newborns  as 
required  by  law;  and  other  information  or  procedures  as  de- 
termined by  the  Department  of  Health.  These  manuals  must 
be  made  available  in  both  English  and  Spanish. 

Local  health  departments,  accredited  postsecondary  edu- 
cational institutions,  and  adult  education  programs  may  offer 
approved  training  courses.  A person  who  has  completed  an 
approved  lay  midwifery  training  course,  or  who  has  compara- 
ble training  approved  by  the  Lay  Midwifery  Board,  may  take 
the  final  examination.  If  the  person  passes  the  final  examina- 
tion, the  Department  of  Health  will  grant  a letter  of 
completion. 

Identification 

Each  December,  lay  midwives  must  appear  in  person  before 
the  county  clerk  of  the  county  in  which  he  or  she  resides  or 
before  the  county  clerk  of  each  county  in  which  he  or  she 
practices  lay  midwifery.  The  Texas  Department  of  Health  pro- 
vides an  identification  form  that  requires  the  midwife  to  state 
his  or  her  name,  residence,  and  post  office  address,  date  and 
place  of  birth,  and  location  of  his  or  her  practice  according  to 
counties.  The  form  asks  as  an  optional  question  the  number 
of  deliveries  at  which  the  midwife  served  as  a primary  atten- 
dant during  the  previous  year.  After  the  form  has  been  com- 
pleted, the  county  clerk  provides  each  lay  midwife  with  a no- 
tice of  his  or  her  legal  responsibilities.  However,  failure  to 
receive  the  notice  does  not  constitute  a defense  against 
prosecution  for  acts  committed  in  violation  of  those  laws  and 
rules.  A copy  of  this  form  is  sent  to  the  Department  of  Health, 
which  maintains  a roster  of  all  persons  identified  to  practice 
lay  midwifery.  This  information  is  a public  record. 

Disclosure 

As  of  Sept  1 , 1 984,  midwives  must  disclose  orally  and  in  writ- 
ing to  a prospective  client  the  limitations  on  their  skills  and 
scope  of  practice.  The  Department  of  Health,  with  the  advice 
of  the  Lay  Midwifery  Board,  has  approved  a form  for  the  writ- 
ten disclosure,  which  indicates  that  a lay  midwife  (1 ) may 
assist  only  in  normal  childbirth;  (2)  has  or  does  not  have  an 
arrangement  with  a local  physician  for  referring  patients  who 
experience  complications  before  or  during  childbirth;  (3)  may 
not  perform  a cesarean  section  or  an  episiotomy,  or  admin- 
ister a prescription  drug  without  a physician’s  supervision; 
and  (4)  has  or  has  not  passed  the  lay  midwife  training  course 


final  examination  approved  by  the  Lay  Midwifery  Board.  The 
midwife  must  have  each  client  sign  this  written  disclosure 
form  and  send  it  to  the  Department  of  Health  within  30  days 
following  the  birth.  The  midwife  also  must  encourage  the  cli- 
ent to  seek  prenatal  care  and  medical  care  if  complications 
develop  during  the  birth.  The  midwife  also  must  disclose  to  a 
prospective  or  actual  client  the  procedure  for  reporting  com- 
plaints to  the  Department  of  Health. 

Prohibitions  and  penalties 

Midwives  are  specifically  prohibited  from  (1)  administering  a 
prescription  drug  to  a client  except  under  the  supervision  of  a 
licensed  physician;  (2)  using  forceps  or  surgical  instruments 
for  any  procedure  other  than  cutting  the  umbilical  cord  or 
providing  emergency  first  aid  during  delivery;  (3)  removing 
the  placenta  by  invasive  techniques;  (4)  advancing  or  retard- 
ing labor  or  delivery  by  using  medicines  or  mechanical 
devices;  (5)  using  any  title,  abbreviation,  or  designation  im- 
plying “registration”  or  “certification”  as  a lay  midwife;  or  (6) 
assisting  at  other  than  a normal  childbirth,  except  in  an 
emergency  that  threatens  the  life  of  the  mother  or  the 
newborn. 

Lay  midwives  commit  offenses  if  they  knowingly  or  inten- 
tionally commit  an  act  prohibited  by  the  statute,  if  they 
knowingly  or  intentionally  fail  to  comply  with  the  disclosure 
requirements  of  the  act,  or  if  they  knowingly  or  intentionally 
fail  to  comply  with  the  identification  requirement.  All  such  of- 
fenses are  Class  C misdemeanors. 

Texas  Department  of  Health  rules 

The  Texas  Department  of  Health  has  adopted  new  rules  con- 
cerning the  practice  of  lay  midwifery  in  order  to  implement 
the  statute  (7).  These  rules  establish  the  procedures  and 
forms  by  which  lay  midwives  must  identify  themselves  to 
county  clerks  each  year,  the  content  of  oral  and  written  dis- 
closures that  lay  midwives  must  make  to  prospective  clients, 
and  the  procedures  by  which  the  Texas  Department  of 
Health  receives  and  processes  complaints  relating  to  the 
practice  of  lay  midwifery  in  Texas. 

The  health  department  has  instructed  county  clerks  to  pro- 
vide, at  the  time  of  identification,  copies  of  the  Texas  Lay 
Midwifery  Act;  the  Texas  Department  of  Health's  form  en- 
titled, “Legal  Responsibilities  of  Lay  Midwives  under  the 
Statutes  and  Rules  of  the  State  of  Texas”;  rules  implement- 
ing the  Texas  lay  midwifery  law;  the  list  of  laboratories 
certified  by  the  health  department  to  perform  standard 
serological  tests  for  syphilis;  and  a form  entitled,  “Responsi- 
bilities of  a Lay  Midwife.” 

The  department  will  receive  oral  or  written  complaints, 
which  should  include  the  name  and  address  of  the  person 
making  the  complaint  and  sufficient  details  to  adequately 
describe  the  alleged  violation.  Anonymous  complaints,  al- 
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though  not  encouraged,  will  be  accepted.  Complaints 
alleging  a prohibited  practice  under  the  penalties  section  of 
the  act  will  be  sent  to  the  appropriate  law  enforcement  au- 
thority. Those  complaints  alleging  a violation  of  other  laws 
will  be  sent  to  either  the  appropriate  state  agency,  the  appro- 
priate law  enforcement  authority,  or  both.  Other  laws  that 
may  be  violated  include  the  Texas  Communicable  Disease 
Prevention  and  Control  Act;  the  Texas  Venereal  Disease  Act; 
the  Texas  Phenylketonuria,  Galactosemia,  Sickling,  Hemo- 
globinopathies, and  Congenital  Hypothyroidism  Act;  the 
Texas  Vital  Statistics  Act;  the  Texas  Medical  Practice  Act;  the 
Texas  Nurse  Practice  Act;  and  the  Texas  Pharmacy  Act.  The 
health  department  records  all  complaints,  and  they  are  avail- 
able to  the  public  unless  specific  information  in  the  record  is 
deemed  confidential  under  the  Open  Records  Act. 

Conclusion 

Lay  midwives  assist  in  the  births  of  at  least  7,500  babies  in 
Texas  each  year.  There  are  least  430  lay  midwives  in  Texas 
(8).  Although  Article  451 2i  and  the  rules  adopted  by  the 
Texas  Department  of  Health  attempt  to  regulate  the  practice 


of  lay  midwifery,  the  Legislature’s  failure  to  make  educational 
requirements  mandatory  and  to  impose  more  severe  penal- 
ties for  violation  of  the  law  make  it  toothless  and  may 
encourage  the  expansion  of  lay  midwifery.  Texas  Medical 
Association  has  opposed  any  action  by  the  state  Legislature 
to  expand  or  endorse  lay  midwifery  by  nonmedical  personnal 
because  of  the  likelihood  that  patients  will  not  receive  safe 
and  effective  assistance  during  prenatal  care  as  well  as  dur- 
ing labor,  delivery,  and  postpartum  care  (9). 

Helene  A.  Alt,  JD 

Attorney,  Office  of  the  General  Counsel,  Texas  Medical  Association 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placeho  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-heing. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test?  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC. 005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


2/84 


PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM®  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist)-  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-. 
monohydrochloride.(-t-)  -cis-.  The  chemical  structure  is: 


Diltiazem  hydrochloride  Is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  In  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ot  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 
2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 
In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect,  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 
Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  orai 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3 5 
hours  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given:  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 
1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm,  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Efton-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 
There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  In  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2.4%), 


headache  (21%).  nausea  (1.9%),  dizziness  (1.5%),  rash  |1 
asthenia  (1.2%).  AV  block  (1.1%)  In  addition,  tbe  following  ei 
were  reported  infrequently  (less  than  1%)  with  the  order  of  pres 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 
Gastrointestinal 

Dermatologic; 

Other 


Flushing,  arrhythmia,  hypotension,  bran 
dia,  palpitations,  congestive  heart  tai 
syncope. 

Paresthesia,  nervousness,  somnole 
tremor,  insomnia,  hallucinations,  and  amn 
Constipation,  dyspepsia,  diarrhea,  vom: 
mild  elevations  of  alkaline  phosphatase  S 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensit 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episode 
vasospastic  angina  developed  periods  of  transient  asympton 
asystole  approximately  five  hours  after  receiving  a single  61 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  i 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme 
kopema;  and  extreme  elevations  of  alkaline  phosphatase,  S 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  bed 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lim 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolei 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggei 
response,  appropriate  supportive  measures  should  be  employe 
addition  to  gastric  lavage  The  following  measures  may  be  conside 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  10  mg).  Id 
is  no  response  to  vagal  blockade,  admini 
Isoproterenol  cautiously 
Treat  as  for  bradycardia  above.  Fixed  ti 
degree  AV  block  should  be  treated  with 
diac  pacing. 

Administer  inotropic  agents  (isoprotere 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarteu 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  ol 
clinical  situation  and  the  ludgment  and  experience  of  the  trea 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  ret, 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  knt 
but  blood  levels  In  excess  of  800  ng/ml  have  not  been  associ; 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Ci 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Ci 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patie 
needs  Starting  with  30  mg  four  times  daily,  before  meals  am 
bedtime,  dosage  should  be  increased  gradually  (given  in  divi 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  i 
optimum  response  is  obtained  Although  individual  patients  i 
respond  to  any  dosage  level,  tbe  average  optimum  dosage  ra 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  cone 
mg  dosage  requirements  in  patients  with  impaired  renal  or  hep 
function  If  the  drug  must  be  used  in  such  patients,  titration  shouli 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  at 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sa 
coadministered  with  short-  and  long-acting  nitrates,  but  tf 
have  been  no  controlled  studies  to  evaluate  the  antiang 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (h 
0088-1 771-47)  and  In  Unit  Dose  Identification  Paks  of  100  (h 
0088-1 771-49)  Each  green  tablet  is  engraved  with  MARION  on  i 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  see 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  I 
Dose  Identification  Paks  of  100  (NDC  0088-1 772-49).  Each  yel 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  ot 
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MARION 

LABORATORIES.  INC 

KANSAS  CITY,  MISSOURI  64137 


CONGRESS 
HAS  DONE  IT 
AGAIN! 

CURRENT  MEDICARE  LAW  PROHIBITS  physicians  from  billing  for 
laboratory  services  done  outside  your  office.  Yet,  important  therapeutic  deci- 
sions based  on  the  test  results  still  require  your  time  and  skill.  No  fee  will  be 

paid  for  your  cognitive  services. 

ITS  TIME  TO  FIGHT  BACK! 

United  Clinical  Laboratories  of  America,  Inc.  is  currently  forming 
limited  partnerships  that  will  allow  you  to  have  an  equity  interest  in  a clinical 

laboratory. 

SOUND  INTERESTING? 

Complete  coupon  or  call  (214)  987-1010  for  further  information: 


Mail  to:  United  Clinical  Laboratories  of  America,  Inc. 
P.O.  Box  50627,  Dallas,  Texas  75250 


NAME: 

ADDRESS: 


TELEPHONE: 

AREA  OF  SPECIALTY: 


United  Clinical  Laboratories 


of  America,  Inc. 
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P.O.  Box  50627 


Dallas,  Texas  75250 
(214)  987-1010 
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CURRY  AUTO  LEASING 

LEASING  SPECIALISTS  FOR  1 5 YEARS. 

5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
(214)  239-1 1 1 1 


THE  LEASE 
YOU  WANT. 
THE  CAR 
YOU  WANT. 

PLAIN  OR 
FANCY. 


For  a free  copy  of  our 


Horseracing 
Is  On  The  Rise 

LEARN  ABOUT: 

^BUUXNG  A FARM  ^PURCHASING  A RACEHORSE 


MAKING  A PROFIT 
►-THE  EXCITEMENT 


^CHOOSMG  A TRAINER 
►-MATCMNG  BLOOOUNES 


SUNBELT  SEMINAR  ON  HORSERACING 

Offering  a one-day  seminar  on  horseracing 
featuring  some  of  the  nation’s  most 
prominent  horsemen. 

SATURDAY.  DECEMBER  8TH,  9:30  A M. 
COST  $75.00.  AM  FAC  HOTEL,  DALLAS/FT 
WORTH  AIRPORT  COMPLEX 

CONTACT:  BILL  MCGREGOR 
RT.  2,  BOX  142 
WICHITA  FALLS,  TX.  76301 
(817)  541-2251  or  (817)  541-2500 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


o f p;  i .>  a.1  a r i Ttii  moil  rm  y_hi  gjamaiH 


Bruce Crim,  Charles  F.  Curtice,  Arthur  F.  Ennis,  Jr.,  Keith  H.  Prince,  Daniel  S.  Marley 
Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue,  Suite  570,  Dallas,  Texas  75214,  214/821-46  40 
Mark  Lee  Gunter,  Wayne  L.  Kirk,  Suite  155,  7887  Katy  Freeway,  Katy  Hollow  Office  Park,  Houston,  Texas  77024,  713/682-8024 
Michael  Rollans,  Suite  408,  GPM  Building  South  Tower,  800  N.W.  Loop  410,  San  Antonio,  Texas  78216,  512/344-5901 
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You  can  give 
someone  a 
chance  to  live. 


Someday  your  donor  card  and 
Humana  Hospital -San  Antonio 
could  give  someone  a second 
chance  on  life. 


..Ji 


Disease  doesn’t  play  favorites.  Anyone  at  any  age  can 
be  faced  with  the  need  for  an  organ  transplant  such  as  a 
kidney  or  liver.  A transplant  can  mean  the  difference 
between  a life  dependent  on  machines  and  medica- 
tions, or  even  no  life  at  all. 

Today,  thanks  to  new  surgical  techniques,  medica- 
tions and  willing  donors,  organ  transplants  have  given 
many  people  a second  chance  on  life.  But  there 
just  aren’t  enough  donor  organs  available. 

Thousands  of  people  are  on  waiting  lists 
around  the  country.  While  the  number  of  those 
in  need  continues  to  grow,  fewer  and  fewer 
donors  are  available. 

Humana  Hospital  - San  Antonio  and  the 
physicians  in  their  kidney  transplant  program 
are  committed  to  providing  organs  for  patients 
needing  transplants.  Humana  Hospital -San 
Antonio  is  part  of  a network  of  160  hospitals 
nationwide  dedicated  to  securing  needed  organs 
such  as  hearts,  kidneys  and  livers.  As  a partici- 
pating hospital  in  this  network,  Humana  Hospital - 
San  Antonio  works  with  the  South  Texas  Organ 
Bank  who  can  notify  or  be  notified  of  organ  avail- 
ability and  attempt  to  match  patients  with  needed 
organs. 

But  the  concern  and  commitment  of  you  and 
others  is  necessary  to  give  someone  a second 
chance.  That’s  where  you  can  help.  It  is  easy  to 
become  an  organ  donor.  Simply  fill  out  the  donor 
certificate  on  the  back  of  your  Texas  driver’s 
license  in  the  presence  of  two  witnesses. 

For  more  information  please  call  or  write  the 
Renal  Transplant  Center  at  Humana  Hospital  - 
San  Antonio. 

Give  someone  the  chance  to  live  a better  life. 

Someday,  you  may  need  that  chance  for  someone 
you  love. 

#lumana  Hospital 

San  Antonio 


8026  Floyd  Curl  Drive  * San  Antonio,  Texas  78229  • (512)  692-3545 

South  Texas  Organ  Bank  (512)  732-9612  ®1984  Humana  Inc. 
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DEATHS 


A.G.  Berchelmann 

August  George  Berchelmann,  MD,  68,  died  July  6, 1984. 

A San  Antonio  physician,  Dr  Berchelmann  established  the 
St  Mary’s  University  Health  Center  in  1960  and  served  as  its 
director  until  his  retirement  in  1 982.  He  was  awarded  the 
Marian  Health  Care  Medallion  from  the  university  in  1978  for 
his  contribution  to  medical  science  and  health  science 
education. 

Dr  Berchelmann  received  his  medical  degree  in  1 945  from 
St  Louis  (Mo)  University  School  of  Medicine.  After  graduating 
he  served  in  the  US  Army  for  two  years  and  was  discharged 
as  captain  in  1947. 

Dr  Berchelmann  established  his  private  practice  in  San 
Antonio  in  1948  and  began  his  association  with  St  Mary's 
University  as  the  school  physician. 

Surviving  family  members  include  his  wife,  Christine  C. 
Berchelmann,  San  Antonio;  sons,  August  Joseph 
Berchelmann,  St  Louis,  Mo;  and  William  George  Berchel- 
mann, James  Adolph  Berchelmann,  and  Stephen  Anton  Ber- 
chelmann, all  of  San  Antonio;  daughters,  Mary  Ann  Davis, 
Seguin;  and  Christine  Chacon,  Katie  Gothard,  and  Johanna 
Scott,  all  of  San  Antonio;  brothers,  David  A.  Berchelmann, 
MD;  John  A.  Berchelmann,  DDS;  and  Stephen  E. 
Berchelmann,  all  of  San  Antonio;  sister,  Winefred  Fraser, 
Pleasanton;  and  16  grandchildren. 

C.R.  Chaffin 

Curtis  Rives  Chaffin,  MD,  a Shamrock,  Tex,  family  physician, 
died  July  1 9, 1 984,  at  age  77. 

Dr  Chaffin  was  born  in  Gatesville,  Tex,  and  attended  Baylor 
University.  In  1 933  he  was  graduated  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  He  earned  a master’s 
degree  in  public  health  from  Johns  Hopkins  University  and 
was  clinical  director  of  Ellis  Island  Marine  Hospital  during 
World  Warll. 

Dr  Chaffin  opened  a private  practice  in  Shamrock  in  1949. 
He  is  survived  by  his  wife,  Polly  Vera  Abbott  Chaffin, 
Shamrock;  brothers,  G.  Boyd  Chaffin,  Waco,  and  Robert  V. 
Chaffin,  San  Antonio;  and  sister,  Mary  Dunning,  Bruceville. 

C.K.  Dooley 

Charles  Kenneth  Dooley,  MD,  a Fort  Worth  family  physician, 
died  July  4, 1984. 

Dr  Dooley,  43,  a native  of  Justin,  Tex,  was  a 1 962  graduate 
of  North  Texas  State  University  and  a 1 966  graduate  of  The 
University  of  Texas  Medical  Branch  at  Galveston.  His  intern- 
ship and  residency  were  at  John  Peter  Smith  Hospital  in  Fort 
Worth.  During  1968-1970,  Dr  Dooley  served  in  the  US  Army. 
He  returned  to  Fort  Worth  in  1 970. 

Surviving  family  members  include  his  wife,  Gail  Eaves 
Dooley,  Bedford;  daughters,  Janet  Dooley,  Bedford,  and 


Cynthia  Dooley,  Houston;  and  brothers,  Robert  Dooley, 
Dallas,  and  Mike  Dooley,  Justin. 

L.N.  Gilliland 

Lloyd  Nance  Gilliland,  MD,  67,  died  June  17, 1984.  A Fort 
Worth  physician,  Dr  Gilliland  specialized  in  internal  medicine. 

He  was  a native  of  Lebanon,  Tenn,  and  a graduate  of  the 
University  of  Oklahoma  School  of  Medicine.  Dr  Gilliland  inter- 
ned at  Colorado  General  Hospital  and  at  Wichita  Falls  Clinic. 
After  serving  in  the  Army  Medical  Corps  from  1942  to  1946, 
he  held  a residency  at  Scott  and  White  Clinic  in  Temple.  He 
moved  to  Fort  Worth  in  1948. 

Dr  Gilliland  is  survived  by  his  wife,  Jean  North  Gilliland, 

Fort  Worth;  daughters,  Jean  Hubbard,  Tucson,  and  Mary 
Gilliland,  Houston;  brother,  Richard  Gilliland,  Tulsa;  and  two 
granddaughters. 

A.B.  Goldston 

Alton  Burns  Goldston,  MD,  an  Amarillo  surgeon,  died  July 
30, 1984. 

Dr  Goldston,  79,  was  instrumental  in  establishing  the  Pan- 
handle Regional  Tumor  Registry  and  in  1979  was  president 
of  the  Panhandle  Area  Cancer  Council  which  led  to  founding 
of  the  Don  & Sybil  Harrington  Cancer  Center  in  Amarillo.  At 
the  time  of  his  death,  Dr  Goldston  was  chairman  of  the  devel- 
opment council  of  the  cancer  center  and  medical  director  of 
its  enterostomal  therapy  program. 

He  was  born  in  Goldston,  NC,  and  received  a bachelor  of 
science  degree  from  the  University  of  North  Carolina  in  1927. 
In  1929  he  received  his  medical  degree  from  Tulane  Univer- 
sity School  of  Medicine. 

Dr  Goldston  was  in  general  practice  in  Pampa,  Tex,  from 
1 931  to  1 938,  and  then  was  granted  a fellowship  in  general 
surgery  at  the  University  of  Budapest  during  1939.  Upon  re- 
turning to  the  US,  he  began  a practice  in  Amarillo.  During 
1943-1946  he  served  in  the  US  Army. 

Dr  Goldston  was  a past  president  of  the  Potter-Randall 
County  Medical  Society  and  of  the  American  Cancer  Society. 

Survivors  include  his  wife,  Fern  Lasley  Goldston,  and 
daughter,  Dena  Goldston  Northrup,  both  of  Amarillo;  broth- 
ers, Rev  Wade  Goldston,  North  Carolina;  and  J.C.  Goldston, 
Houston;  and  five  grandchildren. 

S.C. Lynn 

Sherwood  Chang  Lynn,  MD,  79,  died  July  31,1 984.  Dr  Lynn 
had  been  a Houston  resident  for  22  years. 

A native  of  Anju,  Korea,  Dr  Lynn  was  a 1930  graduate  of 
the  University  of  Dubuque  and  a 1 935  graduate  of  Emory 
University  School  of  Medicine  in  Georgia.  After  an  internship 
at  Quincy  (Mass)  City  Hospital  and  a residency  at  Norfolk 
County  Hospital  in  Massachusetts,  he  moved  to  Savannah, 
Ga,  where  he  practiced  until  1956.  Dr  Lynn  then  practiced  in 
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Abilene  and  Brazoria  before  moving  to  Houston. 

Surviving  family  members  include  his  daughters,  Jennie 
Lynn  Jamison,  Charlotte,  NC;  Mary  Lynn  Jenewein, 

Houston;  and  Leigh  Lynn  McClendon,  Birmingham,  Ala;  son, 
Sherwood  C.  Lynn,  Jr,  MD,  Houston;  brothers,  Dae  Wook 
Chang,  Washington,  DC,  and  Kee  Wook  Chang,  Baltimore; 
and  ten  grandchildren. 

J. A.  Maher 

James  Arthur  Maher,  MD,  a Harlingen  pathologist,  died  July 
4,  1984.  He  was  59. 

Dr  Maher  was  born  in  Battle  Creek,  Mich,  and  received  his 
premedical  education  at  Western  Michigan  University.  He 
was  graduated  from  the  University  of  Michigan  Medical 
School  in  1952  and  then  served  an  internship  and  residency 
at  the  university.  Dr  Maher  practiced  in  North  Carolina  until 
his  moved  to  Harlingen  in  1 978.  During  World  War  II  he 
served  in  the  US  Navy. 

Survivors  include  his  wife,  Esther  Ames  Maher,  Harlingen; 
daughter,  Lise  Maher  Shepherd,  LaFeria,  Tex;  son,  James  A. 
Maher,  Jr,  Kenner,  La;  mother,  Amelia  Maher,  Belleville,  III; 
and  brother,  Richard  Maher,  Battle  Creek,  Mich. 

P.T.  McGowan 

Patrick  Thomas  McGowan,  MD,  an  ophthalmologist  in  Rich- 
ardson, Tex,  died  June  27, 1 984,  at  age  55. 

A native  of  Nebraska,  Dr  McGowan  was  a 1 955  graduate 
of  the  University  of  Nebraska  School  of  Medicine  at  Omaha. 
After  an  internship  at  Scott  and  White  Hospital  in  Temple,  Dr 
McGowan  practiced  in  Brownwood,  Tex.  In  1960  he  moved  to 
Boston  for  a residency  at  Massachusetts  General  Hospital. 
He  moved  to  Richardson  at  the  completion  of  the  residency 
in  1962. 

Dr  McGowan  is  survived  by  his  wife,  Melba  D.  McGowan, 
Richardson;  sons,  Pat  McGowan  II,  and  Kevin  McGowan; 
and  daughters,  Kathleen  Christman  and  Sheila  McGowan. 

K. D.  Perkins-Bandy 

Katherine  Diane  Perkins-Bandy,  MD,  an  Austin  family  physi- 
cian, died  July  25,  1 984.  She  was  33. 

Dr  Perkins-Bandy,  a native  of  Dallas,  received  a bachelor 
of  arts  degree  from  The  University  of  Texas  in  1 973.  In  1 977 
she  received  her  medical  degree  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  She  began  a private 
practice  of  family  medicine  in  Austin  in  1 980. 

She  is  survived  by  her  husband,  Dean  E.  Bandy,  and 
mother,  lla  Perkins,  both  of  Austin;  father,  Col  Jack  F. 

Perkins,  Fort  St  Lucy,  Fla;  sister,  Sue  Van  Steenkiste,  Austin; 
and  brothers,  William  C.  Perkins,  Lyons,  Colo,  and  Jack  W. 
Perkins,  Austin. 


K.A.  Petri 

Karin  Aileen  Petri,  MD,  a Houston  pediatrician,  died  June  21 
1984. 

Dr  Petri,  75,  had  lived  in  Houston  since  1937.  She  was 
born  in  Minneapolis  and  was  a 1 933  graduate  of  the  Univer- 
sity of  Minnesota  Medical  School  there.  She  remained  in 
Minneapolis  for  an  internship  and  residency  at  University 
Hospital  and  then  completed  postgraduate  study  for  the 
Child  Research  Council  in  Denver  before  moving  to  Houston. 

Surviving  family  members  include  her  sons,  Burt  E.  Moritz, 
III,  Lake  Jackson,  Tex,  and  Gary  P.  Moritz,  Houston;  and  five 
grandchildren. 

H.  Renger,  Sr 

Harvey  Renger,  Sr,  MD,  past  president  and  member  emeritus 
of  the  Texas  Medical  Association,  died  Aug  4, 1 984. 

Dr  Renger,  a native  of  Hallettsville,  had  practiced  medicine 
in  that  area  for  more  than  50  years.  He  was  a Lavaca  County 
health  officer  for  30  years. 

He  received  a bachelor  of  arts  degree  from  The  University 
of  Texas  in  1 928  and  his  medical  degree  from  UT  Medical 
Branch  at  Galveston  in  1 931 . He  interned  at  Kansas  City 
General  Hospital  and  began  his  practice  in  Hallettsville  in 
1 932.  In  1 934  he  completed  a residency  in  genitourinary  dis- 
eases at  Boston  City  Hospital. 

In  1 952  Dr  Renger  served  as  president  of  the  Private 
Clinics  and  Hospitals  Association.  He  was  elected  a director 
of  Blue  Cross  and  Blue  Shield  in  1 956  and  served  on  the 
board  for  22  years.  He  received  the  Ashbel  Smith  Award  from 
The  University  of  Texas  Medical  Branch  in  1 972. 

Active  in  the  Texas  Medical  Association,  Dr  Renger  re- 
ceived the  Distinguished  Service  Award  in  1974.  He  had 
served  as  a member  of  the  association’s  Council  on  Legisla- 
tion during  1964-1973. 

Surviving  family  members  include  his  sons,  Harvey 
Renger,  Jr,  MD,  Austin,  and  Wayne  Renger,  Victoria;  broth- 
ers, Everett  Renger,  DDS,  Hallettsville;  and  Paul  Renger, 

San  Antonio;  and  two  grandchildren. 

B.M.  Thompson 

Barrett  Miles  Thompson,  MD,  an  Irving  family  physician,  died 
June  1 0, 1 984.  Dr  Thompson,  74,  was  an  Irving  resident  from 
1936  until  his  retirement  in  1978. 

He  was  a 1 929  graduate  of  the  University  of  Oklahoma  and 
a 1 934  graduate  of  Baylor  College  of  Medicine.  After  an  in- 
ternship at  St  Paul's  Hospital  and  a residency  at  Methodist 
Hospital,  both  in  Dallas,  Dr  Thompson  began  his  practice  in 
Irving. 

Surviving  family  members  include  his  wife,  Dorothy 
Massey  Thompson,  Normangee,  Tex;  sons,  Miles 
Thompson,  Irving,  and  James  Barrett  Thompson,  Stafford, 
Va;  and  one  grandson. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


A.  G.  BERCHELMANN 
San  Antonio,  1916-1984 

C.  R.  CHAFFIN 
Shamrock,  1907-1984 

C.  K.  DOOLEY 

Fort  Worth,  1941-1984 

L.  N.  GILLILAND 
Fort  Worth,  1917-1984 

A.  B.  GOLDSTON 
Amarillo,  1904-1984 

S.  C.  LYNN 
Houston,  1904-1984 


J.  A.  MAHER 
Harlingen,  1925-1984 

P.T.  MCGOWAN 
Richardson,  1928-1984 

K.  D.  PERKINS-BANDY 
Austin,  1950-1984 

K.  A.  PETRI 
Houston,  1908-1984 

H.  RENGER,  SR. 
Hallettsville,  1907-1984 

B.M.  THOMPSON 
Irving,  1910-1984 


IN  MEMOR1AM 


- 

The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ _.  Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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”1  have  a new  life  with  my  family 
because  of  an  amazing  gift.  A kidney.” 


I’d  had  hereditary  kidney  disease  since  age  19, 
and  some  days  it  was  all  I could  do  just 
to  go  to  work  and  fix  supper.  Then  sud- 
denly, my  kidneys  failed,”  said 
39-year-old  Edna  Hennessey, 
a homemaker  and  new  mother. 
"Sometimes  I felt  devastated  by  fear 
of  the  unknown.  But  everyone  at 
Hermann’s  Texas  Kidney  Institute  gave 
me  courage  and  support  each  step  of 
the  way.  Doctors  . . . nurses  . . . 
social  workers  and  dietitians.  Even 
other  patients  and  their  families. 
"It’s  been  over  two  years  since  I 
started  to  feel  like  a whole  person.  And 
as  I care  for  my  new  son,  Matthew,  I 
can’t  help  but  think  about  the  family  who 
cared  enough  for  the  living  that  they  were 
able  to  give  even  during  the  pain  of 
a loved  one’s  death.” 


\ 


Hermann  Hospital 

Life  is  our  life’s  work.™ 


To  locate  a physician  or  to  learn 
more  about  the  services 
provided  by  Hermann  Hospital, 
call  the  Physician  Finder  Hotline 
at  (713)  797-4300. 

Located  in  the  Texas  Medical  Center,  Hermann  Hospital  is  affiliated  with  The  University  of  Texas  Medical  School  at  Houston. 
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Fidelity  USA 

versus  checking  accounts. 
For  total  money  management 
there’s  no  comparison. 

USA  is  Fidelity’s  cash  management 
system.  One  look  at  this  checklist 
and  you’ll  see  what  makes  our  ser- 
vice so  extraordinary. 

PA  High  current  money  market 
yields.1 

Choice  of  tax-free  or 
regular  money  market  funds. 

RH  Unlimited  checking.2 
0 Discount  brokerage  service. 

R|  Choice  of  Gold 

MasterCard  or  VISA.3 
Direct  deposit  of  your 
paycheck. 

(33  Automatic  bill-paying. 

0 One  consolidated  statement 
with  99  expense  codes  for  im- 
proved record-keeping  and  tax 
preparation. 

And  there’s  more.  Much 
more.  Find  out  by  calling  our 
toll-free  number  now. 

_ Call  Nationwide s^  s' 

I-8OO-544-6666 

In  Dallas  647-2200 

FIDELITY 

INVESTMENTS 


Distributed  by  Fidelity  Distributovs  Covp. , 400  East  Lms  Colinas  Blvd. , Box  660603,  Dallas,  Texas  752 66 

1$10  000  minimum  initial  investment.  Principal  not  insured  by  a federal  agency.  2Monthly  service  fee  of  $3.00  JThere  is  an  added  charge  of  $36  a year  for  Gold  MasterCard  and  $24 
a year  for  VISA.  For  more  complete  information,  including  management  fees  and  expenses,  please  call  or  write  for  a free  prospectus.  Read  it  carefully  before  you  invest  or  send  money. 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Stuart  L.  Solomon,  MD 


DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 
Robert  S.  McFadden,  MD 


j'rl 


n 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
Eileen  C.  Stade,  MD 
William  A.  Lent,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Allan  I.  Goldberg,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcie,  MD 
Elizabeth  W.  Rogg,  MD 


>1 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L;  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

Richard  J.  Frachtman,  MD 

111! 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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A Computer  System  That  Speaks 

Your  Language. 


What  better  way  to  run  your  practice  than  with  a computer  system 
designed  by  a M.D.  and  programmed  in  a medical  language. 
MOSTAR  is  written  in  Standard  MUMPS,  the  most  widely  used 
language  for  medical  programming.  It  is  an  economical,  highly 
Integrated  system  combining  state-of-the-art  hardware  and  soft- 
ware to  meet  your  specific  office  administration  needs.  MOSTAR 
is  an  expandable  single  or  multi-user  medical  system,  and  will 
accommodate  multiple  doctors  with  integrated  or  separate  practi- 
ces. 

Choose  the  system  that  meets  your  needs. 

MOSTAR  B is  a computerized  Billing  system  that  includes 
Arrival  Ticket  • HIC  Claim  Form  • Patient  Information  and  Advice 
Sheet  • Clinical  Record  Summary  • Daily  Transaction  Register  • 
Statements  • Aged  Receivables  Report  • Flexible  Delinquent 
Ledger  • Age/Sex  Register  • Flexible  Diagnostic  Indexing  and 
Reporting  • Financial  Summaries  • Letter  Writing  • On-line  Drug 
and  Diagnostic  Dictionaries  • Worldwide  Access  to  Medical  Infor- 
mation Databases. 

MOSTAR  C offers  a complete  Billing  and  Clinical  record 
system  combining  all  the  features  of  MOSTAR  B plus:  Nurse 
Instructions  • Prescriptions  • Chart  Notes  • School  or  Work 
Excuses  • Workers  Comp  Reports. 


A computer  system  you  can  live  with. 

Entering  the  computer  age  doesn’t  have  to  be  a traumatic  expe- 
rience. With  practical  screen  prompts,  easy  to  read  manuals  and 
on-line  documentation,  your  staff  will  be  up  and  running  with 
minimum  training. 

You  are  not  alone. 

With  15  years  of  experience  behind  us,  we  at  Eclectic  Systems 
Corporation  know  that  an  on-going  support  is  the  key  ingredient  to 
successfully  integrating  the  computer  in  your  office.  That's  why 
we’re  with  you  through  the  introduction  stage  and  throughout  the 
life  of  the  system.  We  even  have  a radio  dispatched  service  fleet  to 
respond  to  your  needs  quickly. 

MOSTAR.  It  speaks  your  language,  It  has  our  support.  It 
belongs  in  your  practice.  For  more  information,  write  or  call  us. 

16260  Midway 
Dallas,  TX  75234 
(214)  661-1370 

System  prices  range  from  $13,000  - $27,000 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1 984  the  library  will  add  more  than  600  book  titles 
to  its  53,900-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,075  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Bernstein  EF  (ed):  Noninvasive  Diagnostic  Techniques  in 
Vascular  Disease,  ed  2.  St  Louis,  The  C.V.  Mosby  Company, 

1982. 

Browne  TR,  Feldman  RG  (eds):  Epilepsy.  Diagnosis  and 
Management.  Boston,  Little,  Brown  and  Company,  1983. 

Cohn  JN  (ed):  Drug  Treatment  of  Heart  Failure.  New  York, 
Yorke  Medical  Books,  1983. 

Cotton  PB,  Williams  CB:  Practical  Gastrointestinal  Endo- 
scopy, ed  2.  Boston,  Blackwell  Scientific  Publications,  1982. 

Dalton  K:  The  Premenstrual  Syndrome  and  Progesterone 
Therapy,  fed  2.  Chicago,  Year  Book  Medical  Publishers,  Inc, 
1984. 

Enzinger  FM,  Weiss  SW:  Soft  Tissue  Tumors.  St  Louis,  The 
C.V.  Mosby  Company,  1983. 

Fell  PJ,  Skees  WD:  The  Doctor’s  Computer  Handbook.  Bel- 
mont, Calif,  Lifetime  Learning  Publications,  1984. 

Fudenberg  HH,  Pink  JRL,  Wang  A,  et  al:  Basic  Immu- 
nogenetics,  ed  3.  New  York,  Oxford  University  Press,  1 984. 

Gilbert  HA,  Kagan  AR  (eds):  Modern  Radiation  Oncology. 
Hagerstown,  Md,  Harper  & Row,  1978. 

Gray  LA:  Vaginal  Hysterectomy-Indications,  Technique, 
and  Complications,  ed  3.  Springfield,  III,  Charles  C Thomas, 

1983. 

Gunn  AE  (ed):  Cancer  Rehabilitation.  New  York,  Raven 
Press,  1984. 

Kesler  RM,  Hertling  D:  Management  of  Common  Mus- 
culoskeletal Disorders—  Physical  Therapy  Principles  and 
Methods.  Philadelphia,  Harper  & Row,  1983. 
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Kolker  AE,  Hetherington  J Jr:  Becker-Shaffer’s  Diagnosis 
and  Therapy  of  the  Glaucomas,  ed  5.  St  Louis,  The  C.V. 
Mosby  Company,  1983. 

Lloyd-Still  JD:  Textbook  of  Cystic  Fibrosis.  Boston,  John 
Wright,  1983. 

Medical  Applications— Microcomputer  Software.  Depart- 
ment of  Health  and  Human  Services,  Public  Health  Service, 
1983. 

Million  RR,  Cassisi  NJ  (eds):  Management  of  Head  and 
Neck  Cancer:  A Multidisciplinary  Approach.  Philadelphia, 
J.B.  Lippincott  Company,  1984. 

Moss  AA,  Gamsu  G,  Genant  HK:  Computed  Tomography  of 
the  Body.  Philadelphia,  W.B.  Saunders  Company,  1983. 

Mould  RF:  Cancer  Statistics.  Bristol,  England,  Adam  Hilger 
LTd,  1983. 

Neuman  PA,  Halvorson  PA:  Anorexia  Nervosa  and  Bulimia. 
A Handbook  for  Counselors  and  Therapists.  New  York,  Van 
Nostrand  Reinhold  Company,  1983. 

Newell  GR  (ed):  Cancer  Prevention  in  Clinical  Medicine. 
New  York,  Raven  Press,  1983. 

Paykel  ES  (ed):  Handbook  of  Affective  Disorders.  New  York, 
The  Guilford  Press,  1982. 

Reilly  BM:  Practical  Strategies  in  Outpatient  Medicine.  Phil- 
adelphia, W.B.  Saunders  Company,  1984. 

Utley  JR  (ed):  Pathophysiology  and  Techniques  of  Car- 
diopulmonary Bypass,  vol  2.  Baltimore,  Williams  & Wilkins, 
1983. 

Weisberg  L,  Nice  C,  Katz  M:  Cerebral  Computed  Tomogra- 
phy. A Text-Atlas,  ed  2.  Philadelphia,  W.B.  Saunders 
Company,  1 984. 


TEXAS  MEDICINE 


ECG  STAT... 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


If  you  can  use  a calculator,  you  can  now  expand 
i the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER ™ ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
! ticated,  yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  mm 
lar-styled  carrying  case. 

MICRO-TRACER  ™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 

For  complete  information,  write:  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect  ^ 

(516)  582-8388  (in  New  York).  . " 

INTECH 

Systems  Corp. 


MICRO-  TRACER’- 

INTECH  Systems  Corp. 


mrm. 


wherever  you  are. 


New 


* 


■ TIS-/  V V tm 

MICRO-TRACER 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

Joseph  f.  McNally,  jr„  m.d.,  d.a.b.p.,  d.a.b.a.i. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE.  ENNIS,  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCAS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

HERBERT  B.  DANIELS,  III,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

GENERAL,  VASCULAR  & THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WHITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BLITZ,  M.D.,  F.A.C.P.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  R.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P.* 

INTERNAL  MEDICINE— Nephrology 

RONALD  L.  WILSON,  M.D.,  F.A.C.P.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*,  F.A.C.S. 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III,  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARNYGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F.A.A.O. -HNS,  F.A.C.S.’ 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D.,  F.A.A.P.* 

MICHAEL  C.  SMITH,  M.D. 

PSYCHIATRY 

W.  TERRY  GIPSON,  M.D.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

ANTHONY  J.  PERRI,  M.D.* 

EXECUTIVE  DIRECTOR 

CHARLES  E.  ALLBRITTON,  M.G.M.A. 

ASSOCIATE  DIRECTOR 
MARGARET  W.  WHITE,  C.P.A. 

•DIPLOMATE  OF  THE  AMERICAN  BOARD 


for  a MEDICAL/DENTAL  Seminar 

Dates:  January  22 -February  1,  1985.  All  inclusive  package 
includes:  air,  transfers,  lodging,  excursions  to  3 other  ski  areas. 
20  possible  hours  of  CATEGORY  1 CREDIT. 

For  information  tall:  800-525-3402 


or  write  to: 

ASSOCIATION  FOR  CONTINUING  EDUCATION 

P.O.  Box  774168 

Steamboat  Springs,  Colorado  80477 


Programming  meets  IPS  requirements  for  deductibility  if  the  primary  reason  for  attending  is  educational/professional. 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $26.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay.  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Allergy 


Clinics 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD.  FACA,  FAACIA.  Allergy-Dermatology 
Wallace  A.  Crozier.  MD,  FACA,  Certified  American  Boards  Pediatrics 

and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD.  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building.  1213  Hermann  Drive.  Suite  855, 
Houston,  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 

CT  Scan 

EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  <S  Psychological 
Testing 

Behavioral  Analysis 

Trena  Benson 


BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits.  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda.  Corpus  Christi.  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern.  MD  CONSULTANTS 

DIRECTOR-CONSULTANT  Evan  M.  Hersh,  MD 

IMMUNOLOGY 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle.  PhD 


James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 


Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

tohn  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas,  Texas  75230 
214  661-7770 


CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
lack  Schwade.  MD,  FACC,  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  Wnite.  Ill,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr..  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  of  Internal  Medicine. 
Cardiology,  Gastroenterology.  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck,  Clinic  Coordinator 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025.  713  661  1444 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 


1107  Doctors  Drive,  Tyler,  Texas  75701 
214  592-6635 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 

FORT  WORTH  HEADACHE  CLINIC 
Frederick  J.  Fiederlein,  M.D. 

Neurologist 

American  Association  for  the  Study  of  Headache 
National  Migraine  Foundation 

4200  S.  Hulen  St.,  Suite  436,  Fort  Worth  76109 
817  731-7222 
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Colon  6c  Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale.  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


Dermatology 


DAVID  R.  WEAKLEY,  MD.  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2-309, 

Dallas,  Texas  75230;  telephone  214-788-0088 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane.  Dallas,  Texas  75230;  214  661-4537 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld.  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman.  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas.  Texas  75231;  214  363-5535 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio.  Texas  78205 

Telephone  512  226-9161 
226-9170 


ERIC  A.  ORZECK,  MD,  FACP 


Endocrinology  <£  Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208.  Dallas.  Texas  75208; 

214  948-8664 


Family  Practice 


SAMUEL  SILVA.  MD 


Hair  Replacement  and  Scalp  Reducation 

4759  S.  Freeway,  Fort  Worth,  Texas  76115 
817  923-7374 


Gastroenterology 


CECIL  O.  PATTERSON.  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


General  Surgery 


DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane.  MD,  FACS  G.  Edward  Bone.  MD 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas.  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 
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TEXAS  MEDICINE 


Hand  Surgery 


Neurological  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas,  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

801-803  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 

KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


ROBERT  A.  ERSEK,  MD 
U.  GADARIA,  MD.  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River.  Austin,  Texas  78704 
24  HR#  512  474-HAND 


Immunology 

IMMU-TEST  LABORATORIES,  INC. 
Immunology  Reference  Laboratory 

Director:  Maria  A.  Scouros,  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint,  Suite  405,  Houston,  Texas  77055;  713  464-9562 


Nephrology 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 


JACK  STERN.  MD,  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER.  MD,  FACS 

Neurological  Surgery 

8220  Walnut  Hill  Lane,  Suite  308,  Dallas,  Texas  75231:  363-8524 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD 
foe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders.  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


DRS.  LONG.  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott.  MD.  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD.  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive.  El  Paso.  Texas  79902 
Telephone  915  532-8901 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL.  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper.  Fort  Worth,  Texas  76104;  817  336-1300 


Plan  to  attend  1985  TMA  meetings: 

February  1-3  Austin 
May  8-12  San  Antonio 
September  19-21  Austin 

. . . Another  service  of  your  association 
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Nuclear  Medicine 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  tor  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


M<5S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomats  American  Board  oi  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas.  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston. 
Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart.  MD.  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier.  MD.  FACS 
Michael  A.  Bloome.  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia,  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis,  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman,  MD 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 


6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas.  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Medical  Tower,  Suite  220.  1550  West  Rosedale, 
Fort  Worth,  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 
817  332-1782 
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SOUTHWEST  RETINA  CONSULTANTS.  PA 

Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso,  Texas  79902;  915  532-3912 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising.  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  ot  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


BRIAN  B.  BERGER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Proiessional  Building.  Suite  10G, 

800  East  30th  Street.  Austin  78705;  512  479-8101 
3103  Scott  Blvd.,  Temple  76501;  1-800-252-3437 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  ol  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main.  Suite  3100.  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES 

Joe  L.  Bussey,  MD,  Cataract  <5  Lens  Implant  Surgery 
Dan  E.  Bruhl,  MD 

Ruius  A.  Roberts,  MD,  Diseases  <S  Surgery  ot  Retina,  Cataract 
<&  Lens  Implant  Surgery 

Thomas  H.  Smith,  MD,  Ophthalmic  Plastic  <S  Reconstructive  Surgery 
John  W.  Zerdecki,  MD,  Cataract  & Lens  Implant  Surgery, 

Corneal  <&  External  Disease 

Doris  E.  Jensen,  MD,  Medical  Ophthalmology  <5  Glaucoma 
308  S.  Henderson,  Tort  Worth,  Texas  76104;  817  335-5435 
Appointments  817  335-6070;  se  habla  espanol 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis.  MD 
William  A.  Bruck.  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4318 

Louis  J.  Levy,  MD.  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey,  MD.  PA 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland,  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 

ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <&  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD  _ 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 

Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ANGELO  L.  OTERO,  MD,  AAOS.  FACS 

A Proiessional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL.  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


F.  Carlton  Hodges.  MD 
J.  Price  Brock.  Jr,  MD 
Mervyn  B.  Fouse,  MD 
lohn  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street.  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 


Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett.  MD 
John  J.  DeBender,  MD 


Twelve  Oaks  Tower.  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9,  Lubbock.  Texas  79410;  806  795-8261 


3702  20th  Street.  Suite  B,  Lubbock,  Texas  79410 
Telephone  806  797-9666 


ARMSTRONG  <S  RICHARDS  ORTHOPEDICS 

George  N.  Armstrong,  Jr.,  MD,  PA 
John  A.  Richards,  MD,  PA 

1400  South  Main  Street,  Suite  207,  Fort  Worth,  Texas  76104;  817  336-6222 


ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros.  MD,  Low  Back  Problems 

Robert  F.  McCarron  II,  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost.  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Health  Sciences  Center  Building,  360  1 4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475 
Cerebral  Palsy  Clinic,  806  743-3038 


TMA  Medical  Student  Loan  Programs 


Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

H.A.D.  Morton,  Jr.,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 
9398  Viscount,  1-E.  El  Paso,  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras.  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES  AND  ASSOCIATES 

Arthur  L.  Raines,  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  641-2245 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat#  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll,  Austin.  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Office  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  EMC. 

P.O.  Box  58.  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf.  MD,  FACS 
Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen.  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  TV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston.  Texas  77030;  795-5575 


DAVID  A.  GRANT.  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  FACS.  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER.  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth.  Suite  401,  Corpus  Christi.  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 

TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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JOSEPH  P.  FLEMING.  MD.  FRCS(C),  FACS  TIMBERLAWN  PSYCHIATRIC  HOSPITAL 


Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD.  FACS,  PA 

Diplomat*  American  Board  of  Plastic  Surg.ry 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

U.  Gadaria,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 

The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis.  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

MICHAEL  L.  EISEMANN,  MD,  PA.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Fellow  American  College  of  Surgeons 

Aesthetic  Surgery,  Plastic  and  Reconstructive 
Surgery  and  Hand  Surgery 

7000  Fannin,  Suite  880,  Houston,  Texas  77030;  713  790-1771 

Fort  Bend  Physicians  Plaza,  3807  FM  1092,  Missouri  City,  Texas  77459; 

713  499-6005.  


Inpatient  and  Outpatient  Services  for  Child, 
Aaolescent  and  Aault  Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 


L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III.  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald.  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee.  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  <S  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 


E.  C.  McDonald,  Jr.,  MD— Individual  and  Group  Psychotherapy 
Grace  K Jameson,  MD— Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD— General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD— General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD— General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD— Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW— Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW— Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW— Individual  and  Family  Psychotherapy 
Marv  Middleton,  ACSW— Individual  and  Family  Psychotherapy 


200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


ROBERT  E.  HAZLEWOOD.  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  <S  Group  Psychotherapy, 
(Adults  & Adolescents — Hospitalization  <5  Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joel  A.  Holiner,  MD 


R.  Sanford  Kiser,  MD 
William  R.  Lynch.  MD 
Claude  R.  Nichols.  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secresl,  MD 
Angela  M.  Wood,  MD 


Jrookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

0 Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35  . — . 

Dallas,  Texas  75211;  214  296-6241  PulmOliarY  DlSGQSeS 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomats,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


John  R.  Burk.  MD,  FACP  David  R.  Stoop,  MD,  FACP.  FCCP 

Mitchell  C.  Kuppinger.  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 

Representing  the  Profession 

. . . Another  service  of  your  association 


Volume  80  November  1984 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology- — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D Fetner,  MD,  PA 
Diplomates  of  American  Board  of  Urology 


Telephone:* 2 M<233-S77657A^<wered<24°Hourse  23°'  DaUaS'  T#Xa“  75230 


WILLIAM  L MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

2?4M2e4?:i975P“An^I;edU24e  hrlj  Pr°leSSi°“al  P1«“  3'  Texas  75234; 

3900  W.  15th,  Suite  #408,  Plano,  Texas  75075;  214  867-3928 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomats,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


Thoracic  Surgery 


ALLAN  L.  GRAHAM.  MD,  FACS* 

KARAMAT  U.  CHOUDHRY.  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 


Arerican1BoarM  °f  Surgery  and  Board  of  Thoracic  Surgery 
Uertilicate  of  special  qualification  in  general  vascular  suraerv. 
American  Board  of  Surgery  1 

fi?rolaCLTi1?racic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

!a-11°SnI!?0£iCnl  P12.la'  Towor-  3600  Gaston  Avenue. 

Suite  404.  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


BERNARD  R.  JACK.  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  <&  Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432.  Fort  Worth,  Texas  76104 


Urology 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT.  JR.  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST.  MD 
Urology 

3600  Gaston  Avenue,  Dallas.  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Beglev,  MD 
Hugh  Lamensdorf.  MD 
Ira  N.  Hollander.  MD 

Box  11340.  1415  Pennsylvania  Ave..  Fort  Worth.  Texas  76109 
817  336-5711 
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TEXAS  MEDICINE 


Add  Spirometry 
to  your  practice... 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print  out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address- 
City 


_State_ 


_Zip_ 


Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 


J 


(tar 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area.  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Mernmac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  tamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  Davia 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Main,  Junction,  Texas 
76849. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


FAMILY  PRACTITIONER  WANTED — Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


TEXAS — DIRECTORSHIPS,  full  and  part-time  positions  available  for 
career-oriented  emergency  physician.  Consideration  given  to  applicants 
with  U.S.  residency  training  in  emergency  medicine,  internal  medicine, 
surgery,  family  practice,  or  at  least  two  years  of  practice  in  specialty. 
Remuneration  and  fringes  competitive.  Reply  in  strict  confidence  to  First 
Medical  Associates,  Tony  Rasberry,  1300  West  Mockingbird,  Suite  303, 
Dallas,  Texas  75247,  214  630-5861,  toll  free,  1-800-527-1642. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houlv  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas  77057.  From  outside  Texas  call  800 
231-7578, 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


UROLOGIST  NEEDED— WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L.  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410,  806  792-6221. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R H Medical  Group,  Inc,,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 

positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 
713  496-7777. 


DALLAS/FORT  WORTH:  Physicians  wanted  for  locums  tenens  in  FP, 
ER,  health  clinics  on  full  or  part-time  basis.  Malpractice  covered, 
flexible  hours,  good  locations  and  remuneration.  Call  Kathy  Snyder, 
214  442-2424  or  214  442-5446  after  6 pm  or  write  Snyder  & Associates, 
P.O.  Box  1057,  Wylie,  TX  75098. 


PEDIATRICIAN,  INTERNAL  MEDICINE,  general  surgery,  orthopedics: 
Medical  office  building  to  be  constructed  adjacent  to  hospital.  Practice 
opportunities  available  in  newly  formed  multispecialty  group  or  will 
assist  in  starting  solo  practice.  Contact  Administrator,  Haltom  General 
Hospital,  2919  Markum  Drive,  Fort  Worth,  Texas  76117;  817  831-0311. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits.  Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON  NEEDED  for  West  Texas  group  practice.  This 
is  an  excellent  opportunity  with  unlimited  potential  in  a city  of  over 
100,000.  Excellent  hospitals.  For  additional  information  contact  Pro- 
fessional Practice  Consultants,  Attn:  Bill  Williams,  P.O.  Box  358,  Hot 
Springs,  AR  71902;  501  624-6877. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 


FAMILY  PRACTICE  PHYSICIAN — Busy  three  man  group  with  one  doctor 
leaving;  immediate  practice.  NE  Texas,  small  town,  65  bed  hospital. 
Seeking  recent  FP  graduate,  US  trained.  OB  beneficial.  $5,00Q/mo. 
guaranteed  plus  productivity  bonus.  Would  consider  1985  graduate  of 
FP  residency.  Contact  James  W.  Morris,  Atlanta  Family  Practice  Clinic 
Assn.,  P.O.  Box  28,  Atlanta,  Texas  75551. 


TEXAS:  AMERICAN  MEDI  + CENTERS,  INC.  is  now  offering  full  and 
part-time  positions  in  its  organization  of  Family  Health/Minor  Emer- 
gency Centers.  Facilities  are  now  operational  in  Wichita  Falls,  and 
Abilene,  Texas  with  subsequent  facilities  coming  on  line  in  the  Denton/ 
Lewisville  and  Dallas/Fort  Worth  areas  fourth  quarter  1984.  Full-time 
remuneration  based  on  hourly  guarantee  and  percent  profit  over  break- 
even. Paid  medical  liability  insurance.  Directorships  are  available  to 
qualified  individuals  Reply  to  BVD  Associates,  P.A.,  Suite  830,  The 
Wichita  Tower,  Wichita  Falls,  Texas  76301;  or  phone  817  723-7086. 


TEXAS,  WICHITA  FALLS:  Private  group  staffing  moderate  volume 
emergency  department  has  opening  for  full  and  part-time  physician 
staff.  Full-time  remuneration  based  on  fee  for  service  vs.  guaranteed 
minimum.  Minimum  yearly  guarantee  in  excess  of  85K.  Paid  medical 
liability  insurance.  Independent  subcontractor  status.  Interested  parties 
reply  to  BVD  Associates,  P.A.,  Suite  830,  The  Wichita  Tower,  Wichita 
Falls,  Texas  76301;  or  phone  817  723-7086. 


TEXAS  PRIVATE  PRACTICES  in  many  fields  and  many  sized  communi- 
ties, including  DFW  metroplex.  We  will  not  send  your  CV  to  our 
clients  without  your  permission  We  are  interested  in  your  family's 
lifestyle  preferences.  Please  send  CV  to  W.  Sanford  Smith,  Professional 
Practice  Management,  Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


TEXAS,  ABILENE:  Regional  trauma  center  with  recent  substantial  in- 
crease in  volume  needs  additional  full-time  emergency  physician.  Pay 
$40-$50  per  hour.  City  of  100,000  within  a 17-county  referral  area.  Two 
universities  and  one  college.  Contact  Charles  Arnecke,  604  Richmond 
Ave.,  San  Antonio,  Texas;  512  222-0746. 


YOUNG  DIAGNOSTIC  CARDIOLOGIST  wants  same  to  join  him  in  North 
Texas  practice.  Needs  to  be  interested  in  both  invasive  and  noninvasive 
cardioloav.  Board  eligible  or  certified-  Reply  with  CV  to  Ad-481,  TEXAS 
MEDICINE,  1801  North  Lamar,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  FOR  PEDIATRICIAN  AND  OBSTETRICIAN 
in  thriving,  small  city  approximately  50  miles  from  Houston.  Please 
reply  to  Ad-484,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $22.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,211 -$66,784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 

Ion  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depici  all  of  the  other  duties  that 

I may  be  assigned.  Assists  the  director  in  making  employee  appoint 
ments,  dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet 
ings  and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
■ for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
’ istrative  experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 

NEW  PHYSICiAN  OPPORTUNITIES  BE/BC  generalist  and  subspecial- 
ists.  Small,  medium  and  large  towns.  Client  pays  fees.  Confidential. 
Call  or  send  C.V.  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite 
222,  Houston,  Texas  77006;  713  529-3399. 


TEXAS,  EMERGENCY  PHYSICIANS:  Seeking  experienced  emergency 
physicians  for  full-time  or  part-time  positions  in  Texas  and  Arkansas. 
Good  communication  skills  essential  and  ACLS,  ATLS  preferred.  Flexi- 
ble scheduling  and  malpractice  insurance  provided.  Flat  rate  and 
percentage  compensation  arrangements  available.  For  additional  in- 
formation, contact  Brenda  Onstot  at  Southwest  Medical  Associates,  Inc  , 
P.O.  Box  831987,  Richardson,  Texas  75083-1987;  214  669-C888. 


PART  TIME  MEDICAL  CONSULTANTS:  Social  Security  Administration, 
Disability  Programs  is  accepting  applications  for  part-time  medical 
consultants  and  (1)  Regional  Medical  Advisor  in  these  specialties: 
Internal  Medicine,  Psychiatry,  Orthopaedics  and  Ophthalmology.  In- 
volves review  and  assessment  of  medical  evidence  in  disability  claims 
at  a central  location  in  Dallas,  Tx.  No  patient  contact.  Flexible  hours. 
8-20  hours  per  week  at  57.06/hr.  for  medical  consultants  and  $54. 92/hr. 
for  regional  advisor.  For  further  information  on  qualifications  or  duties 
contact  Pat  Kennedy,  RN,  Department  of  Health  and  Human  Services, 
Social  Security  Administration,  Disability  Programs,  1200  Main  Tower 
Bldg.,  Dallas,  Texas  75202;  phone  214  767-4281.  For  information  regard- 
ing contracts,  contact  A1  Raabe,  Contracting  Officer,  Department  of 
Health  and  Human  Services,  Division  of  Administrative  Services,  Rm 
960,  1200  Main  Tower  Bldg.,  Dallas,  Texas  75202,  phone  214  767-3221. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS-FORT  WORTH — Growing  multispecialty  group  with  primary 
focus  on  network  of  8 extended  hours  ambulatory  care  centers  has 
immediate  openings  for  qualified  family  physicians.  Income  guarantee 
plus  fee-for-service,  flexible  hours,  paid  malpractice  and  equity  plan 
available.  Contact:  Ms.  Ernestine  Brown,  Primacare  Medical  Centers, 
9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220;  214  352-1991. 

DALLAS  AND  NORTHEAST  TEXAS:  Emergency  Physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  avail- 
able in  emergency  departments  and  free-stanaing  ambulatory  care 
clinics.  Flexible  scheduling,  fee-for-service  with  guarantee — $75,000  to 
$100,000.  Contact  Brenda  Lancaster,  EmCare,  3600  Gaston,  Suite  802, 
Dallas  Texas  75246,  or  call  214  823-6850,  out-of-state,  toll  free  800 
527-2145.  

ABILENE:  EMERGENCY  PHYSICIANS— Full-time  positions  available  at 
beautiful  new  full  service  hospital.  Attractive  hourly  guarantee 
($88,000  annually)  with  fee-for-service  incentive.  Excellent  opportunity 
for  career  oriented  emergency  physicians.  Contact  Brenda  Lancaster, 
EmCare,  3600  Gaston,  Suite  802,  Dallas,  Texas  75246.  In  Texas,  214 
823-6850;  out-of-state,  toll  free  800  527-2145. 

PSYCHIATRIST— THE  LAREDO  STATE  CENTER  has  an  opening  for  a 
full-time  psychiatrist.  Valid  Texas  license  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment 
services  Salary  up  to  $69,500  yearly  (DOE).  If  interested,  contact 
Laredo  State  Center,  512  723-2926,  P.O.  Box  1835,  Laredo,  Texas 
78044-1835,  EOE/M/F. 

PRIMARY  CARE  PHYSICIANS:  Family  practice,  internal  medicine, 
OB/GYN,  pediatrics,  general  surgery;  BC/BE,  wanted  to  join  stable 
expanding  prepaid  group  practice  in  Dallas/Fort  Worth.  Competitive 
salaries,  liberal  fringe  benefits,  no  business  headaches.  Contact. 
Medical  Director,  P O.  Box  55,  CIGNA  Healthplan  of  Texas,  8131  LBJ, 
Suite  350,  Dallas,  Texas  75251;  214  669-8069. 

PSYCHIATRIST— board  certified  or  board  eligible  staff  psychiatrist  to 
participate  in  services  provided  by  a progressive,  JCAH  accredited 
community  mental  healtn/mental  retardation  center  in  Lufkin,  lexas. 
Salary  and  benefits  highly  competitive,  beautiful  East  Texas,  non- 
urban,  favorable  cost  of  living,  numerous  recreational  opportunities. 
Please  respond  to  Deep  East  Texas  Regional  MHMR  Services,  1401  S. 
Medford  Dr.,  Lufkin,  Texas  75901.  Telephone  409  639-1141. 

INTERNIST  AND/OR  GASTROENTEROLOGIST  wanted  for  space  sharing 
office  arrangement.  X-ray  and  lab  avaHable.  Will [subsidize  if  necessary. 
Suburban  Houston  area.  Please  reply  to  Ad-497,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN  WANTED  for  diagnosis,  treatment  and  patient 
care  in  all  areas  of  general  practice  medicine;  requires  MD  in  medi- 
cine and  two  years  training  as  a resident  in  internal  medicine. 
$38  000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  Victoria,  Texas,  or  send  resume  to  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778.  J.O.  #3651955.  Ad  paid 
by  an  equal  employment  opportunity  employer. 

UROLOGIST  NEEDED— EXCELLENT  OPPORTUNITY  for  retired  or  semi- 
retired  urologist  to  work  full  time  in  office.  Knowledge  of  urodynamics 
essential  Licensed  to  practice  medicine  in  Texas  required.  Please 
reply  to  Ad-498,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


FAMILY  PRACTICE  AVAILABLE — Central  Texas  town  population  2,000, 
10  miles  from  180-bed  hospital.  Patients  from  industry  and  agriculture. 
Present  physician  nearing  retirement.  Contact  J.  B Stephens,  MD,  PO 
Box  38,  Bangs,  Texas  76823. 


WANTED:  FULL-TIMEf  PHYSICIAN  to  work  family  practice  and  minor 
emergency  in  Bryan,  Texas.  Contact  S.  Nickerson  409  846-4756,  8-5. 


ASSISTANT  TO  A NEUROSURGEON  NEEDED  to  work  for  another 
physician  in  Nacogdoches,  Texas  to  provide  medical  services  to 
patients.  Performs  surgery  to  correct  deformities,  repair  injuries,  pre- 
vent diseases  and  improve  functions  in  nerves  and  nervous  systems  of 
patients  using  microscope,  microscissors,  microsutures,  microneedles 
and  variety  of  other  instruments  ordinarily  used  in  neurosurgery  and 
employing  established  surgical  techniques  appropriate  for  specific 
procedures.  Such  physician  will  work  under  the  direction  and  super- 
vision of  another  neurosurgeon.  Must  have  at  least  four  years  of 
training,  one  year  of  experience  and  Texas  medical  license.  Salary 
$40,000  per  year;  40  hours  pei?  week.  Apply  at  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3650546  Ad  paid 
for  by  an  equal  employment  opportunity  employer. 


URGENT:  Three  doctor  family  practice.  One  doctor  retiring  and  one 
limiting  practice.  Unique  opportunity  with  no  investment  needed.  Office, 
laboratory,  x-ray  and  ancillary  personnel  provided.  Excellent  hospital 
facilities  equipped  for  obstetrics  and  surgery.  Call  Lee  Spring,  MD, 
or  Elda  Hart,  manager,  806  247-2754.  Spring  Spring  and  Alexander  and 
Associates,  1307  Cleveland,  Friona,  Texas  790$5. 


PHYSICIAN  TRAINED  in  any  of  a variety  of  subspecialties  sought  to 
participate  in  clinical  and  basic  research  on  the  pathogenesis  of  neuro- 
fibromatosis, as  associate  director,  Baylor  NF  Program.  Send  CV  and 
letter  outlining  career  goals  to  V.  M.  Riccardi,  MD,  NF  Program,  Baylor 
College  of  Medicine,  Houston,  Texas  77030. 


OPPORTUNITY  IN  BEAUTIFUL  Northeast  Texas.  Presbyterian  Hospital 
of  Wmnsboro,  an  affiliate  of  Presbyterian  Medical  Center,  seeks  phy- 
sicians in  internal  medicine  and  family  practice.  New  50-bed  hospital 
under  construction.  Near  many  lakes,  fishing,  hunting,  recreation, 
excellent  schools  and  churches.  Contact  Charles  Butts,  Executive  Di- 
rector, PO  Box  106,  Wmnsboro,  Texas  75494;  214  342-5227. 


TEXAS:  EMERGENCY  DEPARTMENT  locum  tenens  and  weekend  cov- 
erage available  in  various  locations.  Competitive  hourly  rate  includes 
malpractice  insurance.  Contact  Emergency  Consultants,  Inc.,  2240 
South  Airport,  Traverse  City,  MI  49684;  1-800-253-1 795. 


NEEDED — INTERNIST  with  cardiology  subspecialty  to  associate  with  a 
busy  solo  general  internist  at  the  Gulf  Coast.  Financial  arrangement 
negotiable.  Contact  Ad-469,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED — LOCUM  UROLOGIST  for  a busy  solo  practice.  Grossing 
$200,000.  Near  Houston,  Texas  for  a period  of  eight  months,  from 
January  through  August  85.  Contact  A.  M.  Durrani,  MD,  5003  Magnolia 
Lane,  Bay  City,  Texas  77414 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  available.  Unique  opportunity  for  career-minded  emer- 
gency physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the1  Houston  area.  Physician  compensation  is  based  on  an 
independent  contractor  status  and  fee-for-service  with  minimum  hourly 
guarantee.  Malpractice  is  included.  Board  certified  or  board  eligible 
applicants  send  your  CV  and  application  request  to  Houston  Emer- 
gency Physicians  Associates,  c/o  Ms.  Tyler,  PO  Box  720465,  Houston, 
Texas  77272  or  call  713  776-1081. 


WELL  ESTABLISHED  HOUSTON  CLINIC  offers  a uniaue  opportunity  to 
practice  emergency/family  care.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Dedication  to  high  quality  care,  excellent  patient  empathy  and 
communicative  skills  mandatory.  Excellent  working  conditions  and 
hours.  Fee-for-service  Dr.  J.  A.  Burnett,  Kelsey-Seybold/Cornerstone, 
4331  Brightwood  Drive,  Houston,  Texas  77068,  713  444-1204. 


PSYCHIATRIC  HOSPITAL  DIRECTOR — Dynamic  mental  health  residen- 
tial facility,  located  in  Austin,  Texas,  seeks  a chief  executive  officer 
to  direct  all  phases  of  physchiatnc  and  substance  abuse  programming. 
Must  be  a physician  with  proven  proficiency  in  administrative  manage- 
ment. Texas  license  or  reciprocity  required.  Specialized  training  in 
psychiatry  and  certification  by  the  ABPN  preferred;  administrative 
psychiatry  certification  desired.  The  annual  salary  of  $68,300  consists 
of  $59,300  base  pay  plus  $3,000  for  board  certification  and  up  to  $6,000 
for  recruitment  and  retention.  Housing,  utilities  and  excellent  fringe 
benefits.  Or,  non-physician,  graduate  from  an  accredited  college/ 
university  with  a master's  degree  in  hospital  administration,  business 
administration  or  related  field  and  eight  years  of  proven  administra- 
tive experience,  five  years  preferably  in  the  mental  health  field.  Annual 
salary  for  the  non-physician  superintendent  is  $48,400  plus  housing  and 
utilities.  Excellent  fringe  benefits.  A detailed  resume,  a minimum  of 
three  letters  of  professional  references  and  evidence  of  educational 
attainment  are  required.  Send  application  to:  Duwaine  Robinson, 
Director  of  Employment  Services,  Texas  Department  of  Mental  Health 
and  Mental  Retardation,  PO  Box  12668,  Austin,  Texas  78711.  EO/AAE. 


OBSTETRICS/GYNECOLOGY  OPPORTUNITIES.  WANTED:  OB/GYN  to 
practice  in  Cleveland  or  Houston  areas.  Excellent  practice  opportunity 
to  head  up  the  OB  Department!  A large,  profitable  OB/GYN  practice 
awaits  you.  Financial  package  is  available.  Please  send,  CV  to:  Paul 
S.  Bodner,  Director  of  Physician  Relations,  21520  So.  Pioneer  Blvd  , 
Suite  307,  Hawaiian  Gardens,  CA  90716,  or  call  213i  865-0832. 


EMERGENCY  DEPARTMENT  MEDICAL  DIRECTOR— Growing  suburban 
medical  center  requires  full-time  doctor  to  provide  medical  direction 
(staffing,  monitoring,  medical  staff  relations,  quality  assurance)  to 
very  active  emergency  department.  Applicant  should  be  at  least  board 
eligible  in  either  emergency  medicine  or  general  surgery  and  must 
have  had  at  least  two  years  experience  in  management  in  an  emer- 
gency or  ambulatory  care  clinic  setting.  Reimbursement  may  be  ar- 
ranged on  a contractual  fixed  fee  basis,  fee-for-service  basis  or  an 
agreeable  combination  thereof.  Please  send  resume  and  salary  re- 
quirements to  Ad-501,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701 


ER  PHYSICIAN— If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 
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(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-554, 420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


AMERICAN  TRAINED  PHYSICIAN  capable  of  doing  generalist  medicine 
including  minor  surgery  and  orthopedics,  no  obstetrics,  major  suraery, 
hospitalization  responsibilities.  For  48-  to  60-hour  week,  pay  $5000- 
$6500  a month  on  contract  basis  with  ownership  possible  if  interested. 
Located  in  university  community  with  excellent  social,  recreational, 
and  educational  standards,  two  hospitals,  all  specialties  available. 
Malpractice  insurance  paid.  Please  replv  to  Ad-502,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


Situations  Wanted 


DIAGNOSTIC  RADIOLOGIST — BOARD  CERTIFIED — available  for  locum 
tenens  coverage  in  southeastern  Texas.  Experience  and  training  in  all 
areas  of  medical  imaging  with  special  expertise  in  ultrasound.  Please 
reply  to  Ad-461,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


ANESTHESIOLOGIST — BOARD  ELIGIBLE  with  excellent  training  in  all 
types  of  anesthesia.  Currently  in  practice,  desires  relocation  in  Central 
Texas.  Texas  licensed.  Part-time  or  full-time.  Available  immediately. 
Please  reply  to  Ad-487,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ARE  YOU  AWARE  OF  how  a Physician's  Assistant  may  benefit  your 
busy  specialty  practice?  P A.  student  wishes  to  contact  a specialty 
practice  for  a preceptorship  with  the  possibility  of  employment  after 
graduation.  Send  inquiries  to:  P.A.S.,  310  Church,  Apt.  #18,  Galveston, 
Texas  77550  or  call  409  762-2543. 


GASTROENTEROLOGIST — board  certified,  with  four  years  practice 
experience,  university  trained,  skilled  in  all  GI  procedures  including 
ERCP.  Seeks  association  or  group  practice.  Licensed  in  Texas  and 
California.  Contact:  Robert  J.  Manning,  MD,  1691  Nob  Hill  Place,  Dallas, 
Texas  75208. 


FEMALE  PEDIATRIC  CARDIOLOGIST  with  current  Texas  medical  li- 
cense, trained  at  Baylor  College  of  Medicine,  seeking  job  opportunity 
in  major  city  in  Texas.  Reply  to  Ad-500,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


NORTH  DALLAS— FAMILY  PRACTICE  for  sale.  Net  income  120K  plus 
for  a four  day  week.  Priced  to  sell  with  100%  3rd  party  financing. 
Board  certification  required.  Serious  principals  send  resume  to  3511 
Golfing  Green,  Dallas,  Texas  75234- 


BRUMBY  AND  MELSON  ROCKERSffi)  available  by  mail  for  home  and 
office.  Also  other  fine  rocking  chairs  in  wood  and  leather.  Write  for 
one  free  catalog.  The  Rocker  ShopTM  of  Marietta,  GA,  P.O.  Box  12, 
Dept.  TMA,  Marietta,  GA  30061;  404  427-2618. 


INTERNIST  RETIRING — URGENTLY  SEEKING  family  physician  or  gen- 
eral surgeon  to  take  over  well  established  general  practice.  Actually 
semi-retired,  working  half  day,  grossing  over  $125,000.  Low  overhead, 
excellent  new  patient  flow.  Totally  equipped  medical  building.  Facilities 
to  accommodate  up  to  three  physicians.  Located  in  prosperous  small 
city  with  well  equipped  hospital  Willing  to  assist  on  consulting  basis 
in  own  specialty.  Sell,  lease,  or  other  mutually  desirable  arrangement. 
Reply  to  Ad-485,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


AUSTIN— INTERNAL  MEDICINE— RETIRING,  Well-established  practice 
for  sale.  Office  for  lease,  20  or  more  parking  spaces  immediately  ad- 
jacent. Full  time  laboratory,  ample  examining  rooms,  equipment  and 
furniture.  Most  complete  records  extending  over  many  years  on  each 
patient.  If  interested,  please  apply  to  Box  5052,  Austin,  Texas  78763. 


WELL  ESTABLISHED  FAMILY  PRACTICE  in  Southeast  Texas  town  of 
8,000,  one  and  a half  hours  from  Houston.  Practice  established  31 
years  ago.  Gross  over  $250, 000/year,  mostly  outpatient.  Six  blocks  from 
excellent  community  hospital.  Latest  in  automated  lab,  x-ray  with 
automatic  processor,  physical  therapy,  EKG,  etc.  High  quality,  honest 
employees.  OB  optional.  Area  provides  excellent  hunting,  water  sports, 
camping.  Will  introduce.  Owner  continuing  education.  Reply  to  Ad- 
493,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  FOR  SALE — Amarillo.  Established  1976;  no  OB  or 
surgery,  good  new  patient  flow.  Two  year  old  office  adjacent  to  2 
hospitals,  cancer  center  in  growth  area  with  good  housing/schools. 
Owner  specializing.  Office  equipment  included  for  walk-in  practice; 
price  negotiable.  Contact  Michael  E.  Byrne,  MD,  806  358-4516. 


FAMILY  PRACTITIONER  OR  GENERAL  practitioner  needed  immediately 
to  take  over  active  practice  left  due  to  sudden  death  of  doctor  in  Alice, 
Texas.  Solo  practice  established  for  25  years,  48  miles  southwest  of 
Corpus  Christi,  Texas.  Will  rent  fully  equipped  office  building;  1,648 
square  feet,  four  examining  rooms,  lab-small,  X-ray.  Will  sell  equip- 
ment for  appraised  value.  Financing  available.  Experienced  employees 
available.  Close  to  hospital  and  good  schools.  Contact:  Mr.  Hector 
Lopez,  administrator  for  the  estate,  512  664-3363  or  512  664-6866. 

SALES,  ACQUISITIONS.  AND  APPRAISALS  for  professional  practices  and 
health  care  facilities.  Better  business  specialists  since  1965.  Statewide 
network.  Woodyard  & Associates,  Certified  Business  Counselors,  Pat 
Huntington,  Broker,  713  688-2201. 


TEXAS — PRACTICE  FOR  SALE.  North  Dallas.  Private  family  practice. 
80%  internal  medicine,  20%  cardiology.  Highly  successful  and  estab- 
lished. Business  <&  Professional  Associates,  13140  Coit  Road,  #301, 
Dallas,  TX  75240. 


ASPEN — SWAP  ONE  WEEK  in  my  three  bedroom,  three  bath  condo 
at  base  of  Ajax,  for  one  week  at  comparable  Mexican  resort  beach 
property.  713  721-7393. 


FOR  SALE — Diagnostic  F/R  Raytheon  x-ray  unit.  600  MA  150  KVP 
single  phase  with  90°/15°  tilt  table.  Three  and  a half  years  old.  Mint 
condition.  Linear  tomography  and  mannography  capability  and  chest 
wall  unit.  Completely  phototimed  or  manual.  14-inch  high  resolution 
TV  monitor  Asking  price  is  $70,000;  negotiable.  Call  or  send  requests 
to  Dr  Ben  M.  Logan,  Methodist  Plaza,  Suite  245,  4499  Medical  Drive, 
San  Antonio,  Texas  78229.  Office  512  696-1534;  home  512  344-8495. 


MEDICAL  OFFICE  approximately  1,335  square  feet  in  Medical  Arts 
Building,  San  Angelo,  Texas.  Established  pediatric/family  practice. 
Present  doctor  moving  out  of  city.  Will  remodel  to  suit.  Contact  Dr. 
James  C.  Womack,  2102  Pecos,'1  Suite  7,  San  Angelo,  Texas  76901;  call 
915  949-4755. 


MEDICAL  OFFICE  SPACE  FOR  RENT — Ready  for  occupancy.  Near 
Harris  HEB  and  Northeast  County  Hospitals  in  Euless,  Texas.  Approxi- 
mately 1,500  sq.  ft.  (bills  paid,  except  telephone  and  cleaning), 
$1,100  per  month.  Fixtures  and  equipment  in  place  may  be  purchased. 
Laboratory  and  pharmacy  on  premises.  Call  Bill  Wyatt  (Metro)  817 
268-6143  or  481-5158. 


SOUTH  AUSTIN.  60,000+  people  live  within  a 2-mile  radius.  Locate 
your  practice  where  the  people  live  and  be  convenient  for  your 
patients.  Office  condominiums  in  our  medical  and  dental  park  are 
available  for  lease  or  sale.  Join  other  successful  doctors  who  have 
started  their  practice  at:  Cannon  Professional  Park,  1110  William  Can- 
non Drive.  Austin,  Texas.  Call  Barbara  McEachern  or  Kevin  Wood- 
worth  at  Pence  Properties,  512  476-9200.  Our  rent  is  only  $10.80  per  sq. 
ft.  per  year,  with  an  option  to  purchase. 


FAMILY  PRACTICE— ROCKWALL,  TEXAS  (20  miles  from  Dallas  on  Lake 
Ray  Hubbard),  busy,  no  OB,  well  established,  six  fiaure  gross,  rapidly 
growing  area  Call  214  722-5333  or  write  104A-2313  Ridge  Road,  Rock- 
wall, Texas  75087.  Scott  K.  Ross,  MD. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 
practice  medicine  while  we  help  keep  your  communication  lines  open. 
Our  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  <S  Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 
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1985  CME  CRUISE/CONFERENCES  on  selected  medical  topics — Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean,  7-14  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  and 
AAFP  prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 

E resent  IRS  requirements.  Information:  International  Conferences,  189 
odge  Ave.,  Huntington  Station,  N Y.  11746;  516  549-0869. 


POST-GRADUATE  COURSE:  Dermatology  for  Non-dermatologists,  Janu- 
ary 26-31,  1985  at  Exelaris  Hyatt  Regency  Hotel,  Cancun,  Mexico. 
Contact  Division  of  Dermatology,  P.0.  Box  3135,  Duke  University 
Medical  Center,  Durham,  ND  27710.  919  684-2504. 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  pricel  Holler  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
ca.i  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


CLINIC  ADMINISTRATOR:  Responsible  for  overall  administration  of 
clinic,  to  include  hiring,  training  and  supervising  of  medical,  nursing 
and  administrative  personnel;  all  budgetary  and  Tinancial  matters;  and 
the  purchasing  of  medical  equipment  and  products.  Will  act  as  liaison 
between  Pakistani  and  Indian  patients  and  the  clinic  staff,  specialists 
and  hospitals.  BS  degree  or  equivalent  in  business  administration  or 
in  the  science  field  with  a pre-med  curriculum,  and  two  years  in  job 
experience  required.  Must  be  fluent  in  the  Urdu  language.  40  hours 
per  week;  $2,300  per  month  salary.  Apply  at  the  Texas  Employment 
Commission,  Houston,  Texas,  or  send  resume  to  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3650767  Ad  paid 
by  an  equal  employment  opportunity  employer. 


FIGHT  LUNG 
DISEASE  WITH 
CHRISTMAS 
SEALS. 


TAKE  CARE  OF 
YOUR  LUNGS. 

THEY’RE  ONLY  HUMAN. 


AMERICAN 

LUNG 

ASSOCIATION 

The  Christmas  Seal  People 
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COURSES 


DECEMBER 

Anesthesiology 

Dec  15,  1984 

A DAY  IN  ANESTHESIA:  PRESBYTERIAN  HOSPITAL  OF  DALLAS- 
CURRENT  TRENDS-  Plaza  of  the  Americas  Hotel,  Dallas,  Fee  $85- 
physicians;  $25-residents  (verification  from  dept  head).  Category  1 , 
AMA  Physician's  Recognition  Award;  4 hours.  Contact  Lela  Brecken- 
ridge,  Director,  Continuing  Medical  Education,  Presbyterian 
Hospital  of  Dallas,  Dallas,  TX  75231  (214)696-8458 

Family  Practice 

Dec  1, 1984 

PRACTICE  UPDATE  84— AVOIDING  DISASTER  IN  FAMILY  PRAC- 
TICE. The  Registry  Hotel,  Dallas.  Fee  $75.  Category  1 , AMA 
Physician's  Recognition  Award;  AAFP  prescribed;  6.5  hours.  Con- 
tact Diane  Averna,  Coordinator,  Continuing  Physician  Education,  St 
Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)689-4588 

General  Medicine 

Dec  1-2,  1984 

MANAGEMENT  OF  THE  DIABETIC  FOOT.  Marriott  Downtown,  San 
Antonio.  Fee  $150.  Category  1,  AMA  Physician’s  Recognition 
Award;  AAFP  prescribed;  10  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Internal  Medicine 

Dec  7-8,  1984 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  UT  Health  Sci- 
ence Center  at  Dallas.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award;  1 3 hours.  Contact  Gale  Ouilter,  Coordinator,  Di- 
vision of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Neurosurgery 

Dec  7-8,  1984 

NEUROSURGERY  LASER  WORKSHOP  Doubletree  Inn,  Dallas.  Fee 
$500-physicians;  $225-surgical  nurses  (Friday  only).  Category  1 , 
AMA  Physician's  Recognition  Award;  AANS;  15  hours.  Contact  Lela 
Breckenridge,  Director,  Continuing  Medical  Education,  Presbyterian 
Hospital  of  Dallas,  Dallas,  TX  75231  (214)696-8458 

Obstetrics  & Gynecology 

Dec  6-8,  1984 

NEW  TECHNOLOGIES  IN  GYNECOLOGY.  Plaza  of  the  Americas 
Hotel,  Dallas.  Fee  $250.  Category  1 , AMA  Physician’s  Recognition 
Award;  17  hours.  Contact  James  K.  Richards,  MD,  Registration 
Chairman,  8305  Walnut  Hill  Ln,  #100,  Dallas,  TX  75231 

Pathology 

Dec  8,  1984 

41  ST  ANNUAL  PATHOLOGY  SEMINAR  UT  Health  Science  Center 
at  San  Antonio.  Fee  $75.  Category  1 , AMA  Physician’s  Recognition 
Award;  6 hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 


Pediatrics 

Dec  1 , 1 984 

PEDIATRIC  UROLOGY:  AN  UPDATE.  Learning  Center,  UT  Medical 
Branch,  Galveston,  Tex.  Fee  $90.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  AAFP  prescribed;  7 hours.  Contact  Martha  Berlin, 
Coordinator,  Office  of  Continuing  Education,  J-34,  UTMB,  Gal- 
veston, TX  77550-2782  (409)761-2934 

Psychiatry 

Dec  1, 1984 

PSYCHIATRY  UPDATE.  UT  Health  Science  Center  at  San  Antonio. 
Fee  $1 00.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

JANUARY 

Family  Practice 

Jan  26-31,  1985 

DERMATOLOGY  FOR  NON-DERMATOLOGISTS.  Exelaris  Hyatt  Re- 
gency Hotel,  Cancun,  Mexico.  Fee  $350-physicians;  $200-interns, 
residents.  Credit  TBA.  Contact  Angelika  Langen,  Division  of  Der- 
matology, PO  Box  3135,  Duke  University  Medical  Center,  Durham, 
NC  27710  (919)684-2504 

General  Medicine 

Jan  29,  1985 

SPIRITUALITY  IN  HOLISTIC  MEDICINE  CONCEPTS.  Learning  Cen- 
ter, UT  Medical  Branch,  Galveston,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  Rev  S.  Denton  Bassett,  Dept  of  the  Ministry,  H-03,  UTMB, 
Galveston,  TX  77550  (409)761  -2425 

Geriatrics 

Jan  12-13,  1985 

6TH  ANNUAL  GERIATRIC  MEDICINE  FOR  THE  PRACTICING  PHY- 
SICIAN. UT  Health  Science  Center  at  San  Antonio.  Fee  $100. 
Category  1 , AMA  Physician's  Recognition  Award;  9 hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio.  TX  78284  (51 2)691  -6295 

Obstetrics  & Gynecology 

Jan  24-26,  1985 

7TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA.  Warwick  Hotel-Post  Oak,  Houston.  Fee  $400.  Category  1 , 
AMA  Physician's  Recognition  Award;  20  hours.  Contact  Lynne  K. 
Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Jan  31-Feb  3,  1985 

TEXAS  ANESTHESIA  CONFERENCE  FOR  OBSTETRICS.  Hotel 
Intercontinental,  Houston.  Fee  $325-physicians;  $250-CRNA/resi- 
dent/student.  Category  1 , AMA  Physician's  Recognition  Award;  14.5 
hours.  Contact  Sherry  Smith,  6431  Fannin,  MSMB  3.234,  Houston, 
TX  77030  (713)792-5346. 

Ophthalmology 

Jan  26,  1985 

RADIAL  KERATOTOMY.  Doubletree  Hotel,  Dallas.  Fee$95-physi- 
cians;  $25-residents  (verification  of  dept  head).  Category  1 , AMA 
Physician's  Recognition  Award;  5 hours.  Contact  Lela  Breckenridge, 
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Director,  Continuing  Medical  Education,  Presbyterian  Hospital  of 
Dallas,  Dallas,  TX  75231  (214)696-8458 

Radiology 

Jan  7-11,  1985 

RADIATION  SAFETY  OFFICERS  COURSE.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio.  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Sports  Medicine 

Jan  31 -Feb  2,  1985 

12TH  ANNUAL  SYMPOSIUM  ON  SPORTS  MEDICINE.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $130.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  1 6 hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Urology 

Jan  31 -Feb  3,  1985 

GENITOURINARY  PATHOLOGY  & RADIOLOGY  Houston.  Fee 
$225.  Category  1 , AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  Alice  Henderson,  Seminars  Coordinator,  Office  of  Educa- 
tion, PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

FEBRUARY 

Anesthesiology 

Feb  7-9,  1985 

3RD  ANNUAL  CHRONIC  PAIN  COURSE.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $250.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  1 7 hours.  Contact  Lila  K Lerner,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)799-6020 

Cardiovascular  Disease 

Feb  3,  1985 

CARDIOVASCULAR  DISEASES:  UPDATE  AND  REHABILITATION. 
Hyatt  Regency,  Austin,  Tex.  Fee  $75-member;  $80-nonmember. 
Category  1 , AMA  Physician's  Recognition  Award;  5 hours.  Contact 
Dale  Willimack,  Director,  Department  of  Annual  Session  and  Scien- 
tific Planning,  Texas  Medical  Association,  1 801  N Lamar  Blvd, 
Austin,  TX  78701  (512)477-6704 

Feb  19-22,  1985 

CARDIAC  REHABILITATION:  STATUS  '85.  Hotel  Intercontinental, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award;  20  hours  (symposium),  4 hours  (preliminary  session).  Con- 
tact Michael  L.  Pollock,  PhD,  Director,  Cardiac  Rehabilitation 
Program,  Universal  Services  Rehabilitation  and  Development,  Inc, 
Travis  Centre,  Suite  500,  6655  Travis,  Houston,  TX  77030 
(713)630-6525 

Dermatology 

Feb  15-16,  1985  _ 

4TH  ANNUAL  SOUTH  CENTRAL  TEXAS  DERMATOPATHOLOGY 
COURSE  AND  ROBERT  FREEMAN  HONORARY  LECTURE  SERIES 
UT  Health  Science  Center,  San  Antonio.  Fee  $150.  AMA  Physician's 
Recognition  Award;  ADA;  12  hours.  Contact  Marjorie  Foutz,  EdD, 


Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Endocrinology 

Feb  13-16,  1985 

COMPUTING  IN  CRITICAL  CARE.  Learning  Center,  UT  Medical 
Branch,  Galveston.  Fee  TBA.  Credit  TBA.  Contact  David  Franklin, 
Division  of  Neurosurgery,  UTMB,  Galveston,  TX  77550 
(409)761-3965 

General  Medicine 

Feb  2,  1985 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Hyatt 
Regency,  Austin,  Tex.  Fee  $40-member;  $45-nonmember.  Category 
1 , AMA  Physician’s  Recognition  Award;  4 hours.  Contact  Dale 
Willimack,  Director,  Department  of  Annual  Session  and  Scientific 
Planning,  Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)477-6704 

Internal  Medicine 

Feb  2-9,  1985 

CLINICAL  TOPICS  IN  INTERNAL  MEDICINE  AT  SNOWBIRD.  Snow- 
bird, Utah.  Fee  $350-physicians;  $235-residents.  Category  1 , AMA 
Physician's  Recognition  Award,  AAFP  prescribed;  25  hours.  Contact 
LeRoy  J.  Pickles,  Director,  Continuing  Medical  Education,  Rm  101, 
2401  S 31st  St,  Temple,  TX  76508  (81 7)740-4083 

Feb  3,  1985 

UPDATE  ON  ANTIBIOTICS  Hyatt  Regency,  Austin,  Tex.  Fee  $75- 
member;  $80-nonmember.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  5 hours.  Contact  Dale  Willimack,  Director,  Department 
of  Annual  Session  and  Scientific  Planning,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)477-6704 

Feb  16,  1985 

COMPUTING  & STATISTICS  IN  PATIENT  CARE  IN  NEPHROLOGY. 
Learning  Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  David  Franklin,  Division  of  Neurosurgery, 

UTMB,  Galveston,  TX  77550-2778  (409)761-3965 

Obstetrics  & Gynecology 

Feb  15-16,  1985 

ETHICAL  ISSUES  IN  OBSTETRICS.  Michael  E.  DeBakey  Center, 
Baylor  College  of  Medicine,  Houston.  Fee  $1 25.  Category  1 , AMA 
Physician's  Recognition  Award;  1 1 hours.  Contact  Carol  J.  Soroka, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Ophthalmology 

Feb  9,  1985 

ANNUAL  OPHTHALMOLOGY  SOCIETY  MEETING-OCULAR 
TUMOR/RETINAL  VASCULAR  UPDATE.  Marriott  North,  San  Antonio, 
Tex.  Fee  $1 00.  Category  1 , AMA  Physician's  Recognition  Award; 

7 hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

Feb  17-18,  1985 

TOA  COURSE  IN  PRACTICE  MANAGEMENT,  Warwick  Hotel-Post 
Oak,  Houston.  Fee  $30-members;  $30-residents  (with  letter  of 
verification);  $200-nonmembers.  Category  1,  AMA  Physician's 
Recogntion  Award;  14  hours.  Contact  Bette  McAnmch,  Cullen  Eye 
Institute,  6501  Fannin,  Houston,  TX  77030  (713)799-5942 
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Pathology 

Feb  21 -24,  1985 

3RD  ANNUAL  REVIEW  COURSE  IN  CYTOPATHOLOGY  FOR  PA- 
THOLOGISTS AND  CYTOTECHNOLOGISTS.  UT  Health  Science 
Center  at  San  Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  ASC  (Group  R);  IAC;  32  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Pediatrics 

Feb  21 -22,  1985 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS-1985. 
Marriot  Hotel  Medical  Center,  Houston.  Fee  TBA.  Category  1 , AMA 
Physician’s  Recognition  Award;  13  hours.  Contact  Lynne  K.  Tiras, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Plastic  Surgery 

Feb  15-16,  1985 

BASIC  RHINOPLASTY.  UT  Health  Science  Center  at  Dallas.  Fee 
$1 50-residents;  $200-nonresidents.  AMA  Physician’s  Recognition 
Award;  15  hours.  Contact  Gale  Quilter,  Coordinator,  Division  of  Con- 
tinuing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 

Psychiatry 

Feb  28,  1985 

TREATING  THE  TEENAGER,  PART  V.  UT  Health  Science  Center  at 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Jan  Jacobs,  Coordinator,  Divi- 
sion of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

Feb  4-8,  1985 

RADIOTHERAPY  TREATMENT  PLANNING  ANATOMY.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Feb  4-9,  1985 

DIAGNOSTIC  IMAGING— CT,  MRI,  AND  ULTRASOUND.  Montego 
Bay,  Jamaica.  Fee  before  Nov  2,  $300-physicians;  after  Nov  2, 
$350-physicians;  $200-residents  and  fellows.  Contact  Dolly  Chris- 
tensen, Director  of  Radiology  Postgraduate  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd.  Dallas,  TX  75235  (214)688-2502 

Feb  11-15,  1985 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center  at  San 
Antonio.  Fee  $500.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

Feb  15-16,  1985 

32ND  ANNUAL  SINGLETON  SURGICAL  SOCIETY  MEETING. 
Learning  Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  Sharlene  Bonetti,  Secretary,  Singleton  Surgical 
Society,  PO  Box  140,  UTMB,  Galveston,  TX  77550(713)333-9720 


Feb  21 -23,  1985 

SURGICAL  UPDATE:  1985  Lincoln  Hotel,  Dallas.  Fee  $300;  $1 50- 
residents  (with  letter  from  chairman).  Category  1 , AMA  Physician’s 
Recognition  Award;  AAFP  prescribed;  22  hours  Contact  Depart- 
ment of  Surgery,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-3531 

MARCH 

Family  Medicine 

March  28-31, 1985 

FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  Location  TBA. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (512)691-6295 

General  Medicine 

March  4-6,  1985 

FUTURE  CARE.  Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Internal  Medicine 

March  9-16,  1985 

CLINICAL  GYNECOLOGIC  ENDOCRINOLOGY.  Park  City,  Utah. 
Contact  LeRoy  J.  Pickles,  Director,  Continuing  Medical  Education, 
Scott  & White,  Room  101 , 2401  S 31st  St,  Temple,  TX  76508 
(817)774-4083 

Ophthalmology 

March  29-30,  1985 

7TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM. 
Dallas.  Contact  Lela  Breckenridge,  Director,  Continuing  Medical 
Education,  Presbyterian  Hospital  of  Dallas,  Dallas,  TX  75231 
(214)696-8458 

Pediatrics 

March  13-16,  1985 

SYMPOSIUM  ON  PREVENTION  OF  PEDIATRIC  INFECTIONS  AND 
5TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR Las  Vegas.  Contact  Marian  Troupe,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-3439 

Toxicology 

March  18-22,  1985 

TOXICOLOGY.  Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Urology 

March  8-10,  1985 

ENDOUROLOGY.  Houston.  Contact  Alice  Henderson,  Seminars  Co- 
ordinator, Office  of  Education,  PO  Box  251 47,  Houston,  TX  77265 
(713)791-1470 
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APRIL 

General  Medicine 

April  15-20,  1985 

1985  FAMILY  PRACTICE  REVIEW,  Galveston,  Contact  Gayle  McKay, 
Coordinator,  Office  of  Continuing  Education  J-34,  UTMB,  Galveston, 
TX  77550  (409)761-2934 

April  19-21,  1985 

PEDIATRICS  FOR  THE  PRACTITIONER.  Location  TBA,  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  26-28,  1985 

NUTRITION.  Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Obstetrics  & Gynecology 

April  1-3,  1985 

CURRENT  CONCEPTS  1 985:  ISSUES  AND  ANSWERS  IN 
OBSTETRICS  AND  GYNECOLOGY.  Houston.  Contact  Lynne  K. 

Tiras,  Program  Coordinator,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Plastic  Surgery 

April  17-19,  1985 

8TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
Boerne,  Tex.  Contact  Martha  Berlin,  Coordinator,  Office  of  Continu- 
ing Education,  J-34,  UTMB,  Galveston,  TX  77550-2782 
(409)761-2934 

Radiology 

April  22-24,  1985 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  Location 
TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (512)691-6295 

MAY 

Allergy 

May  31 -June  3,  1985 

SOUTHWEST  ALLERGY  FORUM.  San  Antonio,  Tex.  Contact  Paul 
Ratner,  MD,  601  Oak  Hills  Medical  Bldg,  San  Antonio,  TX  78229 

Internal  Medicine 

May  28-31,  1985 

UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Contact  Gale  Quilter,  Co- 
ordinator, Continuing  Education,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Obstetrics  & Gynecology 

May  2-5,  1985 

MENSTRUATION:  CLINICAL  APPLICATIONS  & SOCIOCULTURAL 
IMPLICATIONS.  Galveston,  Tex.  Contact  Martha  Berlin,  Coordinator, 
Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761-2934 


Orthopedic  Surgery 

May  10-12,  1985 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Dallas.  Con- 
tact June  Bovill,  Coordinator,  Continuing  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Pathology 

May  16-18,  1985 

SURGICAL  PATHOLOGY,  IV.  Dallas.  Contact  Gale  Quilter,  Coordi- 
nator, Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

May  13-17,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  Location  TBA.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

May  20-24,  1985 

RADIATION  SAFETY  OFFICERS  COURSE.  Location  TBA.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award;  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award;  1 
hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award;  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 
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Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS,  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Ave,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  16  hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)7 74-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur 
Category  1 , AMA  Physician's  Recognition  Award,  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 


AMERICAN  SOCIETY  OF  CYTOLOGY,  Atlanta,  Nov  5-10,  1984. 
Warren  Lang,  MD,  130  S 9th  St,  Suite  810,  Philadelphia,  PA  19107 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES, 
San  Diego,  Nov  4-9,  1 984.  Convention  Manager,  AMSUS,  PO  Box 
104,  Kensington,  MD  20895 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO, 
Guadalajara,  Jalisco,  Mexico,  Nov  14-17,  1984.  Kevin  Walker,  810 
W Bethany  Home  Rd,  Phoenix,  AZ  85013. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans,  Nov  4-7,  1984. 
SMA,  PO  Box  190088,  Birmingham,  AL  35219 

■5TH  SOUTHWEST  ASSOCIATION  OF  HISPANIC  AMERICAN  PHY- 
SICIANS CONFERENCE,  El  Paso,  Nov  9-10,  1984.  Oscar  E.  Perez, 
MD,  125  W Hague,  Suite  340,  El  Paso,  TX  79902 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Nov  9-10, 1984.  C 
Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

.TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Tyler,  Nov  1-2, 1984. 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  Aus- 
tin, TX  78756 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston,  Nov  9-11,1 984. 
Kathleen  McQuerry-George,  4000  Medical  Parkway,  Suite  206,  Aus- 
tin, TX  78756 

■TEXAS  PSYCHIATRIC  SOCIETY,  Houston,  Nov  2-4,  1984.  Carrie 
Laymon,  TPS,  1801  N Lamar  Blvd,  Austin,  TX  78701 

JANUARY 

AMERICAN  SOCIETY  FOR  PARENTERAL  AND  ENTERAL  NUTRI- 
TION, Miami  Beach,  Jan  21-24,  1985.  Donna  M.  Baudrau,  Meetings 
Manager,  ASPEN,  1025  Vermont  Ave,  NW,  Washington,  DC  20005 

AMERICAN  SOCIETY  FOR  RECONSTRUCTIVE  MICROSURGERY, 
Las  Vegas,  Jan  1 7-1 9,  1 985.  Berish  Strauch,  MD,  3331  Bainbridge 
Ave,  Bronx,  NY  10467 

FEBRUARY 

.TEXAS  MEDICAL  ASSOCIATION,  Austin,  Feb  1 -3, 1 985  C 

Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

MARCH 

•AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  San  Antonio,  March  28-30,  1985.  Elaine  Galasso, 
Executive  Secretary,  ASCPT,  171 8 Gallagher  Rd,  Norristown,  PA 
19401 

APRIL 

■TEXAS  COUNCIL  ON  FAMILY  RELATIONS,  Austin,  April  18-19, 

1 985.  Dr  Preston  Dyer,  21 6 Guittard,  Waco,  TX  76706 


CALENDAR  OF  MEETINGS  .Denotes  Texas  Meetings 


NOVEMBER 

.AMERICAN  COLLEGE  OF  PHYSICIANS:  NORTHERN  AND 
SOUTHERN  REGIONAL  MEETING,  Dallas,  Nov  1-2,  1984.  Robert  D. 
Bone,  MD,  FACP,  Medical  Arts  Clinic,  Box  841 , Corsicana,  TX  751 1 0 
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CLINICAL  PROOF 


FOR,  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time' 6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  51012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HCI/Roche 
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DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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On  the  cover 

“The  geriatric  evaluation  team"  is  the 
subject  of  this  month’s  cover.  The  article, 
written  by  Henry  B.  Kirby,  MD,  and  Sheila 
Palmer,  MSW,  begins  on  page  31 . The 
article  reports  the  effects  of  geriatric 
evaluation  teams  in  the  United  States  and 
Canada,  describes  a team  project  at  The 
Methodist  Hospital  in  Houston,  and  offers 
conclusions  and  recommendations  for 
establishment  of  geriatric  teams  at  other 
institutions. 


Coming  next  month 

Articles  scheduled  for  the  January  issue  of 
Texas  Medicine  include  reports  on  the 
diagnosis  and  management  of  constipation 
and  encopresis  in  childhood,  severe  vibrio 
cholerae  sepsis  and  meningitis  in  a young 
infant,  and  burns  involving  area  heating.  The 
first  of  two  Cancer  Series  articles  scheduled 
for  January  deals  with  the  association  of 
irradiation  with  less  than  radical  surgery  in 
various  types  of  cancer;  the  second  one 
reports  on  aminocaproic  acid  for  bleeding  in 
thrombocytopenic  patients. 
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“When  the  Ayerst  rep  told  me 
it  costs  about  45<t  a day, 

I said  you  can  stop  right  there.” 


Most  doctors  are  pleasantly  surprised  to  learn  that  the  average  cost  of 
daily  therapy  with  the  world’s  most  widely  used  beta  blocker  is  so  little, 
not  much  more  than  the  cost  of  a daily  newspaper. 

When  it’s  INDERAL  tablets  (propranolol  hydrochloride)  you  want  for 
your  hypertension  patients,  remember  to  specify  Dispense  As  Written 
(DAW)  or  Do  Not  Substitute  on  your  prescriptions.  That  way,  you  can 
always  be  assured  they’ll  get  INDERAL®. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


)DAN0L0L  HCI) 

Small  price  to  pay : 


“When  the  Ayerst  rep  told  me 
it  costs  about  45<t  a day, 

I said  you  can  stop  right  there.” 

Inderal 


(PROPRANOLOL  HCI) 


10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 


INDERAL®  (propranolol  hydrochloride)  Tablets 

CLINICAL  PHARMACOLOGY 

The  Beta-Blocker  Heart  Attack  Trial  (BHAT)  was  a National  Heart,  Lung  and  Blood  Institute- 
sponsored  multicenter,  randomized,  double-blind  placebo-controlled  trial  conducted  in  31 
U S centers  (plus  one  in  Canada)  in  3,837  persons  without  history  of  severe  congestive  heart 
failure  or  presence  of  recent  heart  failure;  certain  conduction  defects,  angina  since  infarction, 
who  had  survived  the  acute  phase  of  myocardial  infarction.  Propranolol  was  administered  at 
either  60  or  80  mg  t.i.d  based  on  blood  levels  achieved  during  an  initial  trial  of  40  mg  t i d 
Therapy  with  INDERAL,  begun  5-21  days  following  infarction,  was  shown  to  reduce  overall 
mortality  up  to  39  months,  the  longest  period  of  follow-up.  This  was  primarily  attributable  to  a 
reduction  in  cardiovascular  mortality  The  protective  effect  of  INDERAL  was  consistent 
regardless  of  age,  sex  or  site  of  infarction.  Compared  to  placebo,  total  mortality  was  reduced 
39%  at  12  months  and  26%  over  an  average  follow-up  period  of  25  months.  The  Norwegian 
Multicenter  Trial  in  which  propranolol  was  administered  at  40  mg  q i d gave  overall  results 
which  support  the  findings  in  the  BHAT 

Although  the  clinical  trials  used  either  t.i.d.  orq  i d dosing,  clinical,  pharmacologic  and 
pharmacokinetic  data  provide  a reasonable  basis  for  concluding  that  b i d dosing  with  pro- 
pranolol should  be  adequate  in  the  treatment  of  post-infarction  patients. 

CLINICAL  In  the  BHAT  patients  on  INDERAL  were  prescribed  either  180  mg/day  (82%  of 
patients)  or  240  mg/day  (18%  of  patients).  Patients  were  instructed  to  take  the  medication  3 
times  a day  at  mealtimes.  This  dosing  schedule  would  result  in  an  overnight  dosing  interval  of 
12  to  14  hours  which  is  similar  to  the  dosing  interval  for  a b i d regimen  In  addition,  blood 
samples  were  drawn  at  various  times  and  analyzed  for  propranolol.  When  the  patients  were 
grouped  into  tertiles  based  on  the  blood  levels  observed  and  the  mortality  in  the  upper  and 
lower  tertiles  were  compared,  there  was  no  evidence  that  blood  levels  affected  mortality. 

PHARMACOLOGIC  Studies  in  normal  volunteers  have  shown  that  a 90  mg  b.i  d regimen 
maintains  beta  blockade  at,  or  above,  the  minimum  for  60  mg  t.i.d.  dosing  for  24  hours  even 
though  differences  occurred  at  two  time  intervals  At  10-12  hours  after  the  first  dose  of  the  day. 
t.i.d.  dosing  gave  more  beta  blockade  than  b i d dosing,  at  20-24  hours  the  trend  of  the  rela- 
tionship was  reversed  These  relationships  were  similar  in  direction  to  those  observed  for 
plasma  propranolol  levels  (see  Pharmacokinetic) 

PHARMACOKINETIC  A bioavailability  study  in  normal  volunteers  showed  that  the  blood 
levels  produced  by  180  mg/day  given  b i d.  are  below  those  provided  by  the  same  daily  dos- 
age given  t.i.d  at  10-12  hours  after  the  first  dose  of  the  day  but  above  those  of  a 1 1 d regimen 
at  20-24  hours  However,  the  blood  levels  produced  by  b i d dosing  were  always  equivalent 
to  or  above  the  minimum  for  t i d dosing  throughout  the  24  hours  In  addition,  the  mean  AUC 
on  the  fourth  day  for  the  b i d.  regimen  was  about  17%  greater  than  for  the  t.i.d.  regimen  (1,194 
vs  1,024  ng/ml-  hr) 

CONTRAINDICATIONS 

INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE.  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 
IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  passible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  - PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 


INDERAL  (propranolol  hydrochloride)  should  be  administered  with  caution  since  it  may  block 
bronchodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamme  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Difficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult 
to  ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS 

General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function.  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies. 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 
Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dos- 
age levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular,  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory  bronchospasm. 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practo- 
lol)  have  not  been  associated  with  propranolol 
•The  appearance  of  INDERAL  tablets  is  a registered  trademark  of  Ayerst  Laboratories 
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Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 


We  are  endorsed  by: 


EDITORIAL 


The  patient  and  “his  doctor’’ 

One  of  the  most  important  aspects  of  medicine  is  the  rela- 
tionship between  the  patient  and  “his  doctor.”  For  with  that 
relationship  much  more  can  be  accomplished  for  the  patient 
than  just  with  medicine  or  surgery  alone. 

Medicine  has  changed,  and  continues  to  change  both  for 
the  good  and,  unfortunately,  in  some  ways,  for  the  bad.  Fifty 
years  ago  one  of  the  major  things  offered  by  the  physician  to 
the  patient  was  counseling  as  well  as  compassion.  Today  the 
modern  miracle  of  medicine  has  developed  many  new  diag- 
nostic techniques,  surgical  improvements,  and  therapeutic 
modalities.  The  amount  of  medical  knowledge  has  grown  so 
vast  that  only  very  limited  aspects  of  medicine  are  practiced 
by  a single  physician  in  order  to  maintain  a proper  level  of 
expertise.  Thus,  a patient  with  multiple  problems  may  have 
several  competent  doctors,  each  dealing  with  a different  as- 
pect of  the  patient’s  medical  problem. 

All  too  often  the  patient  feels  left  in  the  middle,  undergoing 
a battery  of  different  diagnostic  and  therapeutic  procedures, 
all  ordered  by  different  physicians,  while  possibly  the  great- 
est single  need  is  left  unanswered — that  is,  the  need  for  the 
patient  to  relate  to  and  receive  compassion  from  “his  doctor." 

Having  firsthand  experience  on  both  the  mediations  com- 
mittee and  board  of  censors  (of  the  Dallas  County  Medical 
Society),  I can  say  that  the  great  majority  of  complaints  by 
patients  about  their  doctors  arise  from  a failure  in  com- 
munication. This  is  commonly  a failure  by  the  physician  to 
communicate  what  is  being  done  for  the  patient  and,  in  many 
cases,  failure  by  the  physician  to  show  concern  for  the 
patient. 

We  must  communicate.  With  the  high  cost  of  medical  care 
today,  the  patient  wants,  and  in  many  cases  expects,  to  know 
what  we  are  doing  to  justify  our  charges.  It  is  our  duty  to 
explain  this.  Patients  should  also  be  told  as  much  about  their 
medical  problems  and  therapy  as  they  can  be  expected  to 
understand. 

Above  all,  the  patient  needs  to  feel  that  we  care.  The  more 
that  we  as  physicians  express  and  demonstrate  compassion, 
the  less  will  be  our  problems,  which  is  better  for  the  patient 
and  “his  doctor.” 

Robert  M.  Tenery,  Jr,  MD 

7777  Forest  Lane,  #353,  Dallas,  TX  75230. 
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Why  does  good  health  care  cost  so  much? 

Whenever  someone  mentions  the  spiraling  cost  of  medical 
care,  it’s  a safe  bet  that  “upward”  is  the  direction  he  has  in 
mind.  But  spirals  also  go  down. 

For  example,  there  was  an  upward  cost  spiral  to  develop 
and  distribute  poliomyelitis  vaccine.  However,  the  vaccine  it- 
self resulted  in  a downward  spiral  because  of  savings  in 
treatment  and  rehabilitation,  and  in  years  of  care  for  crippled 
human  beings.  And  who  can  put  a value  on  life  and  health? 

Everyone  contributes  to  high  health  care  costs,  and  every- 
one has  to  contribute  something  to  lowering  that  cost,  even  if 
it  is  just  adjusting  his  or  her  own  expectations  of  the  health 
care  system. 

The  American  health  care  system  is  big  business;  it  em- 
ploys 7 million  people  and  a half-million  of  them  are  physi- 
cians. More  than  $200  billion  a year,  or  nearly  1 0%  of  the 
gross  national  product,  is  spent  on  health  care.  Are  we  get- 
ting our  money’s  worth?  And  even  if  we  are,  where  does 
good  health  care  fit  into  our  budget  priorities?  We  are  doing 
something  right:  more  of  us  are  living  longer  and  healthier 
every  year. 

Why  does  it  cost  so  much?  There  are  six  root  causes  of 
high-cost  health  care:  inflation,  population  (particularly  the 
aging  population),  competition,  regulation,  litigation,  and 
invention. 

INFLATION 

Medicine  is  no  different  from  any  other  business  when  it 
comes  to  feeling  the  pinch  of  the  general  increase  in  cost  of 
running  an  office.  Supply  and  labor  costs  for  operating  an 
office,  a clinic,  or  a hospital  are  comparable  to  other  busi- 
nesses. They're  high. 

POPULATION 

A growing  population  increases  medical  care  costs.  That 
might  not  be  true  if  all  the  additional  people  were  young 
adults,  but  they  are  the  expensive  ones — infants  and  elderly. 
Through  good  medical  care,  we  are  removing  many  of  the 
attritional  adjustments  of  nature.  Life  expectancy  is  up.  Infant 
mortality  is  down. 

Fragile  premature  and  critically  ill  infants  live,  and  persons 
survive  with  chronic  illnesses.  Some  will  question  whether 
this  is  morally  right  and  fiscally  justifiable.  But  whatever  your 
opinion,  highly  efficient  neonatal  and  adult  intensive  care 
units  and  specialized  super-care  facilities  flourish,  and  an 
enormous  amount  of  the  high  cost  of  medical  care  supports 
these  patients. 

COMPETITION 

Both  competition  to  deliver  and  competition  to  receive  health 
care  increases  costs.  There  are  too  many  doctors  and  too 
many  doctors’  helpers  relative  to  the  authentic  health  care 
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need  in  the  United  States.  Where  there  are  too  many  per- 
sons treating  patients,  too  much  treatment  will  be  dispensed. 

Doctor  proliferation  is  the  result  of  faulty  governmental  rea- 
soning of  the  past  1 5 to  20  years.  It  was  argued  that  there 
were  too  few  doctors.  By  increasing  the  number  of  medical 
schools  in  Texas  from  three  to  seven,  admitting  more  foreign 
medical  graduates  to  practice  in  Texas,  licensing  more  allied 
health  care  professionals,  and  stimulating  advertising  of 
medical  services,  government  economists  thought  health 
care  costs  would  decrease.  What  it  created  instead  was  over- 
utilization of  the  health  care  system  and  unrealistic  expecta- 
tions for  “cheap"  but  high  quality  care  by  a population  of 
Americans  who  used  to  feel  more  responsible  for  their  own 
good  health  habits.  What  was  created,  among  all  of  us,  was  a 
feeling  that  good  medical  care  is  available,  it’s  my  right  to 
enjoy,  and  I shouldn't  have  to  pay  very  much  for  it. 

LITIGATION 

Professional  liability  insurance  costs  for  individual  doctors, 
nurses,  therapists,  and  other  practitioners,  and  for  medical 
clinics  and  hospitals  are  reflected  in  increasingly  expensive 
medical  care.  Continuing  factors  are  an  increase  in  patient 
population,  quantity  and  complexity  of  treatment,  more  so- 
phisticated surgery,  a proliferation  of  attorneys,  and  above 
all,  awards  of  ever  higher  amounts  to  those  being  compen- 
sated for  injury. 

REGULATION 

No  one  delivering  health  care  denies  the  need  for  some  reg- 
ulation of  the  system  for  the  protection  of  the  health  care 
recipient,  or  the  need  for  government  to  share  costs.  Never- 
theless, when  up  to  85%  of  the  health  care  cost  of  this  nation 
is  borne  by  third-party  payers,  government,  and  insurance 
companies,  there  is  little  stimulus  for  the  consumer,  the  phy- 
sician, or  the  hospital  to  reduce  costs.  A coinsurance  plan, 
whereby  those  using  the  system  pay  a fair  share,  stimulates 
more  caution  against  overutilization  than  any  other 
motivation. 

Federally  supported  health  maintenance  organizations, 
professional  standards  review  organizations,  health  planning 
systems  and  agencies,  and  now  plans  for  prospective  pay- 
ment to  hospitals  and  hospital  payments  based  on  diagnosis 
related  groups,  all  were  supposed  to  reduce  health  care 
costs.  In  reality  these  intervention  programs  impose  an  ex- 
pensive bureaucracy  between  the  patient  and  the  health  care 
system.  Designed  to  monitor  costs,  all  these  programs  in  the 
end  add  unnecessary  people  and  paperwork  in  an  already 
overburdened  system. 

INVENTION 

Ultimately  the  high  cost  of  quality  medical  care  is  a result  of 
technology.  We  enjoy  the  benefits  of  an  explosion  of  tech- 


nical medical  advances  that  have  improved  diagnosis  and 
treatment.  There  have  been  more  medical  discoveries  in  the 
past  two  decades  than  in  the  preceding  2,000  years. 

Perhaps  invention  is  the  real  culprit  in  high  health  costs. 
Certainly,  technological  advances  have  influenced  directly 
and  indirectly  those  other  five  causes:  general  inflation,  in- 
creased population  and  life  expectancy,  health  care 
competition,  government  regulation,  and  litigation. 

The  spiraling  cost  of  health  care  will  not  stop  climbing  until 
we  stop  the  indiscriminate  proliferation  of  people  delivering 
health  care,  and  until  patients  use  the  health  care  system 
less. 

What  are  some  ways  to  reverse  the  spiral?  First,  states 
must  become  more  realistic  about  educating  and  licensing 
health  care  personnel.  Second,  we  must  develop  better  plans 
for  coinsurance,  and  other  means  of  making  persons  want  to 
stay  well  and  assume  more  responsibility  for  their  own  good 
health.  Third,  we  must  find  a way  to  exercise  reasonable  con- 
trol over  litigation  awards. 

All  of  us  have  had  a share  in  creating  the  upward  spiral  of 
medical  costs,  and  we  can  never  overlook  the  fact  that  tech- 
nological advances  also  save  lives  and  give  us  benefits  and 
savings  that  we  can  never  document  completely.  Even  so, 
the  time  has  come  for  all  of  us  to  work  together  to  turn  the 
spiral  downward,  and  to  establish  that  need  should  be  the 
determining  priority  in  allocating  health  care  funds. 

Joseph  M.  Abell,  Jr,  MD 

TMA  Council  on  Scientific  Affairs;  3100  Red  River,  Austin,  TX  78705 


Interhospital  patient  transfers 

The  passage  of  SB  1 91 9 by  the  1 983  Texas  Legislature  has 
onerous  implications  for  the  practice  of  emergency  medicine. 
This  act,  codified  in  Article  8838a  of  Texas  Revised  Civil 
Statutes  Annotated,  obligated  general  hospitals,  their  em- 
ployees, and  their  medical  staffs  to  provide  emergency 
services  to  anyone  diagnosed  as  needing  such  services  re- 
gardless of  their  ability  to  pay.  Denial  of  access  to  emergency 
care  would  be  a misdemeanor  of  felony  offense. 

The  impact  of  SB  1 91 9 has  arrived  at  a time  when  diag- 
nostic related  group  (DRG)  reimbursement  is  forcing  hospi- 
tals to  tighten  up  on  their  costs  and  their  admission  policies. 
Physicians  probably  will  experience  growing  difficulty  in 
admitting  or  transferring  charity  patients  during  a cost- 
conscious  era  which  is  not  in  harmony  with  the  legislatively 
mandated  provision  of  emergency  charity  care. 

In  1983  the  Dallas  County  Medical  Society  took  initiatives 
to  address  this  predicament.  In  concert  with  the  Dallas/Fort 
Worth  Hospital  Council  it  promulgated  Principles  for  the  De- 
velopment of  Patient  Transfer  Policies.  These  guidelines 
called  for  mutual  understanding  among  transferring  and  re- 
ceiving institutions  and  physicians  and  for  a resolve  to  share 
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the  moral  and  community  responsibility  for  medical  care  to 
indigents. 

Each  region  of  the  state  has  a unique  system  for  providing 
referral  and  charity  care.  Differing  systems  will  require  differ- 
ent working  transfer  policies.  The  Dallas  medical  community 
has  attempted  to  develop  guidelines  that  recognize  the 
unique  characteristics  of  the  region  as  well  as  the  unique 
nature  of  each  institution.  Dallas  now  has  a peer  review 
mechanism  in  place  in  the  form  of  a joint  committee  on 
patient  transfers  to  review  and  address  specific  transfer 
problems. 

As  an  adjunct  to  the  medical  society  and  hospital  council 
leadership  in  defining  interhospital  transfer  principles,  the 
faculty  of  The  University  of  Texas  Southwestern  Medical 
School  (also  serving  as  the  medical  staff  for  the  county  hos- 
pital, Parkland  Memorial)  developed  Essential  Components 
of  an  Emergency  Patient  Transfer  Procedure.  An  integral 
part  of  these  “essential  components”  is  the  recognition  that 
transferring  institutions  and  receiving  institutions  must  coop- 
erate in  the  transfer  to  the  extent  of  their  capability  and  must 
maintain  available  communication  channels  to  receive  the 
transfer  request  and  information.  Responding  to  this  ingre- 
dient in  the  formula  for  professional  transfer  management, 
Parkland  installed  a 24-hour  telephone  hotline  for  arranging 
and  coordinating  patient  transfers.  Transfers  to  Parkland  had 
risen  from  1 00  per  month  in  1 981  to  220  per  month  in  1 983. 
The  hotline  helped  bring  the  transfer  rate  back  down  to  a 
manageable  level  of  1 50  per  month. 

The  initiatives  taken  in  Dallas  provide  for  keeping  the  re- 
view of  professional  conduct  and  quality  of  care  in  the  private 
sector  rather  than  relinquishing  this  review  to  the  legislative 
and  judicial  processes  inherent  in  SB  1 91 9.  Now  is  the  time 
for  other  local  medical  professional  groups  to  be  talking  with 
their  professional  hospital  counterparts  about  developing 
transfer  principles  and  mechanisms  that  recognize  the  uni- 
que characteristics  of  their  region.  SB  1 91 9 became  a neces- 
sity because  we  failed  in  the  local  communities  to  recognize 
the  number  one  principle  for  hospital  admission  and  inter- 
hospital transfer  policies:  the  patient  is  paramount. 

D.  Kent  Norman 

Office  of  the  Dean,  The  University  of  Texas  Medical  School,  PO  Box  20708, 

Houston,  TX  77030 


Timing  of  mastoidectomy 

I wish  to  disagree  with  the  recommendations  of  Lampe  and 
Edwards  (“Intracranial  complications  in  children  with  chronic 
middle  ear  disease,”  Texas  Medicine,  June  1 984)  regarding 
the  timing  of  mastoidectomy  in  patients  with  intracranial 
complications  of  chronic  middle  ear  and  mastoid  disease. 
The  development  of  these  complications  has  traditionally 
been  considered  to  be  an  indication  for  fairly  urgent  drainage 
and  debridement  of  the  mastoid.  Even  in  the  critically  ill  pa- 
tient, a simple  mastoidectomy  can  be  safely  performed  using 
local  anesthesia  with  minimal  risk  and  discomfort.  Consider- 
ing the  potential  therapeutic  advantage  of  earlier  control  of 
the  primary  focus  of  infection,  I cannot  think  of  any  good  rea- 
son for  delaying  mastoid  drainage  for  one  to  two  weeks  as 
suggested  by  the  authors. 

Even  more  perplexing  is  that  in  the  first  patient  presented, 
mastoidectomy  was  further  delayed  despite  the  onset  of  a 
peripheral  facial  nerve  palsy  which  was  quite  likely  second- 
ary to  the  inadequately  controlled  mastoid  disease.  This, 
again,  should  be  considered  to  be  an  indication  for  prompt 
surgical  drainage. 

Roger  McNeill,  MD 

425  Holderrieth  Blvd,  Suite  107,  Tomball,  TX  77375. 


The  authors  respond 

We  appreciate  the  opportunity  to  respond  to  the  letter  con- 
cerning our  article. 

The  major  thrust  of  our  article  was  to  remind  physicians  to 
look  for  an  otomastoid  source  when  caring  for  a child  with 
intracranial  inflammation.  Outcome  depends  upon  optimal 
management  of  both  the  otomastoid  focus  and  the  intra- 
cranial extension  of  infection.  Our  patients  had  mastoidec- 
tomy performed  on  the  first,  ninth,  and  twentieth  hospital  day, 
and  their  favorable  outcome  resulted  in  our  statement  that 
mastoidectomy  can  usually  be  postponed  until  antibiotics 
have  been  administered  for  one  to  two  weeks. 

In  the  first  patient  presented,  the  onset  of  a peripheral  fa- 
cial nerve  palsy  after  a ventriculostomy  for  hydrocephalus 
resulted  in  surgical  exploration  of  the  mastoid  less  than  48 
hours  after  the  onset  of  the  facial  nerve  palsy.  The  facial 
nerve  palsy  resolved  postoperatively. 

The  management  of  these  patients  requires  close  cooper- 
ation and  communication  between  pediatricians,  otolaryn- 
gologists, and  neurosurgeons,  and  careful,  sequential  ex- 
amination of  the  patients. 

Richard  M.  Lampe,  MD,  Col,  MC 

Asst  C,  Department  of  Pediatrics,  Department  of  the  Army,  William 

Beaumont  Army  Medical  Center,  El  Paso,  TX  79920. 

Morven  S.  Edwards,  MD 

Associate  Professor  of  Pediatrics,  Baylor  College  of  Medicine,  Texas 

Medical  Center,  Houston,  TX  77030. 
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TMA  IN  ACTION 

Insurance  trustees  transfer 
program  to  PRUCO 

The  trustees  of  the  Texas  Medical 
Association  Insurance  Trust  have  trans- 
ferred the  insurance  program  from 
Prudential  to  PRUCO  Life  Insurance 
Company  of  Texas,  a wholly  owned 
subsidiary  of  Prudential. 

Participants  will  not  be  required  to  re- 
enroll, nor  will  existing  claims  be 
affected. 

The  change  essentially  is  one  in 
name  only.  The  Committee  on  Associa- 
tion Insurance  Programs  and  the 
Council  on  Member  Services  recom- 
mended the  change  because  as  a 
Texas  company,  PRUCO  has  tax  ad- 
vantages over  Prudential.  Savings  are 
expected  to  be  significant  since  the  in- 
surance program's  annual  premium 
now  exceeds  $30  million. 

The  trustees  have  assured  partici- 
pants that  the  transfer  will  not  affect 
insurance  protection  or  the  financial 
strength  and  stability  of  the  program. 
Prudential  stands  behind  the  under- 
writing liabilities  of  PRUCO,  guarantee- 
ing the  program’s  security. 

The  program  offers  long-term  dis- 
ability income,  life,  office  overhead, 
major  medical,  and  personal  accident 
insurance.  There  are  approximately 
20,000  participants. 

TMA  has  sponsored  the  insurance 
program  since  1955,  and  Prudential 
has  been  the  underwriting  company  for 
the  past  15  years. 

Councilors  offer  guidelines 
for  physician  fee  review 

Texas  Medical  Association’s  Board  of 
Councilors  and  legal  counsel  have  of- 
fered guidelines  to  county  medical 
societies  that  review  fees  for  third-party 
payers,  physicians,  and  patients. 

In  a letter  to  the  state’s  county  medi- 
cal society  presidents,  presidents-elect, 
secretaries,  and  executive  staff,  the 
board  noted  that,  “Many  medical 
societies  in  Texas  and  nationwide  pro- 


vided this  important  public  service  in 
the  past,  but  discontinued  it  because  of 
concern  over  possible  antitrust  liability." 

However,  the  Federal  Trade  Commis- 
sion (FTC)  has  endorsed  the  concept 
of  professional  peer  review  of  fees,  if 
the  program  does  not  restrain  competi- 
tion by  threatening  independent  pricing 
by  the  association's  members  or 
dampen  cost-control  efforts  of  third- 
party  payers,  resulting  in  higher  fees. 

In  the  guidelines,  which  provide  “a  le- 
gally sound  basis”  for  fee  reviews,  the 
Board  of  Councilors  advises  that: 

1 . A separate  committee  (ie,  “Con- 
sultative Peer  Review  Committee"), 
which  is  not  part  of  the  society’s  exist- 
ing disciplinary  process  (ie,  Public 
Grievance  Committee,  Board  of  Cen- 
sors, or  Executive  Committee),  should 
be  formed  to  hear  requests  for  fee 
review  not  involving  legal  or  ethical 
questions. 

2.  Review  may  be  requested  by  (a) 
the  physician,  (b)  the  patient,  or  (c)  a 
third-party  payer,  and  may  proceed 
upon  the  best  information  available,  if 
possible,  with  or  without  the  voluntary 
participation  of  all  parties  involved. 

3.  The  society  must  not  attempt  to 
persuade,  encourage,  or  require  any 
party  involved  in  a review  to  pay  or  ac- 
cept the  fee  it  may  determine  to  be 
usual  or  customary  in  the  case  re- 
viewed. The  society  must  not  discipline 
physician  members  because  they  have 
chosen  not  to  participate  or  because 
they  have  chosen  not  to  accept  the  re- 
view committee's  determination. 

4.  If  the  review  committee  believes 
the  fee  review  indicates  evidence  of 
“persistently  and  flagrantly  overcharg- 
ing or  overtreating  patients,”  the  matter 
should  be  referred  to  the  Texas  State 
Board  of  Medical  Examiners.  (See  the 
Medical  Practice  Act  of  Texas,  Sec 
3.08(4)(G).)  Otherwise,  the  review 
committee’s  determinations  must  be 
considered  confidential  and  reports 
may  be  made  available  only  to  the  par- 
ties involved  and  not  distributed  to  the 
membership. 


5.  Review  may  focus  only  upon 
the  facts  pertaining  to  the  case  being 
reviewed. 

6.  The  review  committee  should 
make  clear  that  its  determinations  are 
based  upon  the  experience  and  judg- 
ment of  its  members,  and  do  not  rep- 
resent formal  adjudications  based  upon 
a formula.  The  committee  or  members 
thereof  may  solicit  the  opinions  of  other 
physicians  in  the  area  of  similar  training 
and  experience  concerning  their 
charges  for  a similar  service  where 
such  information  is  needed  to  make  an 
informed  decision. 

7.  The  committee  should  not  chal- 
lenge the  technical  methodology  or 
assumptions  by  which  a third  party  may 
determine  whether  a disputed  fee  is 
usual  or  customary.  The  committee 
may  indicate  simply  whether  the  fee 
being  questioned,  in  its  opinion,  is  or  is 
not  usual  or  customary  under  the  par- 
ticular circumstances.  The  committee 
may  also  choose  to  indicate  a dollar 
range  for  a usual  or  customary  fee  un- 
der the  circumstances.  The  difficulty 
and  complexity  of  the  procedure  may 
be  considered,  as  well  as  the  training 
and  experience  of  the  physician. 

8.  The  review  committee  should 
make  clear  that  its  service  is  advisory 
only,  and  therefore  no  appeals  from  the 
committee's  decisions  to  a higher  au- 
thority are  available.  Of  course,  the 
committee  is  free  to  reconsider  a par- 
ticular decision  if  it  wishes  to  do  so  in 
light  of  new  information  brought  to  its 
attention. 

As  an  addendum  to  its  guidelines, 
the  board’s  letter  warned  that  . . fed- 
eral and  state  authorities  can  be  ex- 
pected to  monitor  the  operation  of  any 
county  society  peer  review  committee 
to  assure  that  the  purposes  and  effects 
of  its  activities  do  not  inhibit  competition 
or  physicians’  independent  pricing 
decisions." 
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Applications  for  exhibit  space 
at  annual  session  due  Jan  1 

Applications  for  exhibit  space  in  the 
1985  Texas  Medical  Association  An- 
nual Session  are  due  Jan  1 , 1 985. 

Exhibits  will  be  displayed  in  the  San 
Antonio  Convention  Center,  May  9-1 1 . 

The  scientific  exhibit  consultants  will 
consider  applications  for  four  catego- 
ries of  exhibits:  Group  I,  scientific  ex- 
hibit without  grant  or  assistance;  Group 
II,  scientific  exhibit  with  grant  or  assis- 
tance from  university,  hospital,  govern- 
ment agency,  or  nonprofit  organization; 
Group  III,  scientific  exhibit  with  grant  or 
assistance  from  a pharmaceutical  or 
other  commercial  enterprise;  and 
Group  IV,  allied  medical  exhibit,  pri- 
marily of  educational-promotional 
nature  that  brings  a message  of  interest 
and  importance  to  the  attention  of  the 
profession. 

The  consultants  will  act  on  applica- 
tions during  their  meeting  in  February 
1985. 

Exhibitors  in  Group  IV  will  be  charged 
$26  per  booth  up  to  1 0 linear  feet  of 
back  wall  space,  and  $2.60  for  each  ad- 
ditional linear  foot.  There  is  no  charge 
for  scientific  exhibit  space  in  Groups  I, 

II,  and  III. 

The  association  presents  three 
awards  for  achievement  in  each  exhibit 
group.  These  awards  consist  of  a cer- 
tificate and  award  ribbon.  Additionally, 
Mission  Pharmacal  Company  of  San 
Antonio  will  present  $250  to  the  winner 
of  the  Aesculapius  Award  for  the  out- 
standing exhibit  presented  by  a Texas 
physician  or  physicians. 

An  anonymous  group  of  physicians 
from  different  specialties  judge  exhibits 
on  the  basis  of  clarity,  effectiveness, 
personal  presentation,  contribution  to 
basic  knowledge,  practical  value,  origi- 
nality, and  newness. 

For  further  information,  contact  Dale 
R.  Werner,  Exhibit  Manager,  Texas 
Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701,(512) 

477-6704,  ext  165. 


Library  offers  new  service 
in  half-inch  videocassettes 

Offering  a new  member  service,  Texas 
Medical  Association's  Memorial  Library 
now  has  more  than  85  half-inch  video 
home  system  (VHS)  cassettes  avail- 
able for  loan. 

The  holdings  include  most  of  the 
American  Medical  Association  Video 
Clinics  and  a subscription  to  the  Net- 
work for  Continuing  Medical  Education 
(NCME)  videocassette  service.  Both 
series  qualify  for  continuing  medical 
education  credit.  The  library  sends 
study  guides  and  tests  with  each  tape. 

The  collection  includes  material  on  a 
wide  variety  of  subjects.  Two  of  the 
newest  programs  in  clinical  medicine 
are  “Angina  Pectoris:  Update  on  Diag- 
nosis and  Treatment”  (AMA  Video 
Clinic)  and  “Lasers  in  Medicine:  Heal- 
ing Energy”  (NCME  Tape  #430). 

Other  programs  address  medical 
legal  situations  such  as  “Clinical  Analy- 
sis of  Ethical  Dilemmas”  (NCME  Tape 
#432).  A new  program  in  the  area  of 
practice  management  is  “From  Black 
Bag  to  Black  Box:  Computers  in  the 
Medical  Office”  (NCME  Tape  #440). 
Another  is  called  “An  Ounce  of  Preven- 
tion” (PBS  Video).  This  program  dis- 
cusses the  cost  of  health  care,  DRGs, 
possible  revisions  in  Medicare  and 
Medicaid,  and  the  effect  of  these 
changes  on  the  consumer  and  the 
health  care  industry. 

Videocassettes  are  an  effective  and 
easy-to-use  aid  for  patient  education  in 
the  hospital  and  the  waiting  room.  One 
of  the  newest  programs  of  this  type, 
"Someone  I Once  Knew”  (MTI  Telepro- 
grams, Inc),  describes  Alzheimer’s 
disease. 

The  library  staff  acquired  the  half- 
inch cassettes  in  response  to  member 
requests,  which  have  increased  as 
more  physicians  have  acquired  half- 
inch video  systems. 

The  cassettes  are  loaned  free  of 
charge  to  TMA  members.  Requests 
should  be  limited  to  three  titles,  and 
tapes  that  are  not  immediately  available 


will  be  put  on  hold  to  send  as  soon  as 
possible.  Tapes  may  be  reserved  in  ad- 
vance for  a particular  date. 

To  check  out  programs  or  to  get  more 
information,  write  to  the  Audiovisual 
Coordinator,  TMA  Memorial  Library, 
1801  N Lamar  Blvd,  Austin,  TX  78701 , 
or  call  (512)477-6704,  ext  195. 

For  other  titles  in  the  collection,  see 
Medicine  in  Literature,  page  85. 

HEALTH  LINE 

Immunoaugmentative  therapy 
not  effective,  says  NCI 

Materials  used  in  immunoaugmenta- 
tive therapy  (IAT)  appear  ineffective 
and  may  cause  viral  hepatitis  and  bac- 
terial abscess,  according  to  cancer 
treatment  specialists  at  the  National 
Cancer  Institute  (NCI). 

IAT  is  an  unproven  cancer  treatment 
administered  in  Freeport,  Grand  Ba- 
hamas, by  zoologist  Lawrence  Burton, 
at  the  Immunological  Research  Center. 
The  center  claims  50%  response  rates 
with  the  therapy  in  a wide  variety  of 
tumors. 

A recent  analysis  of  IAT  reagents 
supplied  to  the  National  Cancer  Insti- 
tute by  five  US  patients  revealed  that 
the  injections  consist  of  simple  blood 
proteins  devoid  of  biological  activity.  In 
addition,  all  materials  were  contami- 
nated with  bacteria  and  four  were  posi- 
tive for  hepatitis. 

The  Centers  for  Disease  Control 
have  discovered  bacterial  contamina- 
tion of  IAT  material.  In  addition,  they 
reported  abscesses  in  five  of  every 
1 00  patients  treated  with  IAT.  Most 
were  infected  with  nocardiosis,  a type 
of  bacteria  rare  in  humans  but  com- 
mon in  cattle.  In  two  patients,  the 
infections  could  not  be  controlled  with 
surgery  or  antibiotics. 

The  National  Cancer  Institute  con- 
cluded in  its  study  that  it  cannot  estab- 
lish a scientific  basis  for  the  immu- 
noaugmentative therapy  or  evidence  of 
its  effectiveness  in  cancer  treatment. 
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Ceremony  marks  anniversary 
of  report  on  smoking 

To  mark  the  20th  anniversary  of  the 
Surgeon  General’s  Report  on  the 
Health  Consequences  of  Smoking,  the 
American  College  of  Chest  Physicians 
and  the  Dallas  Health  Promotion  Net- 
work sponsored  a commemoration 
ceremony  as  part  of  Dallas  Smoke- 
Free  Challenge  Week.  Honored  at  the 
Oct  1 1 ceremony  were  Luther  L.  Terry, 
MD;  Charles  A.  LeMaistre,  MD;  and 
Edward  N.  Brandt,  Jr,  MD. 

Dr  Terry,  former  surgeon  general, 
appointed  the  medical  and  scientific 
task  force  which  reviewed  the  health 
risks  of  cigarette  smoking  and  pub- 
lished the  report  in  1964. 

Dr  LeMaistre,  president  of  The  Uni- 
versity of  Texas  Cancer  Center  at 
Houston,  was  a member  of  the  sur- 
geon general’s  1 964  task  force. 

Dr  Brandt  is  the  current  assistant 
secretary  of  health  of  the  Department 
of  Health  and  Human  Services. 

The  three  physicians  were  honored 
for  pioneering  research  in  health  pro- 
motion and  disease  prevention  in  rela- 
tion to  the  health  risks  of  smoking. 

As  part  of  the  anniversary  celebra- 
tion, a first  day  cover  honoring  Dr  Terry 
was  issued  in  Dallas.  The  envelope, 
which  pictures  Dr  Terry  and  notes  the 
20th  anniversary  of  the  surgeon  gen- 
eral’s report,  serves  as  a reminder  of 
the  health  consequences  of  smoking. 
To  obtain  the  covers  or  for  more  infor- 
mation write  Dallas  NPH — Smoke 
Free  Challenge,  c/o  Paul  L.  Richburg, 
MD,  Coordinator,  3001  Amherst,  Dal- 
las, TX  75225. 

Program  helps  teenagers 
cope  with  bowel  diseases 

To  help  adolescents  cope  with  inflam- 
matory bowel  disease  (IBD),  the  Texas 
Children’s  Hospital,  Houston,  and  the 
National  Foundation  for  Ileitis  and  Coli- 
tis, Inc,  (NFIC)  have  developed  a 
support  group,  film,  and  videotape. 

Inflammatory  bowel  disease  may  be- 
gin in  late  childhood  and  adolescence 


and  is  often  not  easy  to  deal  with,  ac- 
cording to  George  Ferry,  MD,  a pediat- 
ric gastroenterologist  at  Texas  Chil- 
dren’s Hospital. 

To  help  eliminate  some  of  the  nega- 
tive feelings  the  disease  causes  in 
teenagers,  the  hospital  and  the  NFIC 
have  produced  a 22-minute  videotape 
with  an  accompanying  educational 
booklet,  Living  with  Inflammatory 
Bowel  Disease. 

The  materials  were  co-authored  by 
Dr  Ferry  and  TCH  Health  Educator 
L.  Kay  Bartholomew.  To  assess  educa- 
tional and  psychological  needs  regard- 
ing the  disease,  many  teenage  pa- 
tients were  interviewed  before  writing 
the  booklet  and  tape  script.  Two  pa- 
tients describe  their  coping  responses 
in  managing  the  disease  medically  and 
in  handling  interpersonal  relationships 
at  home  and  school. 

“Until  there  is  a cure  for  IBD  we 
must  provide  the  knowledge  and  the 
tools  to  cope,”  said  Dr  Ferry.  “The  par- 
ent and  child  groups,  videotape,  and 
booklet  offer  this  positive  support.” 

For  more  information  regarding 
these  materials,  call  the  NFIC  office  at 
(713)783-0098. 

SOCIOECONOMICS 

$18.5  million  contract  goes 
to  Texas  Medical  Foundation 

The  Health  Care  Financing  Administra- 
tion (HCFA)  has  designated  Texas 
Medical  Foundation  as  the  Peer  Re- 
view Organization  (PRO)  for  Texas  and 
awarded  the  foundation  an  $18.5  mil- 
lion, two-year  contract. 

The  contract  was  effective  Oct  1 , 
1984,  and  the  peer  review  program  was 
to  have  been  implemented  by  mid- 
November  in  approximately  500  Texas 
hospitals  that  accept  Medicare 
patients. 

As  the  PRO  of  Texas,  TMF  will  evalu- 
ate the  medical  necessity  of  hospital- 
ization for  Medicare  patients  admitted 
on  or  after  Oct  1 , 1 984.  The  program 


will  rely  on  medical  necessity  decisions 
made  by  Texas  physicians  who  practice 
in  the  local  areas  where  review  will  take 
place. 

The  PRO  program  aims  to  assure  the 
medical  necessity  of  hospital  admission 
for  Medicare  patients  and  to  assure 
high  quality  medical  care  in  the  safest 
and  most  cost-effective  setting. 

Toward  that  end,  TMF  has  proposed 
three  admissions  objectives  and  five 
quality  objectives.  TMF’s  admissions 
objectives,  all  of  which  have  the  target 
date  Oct  1, 1986,  are  to: 

1 . Reduce  by  50%  (30,291 ) the 
number  of  patients  admitted  for  se- 
lected diagnostic  and  therapeutic  in- 
vasive procedures  that  can  be  per- 
formed safely  and  effectively  in  an  am- 
bulatory surgical  setting  or  on  an  out- 
patient basis. 

2.  Reduce  by  15%  (35,728)  the 
number  of  inappropriate  or  unneces- 
sary admissions  for  esophagitis,  gas- 
troenteritis, and  miscellaneous  di- 
gestive disorders  (DRG  1 82/1 83); 
simple  pneumonia  and  pleurisy  (DRG 
89/90);  chronic  obstructive  pulmonary 
disease  (DRG  88);  bronchitis  and 
asthma  (DRG  96/97);  and  medical  back 
problems,  such  as  lumbago,  sciatica, 
and  back  strain  (excluding  dislocations 
and  fracture  of  vertebra)  (DRG  243). 

3.  Reduce  by  10%  (34,786)  the 
number  of  inappropriate  or  unneces- 
sary admissions  to  hospitals  identified 
as  having  a greater  than  2.5%  admis- 
sion denial  rate. 

The  contract’s  quality  objectives  also 
have  the  target  date  Oct  1 , 1 986.  They 
are  to: 

1 . Reduce  inappropriate  hospital 
readmissions  within  20  days  resulting 
from  premature  discharges  or  incom- 
plete care  on  the  first  admission  by 
50%  (12,504). 

2.  Reduce  avoidable  postoperative 
respiratory  and  pulmonary  complica- 
tions for  abdominal  and  thoracic  surgi- 
cal procedures  by  10%  (2,133). 

3.  Reduce  the  incidence  of  avoida- 
ble deaths  from  acute  myocardial  in- 
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The  Texas  Medical  Association  has  sponsored  an  Insurance  Program  as  a 
service  to  its  members  for  over  29  years.  The  success  of  the  Program  is  sub- 
stantiated by  the  fact  that  oves  19,000  individuals  are  insiiVed  in  one  or  more 
plans — and  the  number  increases  d<  ily. 

The  purchase  of  insurance  is  an  individual  choice.  Theresas  no  concern  in  this 
regard.  However,  there  is  concern  when  the  effectiveness  of  the  TMA  coverage 
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farction  (AMI)  by  50%  (102). 

4.  Reduce  by  40%  (1 ,478)  the  inci- 
dence of  unnecessary  surgery  for 
transurethral  resection  of  prostate 
(DRG  336),  cholecystectomy  (DRG 
197/198),  unilateral  inguinal  hernias 
(DRG  161),  blepharoplasty  (DRG  040), 
total  knee  replacement  (DRG  209),  and 
total  hysterectomy  (DRG  354). 

5.  Reduce  the  incidence  of 
nosocomial  postoperative  urinary  tract 
infections  by  20%  (3,503). 

To  achieve  the  objectives,  TMF  will 
review  the  records  of  selected  Medi- 
care discharges  to  assure  that  the 
admission  was  medically  necessary,  to 
validate  the  coding  and  sequencing  of 
diagnoses  and  procedures  on  the  hos- 
pital claim,  and  to  assure  that  the  treat- 
ment was  provided  at  the  appropriate 
level  of  care. 

In  addition  to  cases  that  relate  to  the 
objectives,  review  will  be  performed  for 
cases  that  show:  readmission  within 
seven  calendar  days,  transfers  to  a 
non-prospective  payment  system  unit 
of  a given  hospital,  transfers  to  a non- 
prospective  payment  system  facility, 
transfers  to  another  prospective  pay- 
ment system  facility,  cost  outliers,  day 
outliers,  and  pacemaker  implantation. 

Wherever  inappropriate  care  is  iden- 
tified and  prior  to  recommending  sanc- 
tion activities,  TMF  will  work  with  the 
practitioner  or  provider  to  resolve  vio- 
lations. After  all  available  means 
to  resolve  a violation  have  been  ex- 
hausted, TMF  will  issue  a written  notice 
of  violation  to  the  provider  or  practi- 
tioner. If  TMF’s  Quality  Assurance 
Committee  finds  a recurrent  problem, 
the  board  of  directors  will  meet  and 
send  its  sanction  recommendation  and 
report  to  the  Department  of  Health  and 
Human  Services.  The  board  also  will 
notify  the  provider  or  practitioner  of  the 
sanction  recommendation.  The  most 
severe  sanction  is  removal  as  a Medi  - 
care provider. 

The  national  PRO  program  was  es- 
tablished by  federal  legislation  in  late 
1 982  as  an  adjunct  to  the  government’s 


new  Medicare  prospective  payment 
system.  The  program  was  designed  to 
assure  that  Medicare  funds  are  used  to 
pay  for  medically  necessary  and  high 
quality  health  care  for  the  elderly. 

National,  state  entities  tally 
“participating”  providers 

With  the  passing  of  the  deadline  to  sub- 
mit contracts,  national  and  state  entities 
face  the  task  of  tallying  the  number  of 
health  care  providers  who  will  be  classi- 
fied as  "participating”  in  the  Medicare 
program. 

"Participating”  physicians  are  those 
who  agree  to  accept  assignment  for  all 
Medicare  patients. 

By  mid-October,  Blue  Cross  and  Blue 
Shield  of  Texas,  Inc,  had  received 
4,320  Medicare  "participating”  con- 
tracts. Agreements  were  mailed  to 
some  42,000  Medicare  providers  in 
Texas,  including  doctors  of  medicine, 
doctors  of  osteopathy,  podiatrists,  and 
chiropractors. 

Meanwhile,  the  Health  Care  Financ- 
ing Administration  (NCFA)  announced 
that  it  is  reviewing  more  than  75,000 
applications  from  across  the  country 
for  "participating”  physician  status. 
HCFA  officials  added  that  final  figures 
on  the  number  of  “participating”  physi- 
cians and  the  percentage  of  the  over- 
all physician  population  will  not  be 
available  until  January  1985. 

The  tallying  process  is  complicated 
because  some  physicians  have  sev- 
eral provider  numbers,  and  some 
group  practices,  encompassing  several 
physicians,  bill  under  only  one  number. 
Additionally,  HCFA  works  with  physi- 
cians who  practice  within  several 
states  and  who  were  sent  several 
applications 

Although  HCFA  originally  an- 
nounced an  Oct  1 deadline  for  sub- 
mitting "participating”  contracts,  Judge 
Sara  Evans  Barker  granted  a two-week 
extension  to  American  Medical  Asso- 
ciation members  who  were  unable,  by 
Sept  28,  to  obtain  complete  Medicare 
fee  profiles  from  carriers. 


At  press  time,  the  AMA’s  lawsuit 
challenging  the  constitutionality  of  the 
Medicare  provisions  of  the  Deficit  Re- 
duction Act  of  1984  remained  to  be 
heard.  The  Deficit  Reduction  Act  in- 
cludes the  Medicare  amendments  that 
put  forth  the  "participating”  physician 
plan. 

JUA  policyholders  face 

19%  increase  in  reserve  fund  fee 

Physicians  insured  by  the  Texas  Medi- 
cal Liability  Insurance  Underwriting 
Association  face  a 1 9%  boost  in  their 
contributions  to  the  Policyholders’  Sta- 
bilization Reserve  Fund  next  year. 

The  association  is  better  known  as 
the  Joint  Underwriting  Association 
(JUA). 

JUA  Advisory  Directors  voted  that 
the  1 985  policyholder  charge  be  estab- 
lished at  20%  of  the  annual  JUA  policy 
premium  for  policies  issued  and/or  re- 
newed by  the  JUA  on  or  after  Jan  1 , 
1985.  Since  the  stabilization  reserve 
fund’s  inception,  charges  have  been 
set  at  1 % of  policy  premiums. 

The  directors  increased  the  charge 
in  anticipation  of  underwriting  losses 
in  excess  of  premium  income.  The 
projected  losses  are  based  on  docu- 
mented losses  in  1975  and  1976. 

The  64th  Texas  Legislature  created 
the  JUA  in  1975,  when  it  passed  SB 
491 . Viewed  as  a temporary  solution  to 
the  medical  malpractice  insurance 
availability  problem,  the  JUA  began 
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NOW  HE  HAS 
TO  RELEARN  TO  LIVE. 


s his  physician,  you  know  that  re- 
ality is  not  always  a pleasant  thing 
to  live  with.  He  could  be  paralyzed 
from  an  accident.  Or,  he  could 
have  suffered  a stroke,  even  been  a 
victim  of  a crippling  disease.  Yet, 
you  know  there  is  hope,  even  with 
a different  body. 

Now  it’s  time  to  relearn, 
rather  than  being  shuffled  off  for 
custodial  care. 

Part-time  therapy  isn’t  the 
answer.  Full-time  rehabilitation 
services  are. 

At  Warm  Springs,  compre- 
hensive rehabilitation  encompasses 
all  the  therapies — physical,  occu- 
pational, respiratory,  communica- 
tion and  recreational — that  treat 


the  physical  disability.  But  we  also 
treat  the  adjustment  to  disability. 
That  requires  psychology  and  social 
services;  orthotics  for  braces,  wheel- 
chairs, and  adaptive  equipment; 
orthopedic  surgery  facilities;  the 
drivers  education  program  that  uses 
classroom  instruction,  a simulator, 
and  a specially  modified  car  and 
van  for  actual  on-the-road  training. 
There  are  complete,  24-hour 
nursing  services.  And  there’s  one 
strong  intangible:  our  peaceful 
location  adjacent  to  Palmetto  State 
Park,  in  the  heart  of  some  of  Texas’ 
most  beautiful  countryside. 

And  most  importantly,  there’s 
the  experience  and  knowledge  of 
Warm  Springs  Rehabilitation 


Hospital.  We’re  pioneers  in  the 
field,  with  over  40  years  of  compre- 
hensive rehabilitation  experience. 

As  his  physician,  you’ve 
done  your  job.  He’s  alive.  Now,  it’s 
time  for  us  to  do  our  job  and  help 
your  patient  learn  the  skills  to 
return  to  an  independent  lifestyle. 

For  more  information  about 
the  comprehensive  services  of 
Warm  Springs  Rehabilitation 
Hospital,  call  toll-free, 
1-800-292-1440. 


WARM  SPRINGS  REHABILITATION  HOSPITAL 

P.  O.  Box  58  • Gonzales,  Texas  78629 


operation  in  September  1975.  The 
JUA  has  been  reauthorized  by  every 
successive  legislative  session,  and 
currently  extends  through  Dec  31, 

1985. 

The  JUA  provides  primary  and  ex- 
cess insurance  to  physicians  and  other 
health  care  providers  who  are  unable 
to  procure  medical  liability  insurance 
from  other  sources.  The  number  of 
JUA-insured  physicians  dropped  from 
4,503  in  1978  to  562  in  1983.  As  of 
Sept  30,  1984,  the  number  of  policy- 
holders was  up  to  970. 

Directory  lists  financial  aid 
for  allied  health  students 

Students  of  allied  health  can  learn 
where  to  find  financial  assistance  in  the 
recently  released  Directory  of  Financial 
Aids  and  Educational  Programs. 

Texas  Health  Careers,  Texas  Hospi- 
tal Association's  recruitment  arm, 
published  the  directory. 

Anthony  B.  Owens,  senior  vice  presi- 
dent of  THA,  noted  that  although  gov- 
ernment financial  aid  to  students  is 
dwindling,  “tuition  assistance  programs 
for  Texans  pursuing  health  careers 
have  never  been  more  plentiful  or 
generous.” 

He  added  that  Texas  hospitals  and 
their  auxiliaries  will  make  available 
more  than  $1  million  during  1 984-1 985 
in  scholarships,  grants,  and  loans  for 
health  care  professionals. 


"It’s  a new  system — pallbearers  are  charging 
by  the  pound  now.” 


20 


Inquiries  about  the  Directory  of  Fi- 
nancial Aids  and  Educational  Pro- 
grams should  be  addressed  to  Texas 
Health  Careers,  PO  Box  15587,  Austin, 
TX  78761 ; or  call  toll-free  in  Texas, 
1(800)252-9708. 

School  children  to  be  excused 
for  medical,  dental  appointments 

Lieutenant  Governor  William  P.  Hobby 
and  Commissioner  of  Education  Ray- 
mond L.  Bynum  have  advised  physi- 
cians that  school  children’s  absences 
for  medical  and  dental  appointments 
are  excused  absences. 

However,  to  avoid  loss  of  funds 
based  on  school  attendance,  appoint- 
ments should  be  scheduled  so  that 
students  are  present  when  attendance 
is  taken. 

“It  has  come  to  the  attention  of  the 
Legislature  and  the  Texas  Education 
Agency  that  there  is  confusion  and  con- 
cern regarding  the  interpretation  of  the 
absence  (unexcused  and  excused)  pol- 
icy under  HB  72,”  Hobby  said. 

House  Bill  72  is  the  recently  passed 
educational  reform  package.  The  bill 
refers  to  Section  21 .035  of  the  Texas 
Education  Code,  which  says: 

Any  child  not  excepted  from  com- 
pulsory school  attendance  may  be 
excused,  as  provided  by  this  section, 
for  temporary  absence  resulting  from 
personal  sickness,  sickness  or  death 
in  the  family,  quarantine,  weather  or 
road  conditions  making  travel  dan- 
gerous, or  any  other  unusual  cause 
acceptable  to  the  teacher,  principal, 
or  superintendent  of  the  school  in 
which  the  child  is  enrolled. 

In  an  interpretation  addressed  to 
school  administrators,  Bynum  noted, 
“Existing  rules  on  pupil  attendance  ac- 
counting for  such  pupils  will  continue  to 
apply.  If  the  pupil  is  on  campus  at  the 
time  attendance  is  taken,  the  pupil  is  to 
be  counted  present  for  Foundation 
School  Program  funding  purposes.” 

He  continued,  “If  the  pupil  is  not  on 
campus  at  the  time  attendance  is 
taken,  the  pupil  is  to  be  counted  absent 


for  Foundation  School  Program  funding 
purposes.  Districts  may  want  to  encour- 
age parents  and  physicians  to  schedule 
appointments  accordingly.” 

CAPITAL  COMMENTS 

Task  force  nears  completion 
of  indigent  care  study 

The  Task  Force  on  Indigent  Health 
Care,  appointed  by  the  governor,  lieu- 
tenant governor,  and  the  speaker  of  the 
house,  will  complete  its  study  in  late 
December. 

During  the  past  year,  the  75-member 
task  force  has  addressed  the  scope  of 
services,  eligibility  criteria,  administra- 
tive structure,  and  methods  of  financing 
a program  of  health  care  to  the  unin- 
sured poor  of  Texas. 

The  task  force  released  a preliminary 
report  in  early  October  and  invited  the 
public  to  comment  on  its  47  recom- 
mendations. The  task  force  executive 
committee  was  to  review  public  com- 
ments and  suggestions  in  November, 
and  forward  an  amended  preliminary 
report  to  the  full  task  force  for  its  con- 
sideration in  December. 

Eleven  TMA  councils  and  commit- 
tees have  reviewed  the  task  force 
recommendations.  More  than  1,000 
physician  hours  were  dedicated  to  the 
project.  As  a result,  TMA  was  able  to 
offer  the  task  force  input  from  the  per- 
spective of  physicians  from  across  the 
state  and  representing  various  spe- 
cialties. The  TMA  bodies  that  reviewed 
the  task  force  preliminary  report  sup- 
ported its  recommendations. 

The  Task  Force  on  Indigent  Health 
Care  will  submit  its  final  report  to  the 
1985  Texas  Legislature.  Many  of  its 
recommendations  will  be  in  the  form  of 
proposed  legislation. 

TMA’s  Division  of  Legislative  Affairs 
recommends  that  Texas  physicians  re- 
main aware  of  the  developments  of  the 
task  force  as  the  legislative  session  ap- 
proaches. Physicians  should  contact 
their  state  legislators  and  let  them  know 


TEXAS  MEDICINE 


INFORMATION  SYSTEMS 


Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 


'Discounts  on  IBM  and  Texas  Instruments  Hardware 


'Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 


MPM  1000  the  complete  system  includes: 

"Hardware  (IBM  or  Texas  Instruments) 

"Software 
*T  raining 

"After  Sale  Support 

"Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


"Patient  Profiles 
"Accounts  Receivable/Billing 
"Insurance  Processing/Tracking 
"Collection  System 
"Recall  Notices 

"Full  line  of  Management  Reports 
"And  much  more  . . . 


"Word  Processing 
"General  Ledger 
"Accounts  Payable 
"Payroll 

"Inventory  Control 
"Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205  945  1840 


or 


Curtis  1000  Information  Systems  at 
800  241-4780  in  Ga  404-491-1000 


YES! 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Office  Phone 


"51 
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PLAZA 


MEDICAL 


CENTER 


PLAZA  MEDICAL  CENTER  REDEFINES  what  a mod 
ern  medical  office  building  can  be.  In  beauty.  In  efficiency.  In 
a totally  planned  environment  that  contributes  to  the  lives  of 
people  who  richly  deserve  it.  Occupancy  begins  soon.  And 
prime  spaces  are  still  available  at  competitive  prices.  See  Plaza 
Medical  Center,  1200  Binz,  north  of  Park  Plaza  Hospital  and 
the  Texas  Medical  Center.  For  information  please  call  John 
Hansen  Investment  Builder,  961-7700 


that  local  physicians  are  available  to 
discuss  these  important  matters  during 
the  session. 

Committee  offers  opinions 
on  ecology,  chelation  therapy 

The  House  Committee  on  Human  Ser- 
vices has  issued  a report  that  includes 
recommendations  on  human  ecology 
and  chelation  therapy,  two  issues  that 
are  expected  to  resurface  during  the 
upcoming  69th  Texas  Legislature. 

The  two  topics  were  the  subjects  of 
unsuccessful  legislation  during  the  leg- 
islative session  in  1983. 

In  its  report,  adopted  Sept  24,  1984, 
the  Committee  on  Human  Services 
recommended  that  the  newly  created 
Texas  State  Board  of  Examiners  of  Di- 
eticians can  meet  the  goals  of  human 
ecology  through  its  rule  making  au- 
thority and/or  amendments  to  the  Li- 
censed Dietician  Act. 

In  1 983,  human  ecology  was  the 
topic  of  HB  2253,  introduced  by  Rep 
Senfronia  Thompson  (D-Houston).  The 
unsuccessful  bill  proposed  the  creation 
of  a Texas  Commission  on  Human 
Ecology.  It  defined  human  ecology  as: 
a methodology  of  treatment  for  dis- 
ease states,  behavioral  problems 
and/or  preserving  and  optimizing 
good  health  by  means  of  varying  the 
concentrations  in  the  human  body  of 
normal  body  substances  and  by  re- 
moving or  avoiding  substances 
foreign  to  the  body  to  which  some 
persons  are  hypersensitive. 

The  human  services  committee 
noted  that  the  Texas  State  Board  of  Ex- 
aminers of  Dieticians,  created  by  SB 
671  during  the  1983  session,  is  similar 
enough  in  definition  to  meet  the  goals 
of  human  ecology. 

That  bill  defines  dietetics  as: 
the  professional  discipline  of  apply- 
ing and  integrating  scientific  prin- 
ciples of  nutrition  under  different 
health,  social,  cultural,  physical,  psy- 
chological, and  economic  conditions 
to  the  proper  nourishment,  care,  and 
education  of  individuals  or  groups 


throughout  the  life  cycle.  The  term 
includes,  with  limitation,  the  devel- 
opment, management,  and  provision 
of  nutritional  services. 

On  the  subject  of  chelation  therapy, 
the  committee  agreed  that  responsibil- 
ity for  its  use  should  rest  with  the  Texas 
State  Board  of  Medical  Examiners. 

The  committee  previously  was  con- 
cerned with  insuring  that  the  patient 
had  a right  to  choose  treatment.  How- 
ever, the  members  felt  that  by  voting  for 
those  rights  they  implied  approval  of 
chelation  treatment.  The  committee 
recognized  that  it  is  not  the  proper  au- 
thority to  decide  if  a form  of  treatment  is 
safe  and  effective. 

NEWSMAKERS 


RICHARD  S.  KRONENBERG,  MD,  is 
the  new  chief  of  medicine  at  The  Uni- 
versity of  Texas  Health  Center  at  Tyler. 
Dr  Kronenberg,  former  director  of  the 
University  of  Minnesota  Hospitals'  pul- 
monary division,  now  heads  the  inter- 
nal medicine  divisions  of  cardiology, 
general  medicine,  oncology,  infectious 
disease,  and  various  components  of 
the  pulmonary  disease  service  at  the 
health  center  in  Tyler. 

SAM  A.  NIXON,  MD,  has  been  ap- 
pointed assistant  dean  for  continuing 
education  at  The  University  of  Texas 
Medical  School  at  Houston.  Since  1977 
Dr  Nixon  has  been  director  of  the  divi- 
sion of  continuing  education  for  the  UT 
Health  Science  Center  at  Houston.  He 
also  is  special  assistant  to  Health  Sci- 
ence Center  President  Roger  J.  Bulger, 
MD,  for  governmental  and  professional 
relations  and  is  a professor  in  the 
school’s  department  of  family  prac- 
tice and  community  medicine.  During 
1980-1981  he  served  as  president  of 
the  American  Academy  of  Family 
Physicians. 

GERALD  D.  DODD,  MD,  Houston,  is 
the  new  president  of  the  American 


College  of  Radiology.  Dr  Dodd  is  pro- 
fessor and  head  of  the  department  of 
diagnostic  radiology  at  M.D.  Anderson 
Hospital  and  Tumor  Institute. 

BERRY  N.  SQUYRES,  MD,  Lubbock, 
received  the  1 984-1 985  Texas  Family 
Doctor  of  the  Year  Award  from  the 
Texas  Academy  of  Family  Physicians. 

Dr  Squyres  is  professor  and  chairman 
of  the  department  of  family  medicine  at 
Texas  Tech  University  Health  Sciences 
Center  School  of  Medicine. 

MICHAEL  S.  BROWN,  MD,  and  JO- 
SEPH L.  GOLDSTEIN,  MD,  have 
received  the  V.D.  Mattia  Award,  given 
annually  by  the  Roche  Institute  of  Mo- 
lecular Biology  for  distinguished  bio- 
medical research.  Drs  Brown  and  Gold- 
stein are  professors  of  genetics  at  The 
University  of  Texas  Southwestern 
Medical  School  in  Dallas  and  are  widely 
recognized  for  their  fundamental  con- 
ceptual advances  in  the  understanding 
of  cell  biology  and  the  nature  of  inher- 
ited diseases. 

LUIS  DELCLOS,  MD,  Houston,  has 
been  appointed  to  the  Dr  Charles  A. 
LeMaistre  Professorship  in  Clinical 
Cancer  Care  at  the  UT  Cancer  Center. 
Dr  Delclos,  a member  of  the  UT  Cancer 
Center  staff  since  1 960,  is  a specialist 
in  the  use  of  radiation  to  treat  cancers 
of  the  reproductive  system  in  men  and 
women. 

ROBB  H.  RUTLEDGE,  MD,  has  been 
named  the  1984  recipient  of  the  Gold- 
Headed  Cane  by  fellow  members  of  the 
Tarrant  County  Medical  Society.  Dr 
Rutledge  is  a past  president  of  the 
Texas  Surgical  Society  and  the  Fort 
Worth  Surgical  Society.  He  has  served 
as  chief  of  surgery  and  president  of  the 
medical  staff  at  John  Peter  Smith  Hos- 
pital in  Fort  Worth.  Dr  Rutledge  is 
currently  clinical  associate  professor  in 
surgery  at  Southwestern  Medical 
School,  Dallas. 
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(ACTUAL  SIZE  3 Vs  x 6%  INCHES) 


Physicians  Guide  For 
DRG  Selection 
Prior  to  Admission 

“Direct,  simple,  fast" 

Dr.  M.  T Friedell,  Surgeon 
Chairman  of  the  Board: 
Jackson  Park  Hospital 
and  Medical  Center 
Hektoen  Institute 
Chicago  Medical  School: 
Clinical  Professor 

“Bridges  the  DRG  gap  between 
medical  staff  and  administration" 

Dr  G.  Gertz,  Surgeon 
Physician  Adviser 

“Provides  a necessary  tool  for 
today’s  medical  professionals” 

Dr  P E Friedell,  Internist 
Medical  Director 

“Fulfills  need  for  awareness  - 
educating  medical  staff” 

Dr  M.  I Shapiro 
Director,  Medical  Education 
Professor  of  Family  Medicine 
Chicago  Medical  School 


Answers  to: 

• What  admitting  DX  should  be  used? 

• What  DRG  is  relevant? 

• What  if  the  admitting  judgment  is  revised? 

• What  if  unrelated  but  necessary  treatments 
and  services  are  discovered  during  the  stay? 

• What  resources  are  available  to  the 
physician? 

ONLY  $10 

Hospitals  have  purchased  one  for  each 
member  of  their  medical  staff. 

(CHECK  WITH  YOURS) 
QUANTITIES  OF  50  OR  MORE 
AT  HALF  PRICE  $5  EACH. 


JACKSON  PARK  STRATEGIC  SERVICES 
7531  SOUTH  STONY  ISLAND  AVENUE 
CHICAGO,  ILLINOIS  60649 

Please  send  payment  with  order  if  order  is  less 
than  $50.00 


(FOR  INDIVIDUAL  ORDERS  OF  ONE(1)  POCKET  GUIDE  ONLY) 

If  you  are  not  100%  satisfied:  Keep  the  guide  and  we  shall  refund  50%  of  your  payment.) 
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The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  its  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


provide  millions  of  accurate, 
precise  results  to  clinical 
laboratories  nationwide. 

The  simplicity 
you  need 

The  DT60  Analyzer,  com- 
pact as  a personal  com- 
puter, features  dry  slide 
technology  to  eliminate 
wet  reagents.  It  is  auto- 
mated to  free  up  your 
staff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street,  Rochester,  NY  14650, 
or  call  1 800  44KODAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 
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CANCER  UPDATE 


Sodium  fluoride  treatment  of  bone  disease  in  multiple 
myeloma 

Frank  H.  Gardner,  MD 

The  treatment  of  multiple  myeloma  in  the  past  two  decades 
has  markedly  improved  survival  rates  and  lessened  mor- 
bidity. In  the  past  20  years  we  have  seen  the  median  survival 
period  increase  from  a median  of  less  than  six  months  to 
more  than  three  years  in  some  clinical  series  (1 ).  The  most 
common  treatment  program  has  been  the  use  of  melphalan 
and  prednisone,  predominantly  as  intermittent  pulse  dosage. 
One  of  the  more  distressing  complications  during  the  initial 
period  of  therapy  has  been  osteoporosis  and  osteolytic  le- 
sions leading  to  multiple  pathologic  fractures  and  chronic 
pain.  Even  with  improvement  after  chemotherapy  and  after 
decrease  in  abnormal  serum  proteins — which  suggests 
decreased  tumor  mass — patients  may  continue  to  have  pro- 
gressive bone  disease  with  pain  and  fracture.  Some  patients 
may  improve  immediately  after  local  palliative  radiation 
therapy,  but  despite  the  use  of  local  radiation,  patients  are 
often  compromised  by  severe  osteoporosis  and  lytic  lesions 
that  limit  activity. 

Because  of  observations  that  osteoporosis  is  less  com- 
mon in  areas  of  the  country  with  high  fluoride  content  in 
water,  we  used  pharmacologic  doses  of  sodium  fluoride  in  a 
patient  with  multiple  myeloma  in  1960  (2).  The  patient  had 
dramatic  improvement  and  protection  of  her  osteolytic  bone 
lesions  and  is  alive  23  years  later.  As  we  thought  about  treat- 
ment of  this  patient,  it  was  apparent  from  the  literature  that 
we  would  not  necessarily  achieve  normal  bone  formation,  but 
that  we  could  attempt  to  stabilize  production  of  osteoid  tissue 
in  order  to  give  the  patient  some  new  bone  formation  and 
decrease  the  risk  of  fractures.  We  recognized  that  it  was  im- 
perative to  treat  the  patient  with  large  amounts  of  calcium 
and  sodium  fluoride  to  achieve  bone  deposition,  and  from  the 
literature  on  studies  of  animals,  we  knew  that  without  the  ad- 
dition of  calcium  salt  the  response  to  sodium  fluoride  was 
poor.  Early  in  our  study,  we  included  vitamin  D for  stimulation 
of  calcium  deposition  as  well.  We  also  used  androgens  to 
assure  active  hematopoiesis  and  to  decrease  the  urinary 
loss  caused  by  hydroxyproline.  This  report  describes  our 
treatment  of  multiple  myeloma  in  patients  who  have  ade- 
quate renal  function  demonstrated  by  a serum  creatinine 
level  of  less  than  2.5  mg/dL  and  a normal  serum  calcium  level. 

The  treatment  program 

SODIUM  FLUORIDE 

To  begin  therapy,  we  ask  the  pharmacy  to  prepare  an  aque- 
ous solution  of  25  mg  sodium  fluoride  in  5 mL  volume.  The 
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patient  is  instructed  to  take  one  teaspoonful  of  the  solution  at 
breakfast  for  several  days.  If  he  or  she  has  no  abdominal 
discomfort  or  nausea,  we  increase  the  dosage  to  two  tea- 
spoons (50  mg)  daily.  Then,  if  this  is  tolerated  for  several 
days,  we  ask  the  patient  to  add  a teaspoonful  with  his  eve- 
ning meal,  and,  finally,  to  take  two  teaspoons  twice  daily 
(1 00  mg).  Some  patients  have  minor  nausea  from  the  so- 
dium fluoride,  but  most  patients  tolerate  it  quite  well  if  the 
dosage  is  increased  gradually.  The  metallic  taste,  noted  by  a 
few  patients  who  take  sodium  fluoride,  can  be  reduced  by 
having  the  patient  suck  on  hard  rock  candy.  Some  patients 
dissolve  the  fluoride  solution  in  cold  fruit  juice  or  ginger  ale.  In 
past  years  we  have  prescribed  larger  doses  (400-500  mg 
daily)  without  patient  discomfort,  but  these  larger  quantities 
were  associated  with  diuresis  and  did  not  appear  to  hasten 
calcification.  Patients  typically  take  the  medication  for  50  to 
60  months  (3). 

CALCIUM  SALTS 

We  also  ask  patients  receiving  sodium  fluoride  therapy  to 
take  1 gm  of  calcium  carbonate  four  times  per  day.  For  con- 
venience, we  have  recommended  that  patients  take  500  mg 
(Os-Cal  tablets)  four  times  a day  for  a total  of  2 gm  of  ele- 
mental calcium.  We  have  used  larger  doses,  but  there  is  no 
evidence  that  larger  amounts  are  useful.  For  some  patients 
who  have  trouble  taking  Os-Cal  tablets,  we  have  prescribed 
glubionate  calcium  (Neo-Calglucon  syrup).  Two  teaspoons 
of  glubionate  calcium  at  each  meal  and  at  bedtime  provide 
about  1 gm  of  calcium.  This  is  acceptable  if  the  tablets  can- 
not be  used. 

VITAMIN  D 

Although  there  is  no  comparative  study  to  evaluate  the  dos- 
age of  vitamin  D per  se,  we  instruct  patients  to  take  100,000 
units  weekly.  Initially  we  used  pediatric  drops,  but  with  infor- 
mation now  available  concerning  the  prolonged  absorption  of 
vitamin  D,  we  suggest  one  capsule  (50,000  units)  of  vitamin 
D twice  weekly.  Vitamin  D has  been  well  tolerated  by  patients 
in  the  20  years  that  I have  prescribed  it. 

HORMONAL  THERAPY 

To  assure  adequate  hematopoietic  response  in  our  patients 
to  achieve  maximum  chemotherapy,  we  usually  use  an- 
drogens along  with  the  fluoride  therapy.  Active  development 
of  fluoropatite  appears  adjacent  in  area  next  to  active  red 
marrow  (4).  Hence,  androgens  are  used  to  expand  the  areas 
of  erythropoiesis  to  increase  such  bone  formation.  Be- 
cause of  our  concern  of  hepatic  complications  from  oral 
androgens,  we  have  used  parenteral  preparations;  one  of 
the  more  virilizing  agents  in  men,  such  as  testosterone 
enanthate  (Delatestryl)  or  testosterone  cypionate  (Depo- 
Testosterone).  Usually,  600  mg  administered  weekly  during 
the  anemic  phase  of  a patient’s  illness  is  most  helpful  to  im- 
prove the  response  to  chemotherapy  (5).  Thereafter  the 
preparations  can  be  administered  twice  monthly  as  treatment 
continues  to  fluorose  the  patient.  For  women,  we  use  nan- 
drolone  decanoate  (Deca-Durabolin,  100  mg  twice  weekly) 
until  there  is  no  concern  with  anemia  from  chemotherapy.  At 
that  time,  we  reduce  the  dosing  to  twice  monthly.  We  believe 
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that  patients  have  tolerated  fluorosing  much  more  comfort- 
ably while  receiving  hormonal  therapy.  For  women  not 
anemic  in  the  later  phases  of  their  disease,  we  have  used 
small  amounts  of  estrogen,  such  as  conjugated  estrogen 
(Premarin,  0.325  mg  twice  weekly),  during  the  years  that 
fluoride  is  administered. 

While  patients  are  receiving  the  treatment  we  have  just 
described,  we  also  prescribe  analgesics  and  other  pain 
medications,  and  we  realize  that  the  patients  may  need 
orthopedic  back  supports  as  the  initial  chemotherapy  is 
used.  We  also  monitor  each  patient's  calcium  level  to  deter- 
mine that  it  is  not  elevated  at  any  time  and  that  there  is  no 
evidence  of  progressive  renal  failure.  Sodium  fluoride  is 
handled  as  other  halogens  with  rapid  renal  excretion,  and 
over  the  years  I have  not  measured  serum  levels  of  fluoride 
as  long  as  the  patient  had  no  renal  compromise.  Some 
groups  have  measured  them  at  three-month  intervals,  but 
when  there  was  evidence  of  adequate  renal  function  I have 
felt  safe  in  using  the  medication.  It  is  important  to  recognize 
that  patients  will,  from  time  to  time,  have  changes  in  their 
serum  calcium  which  should  be  monitored  frequently.  Usu- 
ally, if  they  have  had  no  change  in  the  first  two  months,  I 
monitor  their  calcium  at  two-month  intervals  thereafter.  Any 
symptoms  such  as  polyuria,  symptoms  of  vagueness,  or  gen- 
eral malaise  should  prompt  concern  about  hypercalcemia.  In 
such  instances  the  patient's  fluorosing  program  is  discon- 
tinued until  the  hypercalcemia  has  been  controlled.  At  that 
time  the  sodium  fluoride  is  started  with  vitamin  D,  and  if  there 
is  no  evidence  of  discomfort  after  several  weeks,  the  oral 
calcium  is  returned  to  the  schedule. 

Discussion 

The  roentgenographic  changes  are  quite  characteristic  for 
progressive  fluorosis  of  bone.  In  patients  with  multiple 
myeloma,  the  changes  first  become  apparent  in  the  vertebral 
bodies,  pelvis,  and  ribs  (6).  One  may  use  lateral  films  of  the 
lumbar  vertebrae  to  observe  the  patient’s  response  at  six- 
month  intervals.  Usually  the  increased  pattern  of  bony  stria- 
tions  in  vertebral  bodies  (Fig  1 ) can  be  seen  in  six  to  eight 
months.  Thereafter  one  may  anticipate  the  general  pattern  of 
coarsening  and  thickening  of  the  vertebral  bony  trabecula- 
tions  along  the  line  of  force  throughout  the  spine,  ribs,  and  in 
the  area  of  the  ilium  (Fig  2).  As  one  observes  the  patient  with 


myeloma  over  a period  of  years,  one  is  impressed  with  the 
new  bone  formation  around  lytic  bone  lesions.  The  lytic  le- 
sions do  not  disappear  with  this  therapy,  but  new  bone  forms 
to  strengthen  the  eroded  cortical  areas  around  the  lytic  le- 
sions. Although  some  patients  have  received  sodium  fluoride 
for  1 0 to  1 5 years,  we  have  not  observed  calcifications  of 
joints,  ligaments,  or  intervertebral  discs.  According  to  some 
reports,  such  calcifications  apparently  occur  if  high  con- 
centrations of  fluorides  are  present  from  birth.  However, 
there  is  probably  not  adequate  time  for  these  changes  to  oc- 
cur in  patients  with  myeloma.  The  formation  of  new  bone 
around  lytic  lesions  has  saved  patients  from  orthopedic  pro- 
cedures because  it  has  reduced  the  risk  of  fracture.  The 
patients  with  osteoporosis  have  the  coarsening  of  the  bony 
pattern  along  with  thickening  of  the  periosteum,  and  in  some 
instances  the  fluoride  may  outline  areas  of  lytic  lesions  not 
previously  appreciated  in  the  bony  pattern. 

During  the  two  decades  that  we  have  used  fluoride,  pa- 
tients occasionally  have  complained  of  bone  aching  in  the 
first  few  months  that  they  received  the  medication.  Local 
x-rays  have  not  defined  any  local  lesions.  We  have  presumed 
that  this  probably  represents  alteration  in  periosteal  reaction 
to  deposition  of  osteoid  tissue,  but  in  one  instance  where  a 
biopsy  was  done  in  the  radius  because  of  the  bone  pain,  no 
specific  explanation  was  available.  With  time  the  discomfort 
has  disappeared. 

During  the  past  decade  the  initial  enthusiasm  that  we  had 
for  the  use  of  sodium  fluoride  has  been  supported  primarily 
by  the  studies  of  Kyle  and  associates  (7).  One  should  recog- 
nize that  the  patient  with  a fulminating  tumor  that  has  not 
responded  to  chemotherapy  will  not  necessarily  have  time  to 
achieve  fluorosis.  Hence,  sodium  fluoride  therapy  is  a sup- 
portive and  complementary  program  that  can  be  useful  for 
approximately  two-thirds  of  the  patients  who  do  have  some 
response  to  the  current  chemotherapy  programs.  This  ap- 
proach has  been  quite  arbitrary  in  the  past  20  years  with 

1.  Before  therapy  there  are  marked  osteoporotic 
changes  (A)  in  vertebral  bodies.  Following  eight 
months  of  combined  fluoride  therapy  there  was  in- 
creased thickening  of  the  trabecular  bone  pattern 
and  an  increase  in  cortical  bone  density  In  this  43- 
year-old  man  with  myeloma  (B). 
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emphasis  on  the  additional  use  of  vitamin  D and  hormonal 
therapy.  Patients  can  have  a response  with  a varied  com- 
bination of  chemotherapeutic  programs.  I strongly  believe 
that  one  could  induce  response  more  vigorously  by  maintain- 
ing a better  hematopoietic  stimulation  with  androgens  to 
assure  that  pulse  chemotherapy  could  be  given  to  the  patient 
at  three-  or  four-week  intervals  during  the  first  1 2 months. 
Since  the  patients  I have  treated  were  not  participating  in 
protocols  of  Cooperative  Groups,  my  observations  are  bi- 
ased. I am  impressed  that  the  longest  lived  myeloma  patients 
whom  I have  observed  have  been  taking  sodium  fluoride. 

This  same  program  has  been  used  for  patients  with  progres- 
sive osteoporosis  associated  with  prolonged  corticosteroid 
therapy  (8).  Here  the  primary  aim  has  been  to  limit  urinary 
calcium  excretion  using  large  doses  of  fluoride.  Fluoride  in- 
creases protein  incorporation  into  bone  collagen  and  is  the 
most  potent  agent  available  to  induce  mineral  accretion  in 
bone.  Bone  metabolism  is  increased  in  myeloma  lytic  lesions, 
and  the  incorporation  of  fluoride  decreases  this  process  (4). 

Initially,  patients  with  lytic  lesions  that  suggested  potential 
fractures  have  had  skeletal  x-ray  surveys  at  three-month  in- 
tervals during  the  first  year  of  fluoride  therapy.  Although  this 
type  of  monitoring  may  seem  unduly  expensive,  progressive 
evidence  of  a lytic  lesion  may  allow  one  to  plan  for  orthopedic 
procedures  before  there  is  a fracture  and  a need  for  long- 
term hospitalization.  Nuclide  scanning  using  technetium  99 
phosphonate  has  not  been  useful  in  following  lytic  lesions 
and  in  most  instances  should  not  be  performed.  In  past 
years,  efforts  to  use  a bone-simulated  wedge  on  x-ray  film  to 
compare  changes  in  calcification  during  the  period  of  fluoro- 
sis were  not  helpful.  Rather,  the  general  observation  by  the 

2. a.  Pretreatment  bone  biopsy  in  this  54-year-old 
woman  with  myeloma  shows  no  significant 
change  in  trabecular  bone  pattern,  b.  One  year 
later  there  is  marked  thickening  and  irregular 
whorling  of  the  bone  pattern  as  a response  to  fluo- 
ride therapy. 


radiologist  as  to  changes  in  the  bone  structure  appeared  to 
be  more  indicative  of  improvement  rather  than  alterations  in 
density  as  measured  by  such  a wedge. 

The  Food  and  Drug  Administration  has  not  approved  any 
fluoride  preparation  for  use  in  multiple  myeloma  or  os- 
teoporosis, and  physicians  who  use  fluoride  in  patients  with 
multiple  myeloma  must  monitor  them  carefully  and  regularly 
for  acceptable  renal  functions  and  serum  calcium  levels.  The 
improvement  and  protection  of  the  patient  with  lytic  bone  le- 
sions, I believe,  warrant  the  evaluation  of  this  therapy  more 
widely.  Fluoride  may  participate  in  the  desposition  of  new 
bone  on  osteoid  tissue  with  an  altered  pattern  of  fluoride  in- 
corporation so  that  bone  is  much  more  stable  and  less 
available  for  lysis.  Vitamin  Dina  small  amount  enhances 
calcium  absorption.  A large  amount  of  calcium  is  available  to 
assure  maximum  bone  deposition,  and  active  proliferating 
marrow  from  androgens  can  encourage  more  osteoid  forma- 
tion to  hasten  the  production  of  the  fluoride  bone.  We  need 
not  be  concerned  if  such  bone  has  less  than  ideal  strength. 
Rather,  the  patient  has  protection  for  his  skeleton  and  less 
risk  of  fracture. 
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The  geriatric  evaluation 
team 

Today  11%  of  the  population  is  more  than  65  years  of 
age,  consumes  one  third  of  national  health  care  expen- 
ditures, 36%  of  acute  hospital  days,  and  87%  of  nursing 
home  days.  Multidisciplinary  geriatric  evaluation  teams 
have  reported  increased  functional  rehabilitation, 
shorter  hospitalizations,  decreased  frequency  of  nurs- 
ing home  placement,  improved  diagnostic  accuracy, 
simplified  treatment  regimens,  and  cost-effective  care 
for  properly  selected  elderly  patients.  Geriatric  teams 
have  provided  a valuable  means  to  educate  physicians 
and  other  health  care  professionals.  We  encourage  ex- 
pansion of  this  approach  and  continued  reporting  of 
results. 


Large  numbers  of  elderly  people  in  the  United  States  require 
specialized  health  care,  and  some  of  the  statistics  regarding 
this  group  are  becoming  increasingly  well  known.  Presently, 

1 1 % of  the  population  is  more  than  65  years  of  age  and  con- 
sumes one  third  of  the  health  care  dollars,  36%  of  acute  care 
hospital  days,  and  more  than  87%  of  extended  care  facility 
days  (1 ).  Yet  despite  the  dollars  spent,  not  enough  has  been 
done  to  meet  effectively  the  special  problems  of  the  aging.  In 
1 982  William  Butler,  MD,  the  first  director  of  the  National  In- 
stitute of  Aging,  reported  that  less  than  half  of  our  medical 
schools  even  offered  electives  in  geriatrics,  and  only  2.5%  of 
the  students  at  these  schools  actually  took  the  electives  (2). 

This  article  reports  the  effects  of  geriatric  evaluation  teams 
in  the  United  States  and  Canada,  describes  the  new  geriatric 
evaluation  team  project  at  The  Methodist  Hospital  in  Hous- 
ton, and  offers  conclusions  and  recommendations  for  es- 
tablishment of  geriatric  teams  at  other  institutions. 

Development  of  the  geriatric  evaluation  team 

In  an  attempt  to  address  the  special  needs  of  many  older 
patients,  multidisciplinary  geriatric  evaluation  teams  were  es- 
tablished to  provide  the  most  appropriate  care,  to  contain 
costs,  and  to  provide  for  the  continuing  care  of  the  elderly  (3). 
Because  geriatric  medicine  is  concerned  with  “clinical,  pre- 
ventative, remedial,  and  social  aspects  of  illness  in  the 
elderly"  (4),  the  team's  scope  is  broader  than  the  diagnosis 


and  treatment  of  specific  diseases.  Therefore,  geriatric  eval- 
uation teams  originally  consisted  of  a physician-director 
(usually  an  internist  or  psychiatrist),  a medical  social  worker, 
and  a nurse  specialist  in  geriatrics.  More  recently  an  even 
broader  base  of  unified  effort  has  been  sought  (1,5),  and  the 
teams  frequently  have  been  expanded  to  include  many  other 
health  care  professionals,  such  as  psychologists,  physical 
therapists,  dieticians,  dentists,  pharmacists,  and  even 
laymen  and  lawyers.  The  teams  were  first  established  in  the 
United  Kingdom  (6,7)  and  have  become  part  of  the  health 
care  systems  of  other  countries  (1 ,8,9).  In  the  United  States, 
geriatric  evaluation  teams  usually  began  operation  as  pilot 
projects  in  VA  hospitals  and  later  spread  to  other  types  of 
hospitals  as  well  (2,7,10,1 1). 

The  newness  of  this  concept  is  not  in  the  individual  mem- 
bers of  the  team,  but  in  the  gathering  together  of  these  highly 
trained  professionals  to  simultaneously  focus  their  unified 
efforts  on  each  frail  elderly  patient.  The  physician-director 
who  is  the  team  member  most  firmly  grounded  in  human  dis- 
eases, emotional  and  physical,  may  find  his  most  valuable 
role  not  that  of  the  traditional  healer  but  that  of  coordinator  of 
this  enormously  skilled  and  highly  complex  team. 

Many  elderly  patients  are  in  good  health  and  do  well  in  the 
health  care  system  as  it  exists,  but  traditional  medical  care 
has  not  seemed  to  serve  well  the  “frail  elderly”  (1 ).  These 
elderly  adults  often  are  incompletely  evaluated,  prescribed 
excessive  numbers  of  medications,  and  offered  inadequate 
rehabilitation  services  (12).  On  the  other  hand,  careful  eval- 
uation of  complex  elderly  patients  by  geriatric  evaluation 
teams  can  lead  to  the  discovery  of  new  important  treatable 
diagnoses,  simplification  of  overly  complex  drug  regimens, 
and  arrangement  for  needed  rehabilitation.  Such  evaluation 
may  also  result  in  a more  supportive  physical  and  social  liv- 
ing environment  to  enhance  patient  functioning  and  prevent 
premature  or  inappropriate  discharge  from  the  hospital  and 
unnecessary  future  hospital  admissions  or  nursing  home 
placement  (1 ,1 1 ,5). 

Benefits  of  the  geriatric  evaluation  team 

FUNCTIONAL  EVALUATION 

Preliminary  research  has  shown  substantial  need  for  com- 
prehensive evaluation  and  rehabilitation  among  elderly 
patients  hospitalized  for  acute  illness  (13,14).  For  example, 
of  patients  more  than  75  years  of  age  who  were  hospitalized 
for  an  acute  illness,  only  41%  were  fully  ambulatory  without 
assistance,  and  more  than  50%  required  help  in  walking, 
dressing,  or  transfer  (14).  The  essential  functional  needs  of 
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these  patients  were  being  overlooked.  The  geriatric  evalua- 
tion team's  efforts  resulted  in  more  than  a 300%  increase  in 
the  use  of  rehabilitation  services  such  as  physical,  occupa- 
tional, and  speech  therapy  compared  to  patients  admitted  to 
other  medical  wards  during  the  study  period.  Hospital  stay 
was  not  lengthened  by  this  increased  use  of  rehabilitative 
services  (14).  Patients’  improved  ability  to  perform  daily  ac- 
tivities is  a typical  result  of  treatment  on  geriatrics  units 
(1,9,10,15),  and  follow-up  examinations  have  shown  that  the 
improvement  is  typically  maintained  after  release  from  the 
hospital  (3). 

DECREASED  NURSING  HOME  PLACEMENT 
One  result  of  this  improvement  is  that  fewer  elderly  patients 
require  nursing  home  care.  Independent  surveys  of  nursing 
home  residents  by  multidisciplinary  teams  have  shown  that 
1 0%  to  50%  of  residents  are  inappropriately  placed  (1,11,16). 
Furthermore,  patients  placed  in  nursing  homes  tend  to  re- 
main there  even  though  they  may  be  able  to  live  indepen- 
dently in  the  community  (17).  In  such  cases,  adequate  pre- 
admission evaluation  may  not  have  been  performed;  in  fact, 
evaluation  of  nursing  home  applicants  has  indicated  that 
approximately  half  were  not  under  the  care  of  a regular  phy- 
sician at  the  time  of  application  (16).  Geriatric  evaluation 
teams  in  acute  care  hospitals  have  reported  that  fewer  pa- 
tients are  discharged  from  hospital  to  nursing  homes  than 
would  be  expected  among  similar  patients  not  treated  by 
such  ateam  (4,15,10,18).  In  one  acute  care  hospital,  80%  of 
the  74  admissions  to  the  geriatric  evaluation  unit  were 
deemed  by  the  primary  health  care  team  to  be  appropriate 
nursing  home  admissions;  however,  only  27.4%  of  the  62  dis- 
charged patients  went  to  nursing  homes  (10).  The  authors 
reported  a 48.4%  improvement  over  anticipated  placement 
outcome.  In  another  rehabilitation  hospital,  a geriatric  eval- 
uation team  accepted  a group  of  patients  considered  by  the 
referring  health  care  professional  to  be  nursing  home  candi- 
dates. Only  1 0%  of  these  patients  were  discharged  to 
nursing  homes,  and  only  19%  were  placed  in  nursing  homes 
within  six  months  of  their  release  from  the  rehabilitation  hos- 
pital (15).  Another  geriatric  evaluation  team  in  an  extended 
care  facility  discharged  a significant  number  of  401  patients 
to  less  demanding  levels  of  care  (19).  The  fate  of  these  pa- 
tients over  a year’s  time  is  quite  interesting:  31 .65%  died, 

1 1 .4%  went  to  acute  care  hospitals,  1 7.4%  returned  home, 
and  2.4%  made  other  living  arrangements  in  the  community. 


NEW  DIAGNOSES  AND  FEWER  DRUGS 
The  geriatric  evaluation  team  seeks  to  place  the  elderly  pa- 
tient within  a broader  context  than  does  traditional  medicine 
which  focuses  on  specific  diseases;  the  team  focuses  on  pa- 
tient function  and  emphasizes  the  role  of  individuals  or 
factors  other  than  the  physician  that  affect  the  patient’s  well- 
being (20,21 ).  However,  a careful  review  of  diagnoses  and 
treatment  is  a very  important  part  of  the  assessment  process 
because  the  discovery  of  significant  treatable  illnesses  is  an- 
other enhancement  of  patient  care  reported  by  geriatric 
evaluation  teams  (15,10).  In  an  acute  care  hospital  setting, 
patients  were  evaluated  and  treated  on  a regular  ward  before 
transfer  to  the  geriatric  evaluation  unit.  An  average  of  four 
important  and  treatable  illnesses  per  patient,  not  recognized 
before  transfer,  was  uncovered  by  the  team,  and  at  least  one 
new  diagnosis  per  patient  was  considered  to  be  of  major  sig- 
nificance (10).  A geriatric  evaluation  team  operating  within  a 
rehabilitation  hospital  obtained  similar  results  (15).  This  re- 
sult is  especially  remarkable  because  it  occurred  at  an 
institution  where  evaluation  and  care  for  all  patients  was  ac- 
complished by  a multidisciplinary  team  approach. 

Geriatric  evaluation  teams  also  have  reported  that  they 
have  been  able  to  prescribe  fewer  medications  and  simplify 
drug  regimens  while  enlarging  the  list  of  known  diagnoses 
(15,10,17).  Rubenstein  was  able  to  reduce  the  number  of 
prescribed  drugs  by  20%  and  the  number  of  daily  doses  by 
43%  (10). 

DECREASED  LENGTH  OF  STAY 

Decreased  length  of  stay  was  an  initial  goal  of  the  early  geri- 
atric evaluation  teams  in  England  (6,7)  and  has  been  one  of 
the  results  of  team  care  in  Canada  (9)  and  the  United  States 
(22).  Outpatient  supervision  of  care  enabled  one  geriatric 
team  to  discharge  patients  significantly  sooner  from  the  hos- 
pital while  maintaining  improved  patient  function  (9).  The 
team  was  also  often  able  to  use  a day  care  hospital  under  its 
auspices  as  an  effective  alternative  to  hospital  admission. 
Continued  team  supervision  or  effective  liaison  with  commu- 
nity service  providers,  such  as  home  health  care  agencies, 
seems  important  to  prevent  re-hospitalization  of  the  frail  el- 
derly (14). 

COST  EFFECTIVENESS 

Geriatric  evaluation  teams  have  also  been  successful  in  con- 
serving health  care  dollars.  In  a randomized  study,  Oktay  and 
Volland  (23)  compared  the  cost  of  home  and  nursing  home 
care.  Home  care  was  20%  less  costly.  A 20-month  survey  by 
a team  in  New  York  found  that  non-nursing  home  care  was  in 
all  cases  less  costly  than  institutionalization  (16).  For  pa- 
tients pre-determined  to  be  ready  for  nursing  home  place- 
ment, the  rehabilitative  work  of  a geriatric  team  to  keep  the 
patients  in  their  homes  more  than  paid  for  itself  compared  to 
the  nursing  home  care  alternative  (1 7),  and  the  care  of  even 
severely  disabled  patients  in  their  homes  was  a cost-effective 
maneuver  (24). 

EDUCATIONAL  VALUE 

Finally,  the  geriatric  evaluation  team  can  serve  as  a source  of 
experience  and  information  for  physicians  and  other  health 
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care  personnel.  The  Executive  Council  of  American  Medical 
Colleges  has  recognized  the  value  of  the  team  approach  and 
the  importance  of  training  physicians  to  assume  leadership 
of  the  geriatric  health  care  team  (25).  Other  writers  also  have 
recognized  the  educational  value  of  the  geriatric  evaluation 
team  (5,26). 

Proper  selection  of  patients 

In  all  instances,  proper  selection  of  patients  for  specialized 
geriatric  team  care  is  essential  (1 ,9,10).  Failure  to  properly 
select  patients  probably  achieves  results  not  superior  to  stan- 
dard care  (27).  Rubenstein's  geriatric  evaluation  unit  is  a 
paradigm  of  a team  functioning  in  an  acute  care  hospital  (1 ). 
In  general,  admission  to  this  unit  requires  that  a patient  be  65 
years  of  age  or  older  and  have  psychological,  medical,  func- 
tional, or  social  problems  that  interfere  with  discharge.  The 
program  excludes  patients  who  have  terminal  illnesses  or 
well  documented  irreversible  advanced  dementia  but  who 
have  no  significant  social  or  family  support  that  would  allow 
for  home  care.  Rubenstein  observed  that  patients  fall  into  the 
following  categories  as  a result  of  his  team’s  consultative 
evaluation:  55%  of  the  elderly  patients  surveyed  were  too 
healthy  to  benefit  from  transfer  to  the  geriatric  evaluation  unit 
and  were  discharged  fully  recovered  from  their  illness;  10% 
of  the  patients  died  of  their  acute  illness;  1 5%  remained  too  ill 
or  had  too  poor  a prognosis  for  transfer  to  the  special  unit; 
ultimately  20%  of  the  patients  evaluated  were  thought  likely 
to  benefit  from  transfer  to  the  geriatric  evaluation  unit.  He  is 
preparing  for  publication  a rigidly  controlled  prospective  ran- 
domized study  assessing  the  improvement  associated  with 
treatment  on  the  geriatric  evaluation  unit  over  a period  of 
time  (10,1 1 ,28).  The  predictive  analysis  portion  of  that  study 
has  just  been  published  (28).  In  addition  to  three  more  years 
of  descriptive  data  confirming  his  earlier  report  (1 0),  he 
presents  criteria  to  better  distinguish  in  advance  those  pa- 
tients most  likely  to  benefit  from  the  geriatric  unit  (28). 
Patients  were  placed  in  one  of  three  diagnostic  categories 
according  to  the  main  problem:  “medical,”  if  a chronic  or  un- 
stable medical  problem  was  preventing  discharge  (eg,  heart 
failure  or  advanced  lung  disease);  “rehabilitation,’’  if  the  pa- 
tient was  medically  stable  but  needed  extensive  rehabilitation 
following  surgery,  stroke,  or  myocardial  infarction;  “geriatric,” 
for  patients  whose  primary  problem  was  a common  geriatric 
one  such  as  dementia,  depression,  falls,  incontinence,  pos- 
tural instability,  or  gait  disorders.  The  “geriatric”  group  also 
comprised  patients  not  included  in  the  first  two  categories. 
Rubenstein’s  study  demonstrated  that  patients  in  the  “re- 
habilitation" or  “geriatric”  categories  were  most  likely  to 
benefit  from  care  by  the  geriatric  evaluation  unit.  He  based 
this  conclusion  on  several  factors,  including  patients’  im- 
proved functional  status,  reduced  medication,  and  most 
favorable  discharge  location.  Patients  least  likely  to  benefit 
were  those  classified  as  “medical.” 

Even  when  patients  are  not  selected  for  special  treatment, 
the  advice  of  a geriatric  evaluation  team  may  be  helpful  to 
patients,  families,  and  the  health  care  professionals  who  will 
be  responsible  for  ongoing  care  (10).  Favorable  reports  have 
been  noted  by  a geriatric  evaluation  team  acting  purely  in  a 
consultative  capacity  at  a university  hospital  (14)  and  by 


another  operating  a special  nursing  unit  where  patients  re- 
mained under  the  primary  care  of  the  admitting  physician 
(22).  A geriatric  evaluation  consultation  team  at  an  academic 
teaching  hospital  has  benefited  the  elderly  patients  at  their 
institution  by  defining  unappreciated  diagnoses  and  focusing 
recommendations  on  treatable  problems  which  could  im- 
prove self-care.  For  example,  the  team  adjusted  medications 
for  62%  of  patients,  addressed  psychiatric  disorders  in  59%, 
and  treated  malnutrition  in  30%  (29).  The  team  found  inten- 
sive rehabilitation  programs  for  elderly  patients  to  be 
particularly  powerful  therapy.  Before  the  team  was  estab- 
lished, however,  these  patients  ordinarily  would  not  have 
been  considered  for  intensive  rehabilitation  therapy  because 
they  had  not  had  surgery  or  stroke.  The  team  managed  to 
reroute  51%  of  patients  earmarked  for  nursing  homes  to 
more  favorable  levels  of  care. 

The  Methodist  Hospital  geriatric  evaluation  team 

A geriatric  evaluation  team  has  recently  been  established  as 
a pilot  project  at  The  Methodist  Hospital,  a 1 ,200-bed  general 
hospital  located  in  the  Texas  Medical  Center  in  Houston  and 
affiliated  with  Baylor  College  of  Medicine. 

The  geriatric  team  consists  of  a staff  internist  who  spe- 
cializes in  geriatric  medicine  and  who  acts  as  team  director. 
He  makes  daily  rounds  with  a medical  social  worker  and  a 
nurse  specialist  in  geriatrics.  This  core  team  meets  on  a 
regular  basis  with  the  full  geriatric  team,  which  includes 
Methodist  Hospital  staff  and  personnel  from  the  departments 
of  psychiatry,  psychology,  physical  medicine  and  rehabili- 
tation, nursing  service,  social  service,  speech  pathology, 
dietary,  pharmacy,  nutritional  support  service,  and  utilization 
review.  The  team  acts  in  a consultative  capacity  for  physi- 
cians on  the  medical  staff  who  have  elderly  patients  that 
might  benefit  from  team  evaluation.  The  patient  remains  un- 
der the  primary  care  of  the  referring  physician.  The  team’s 
immediate  goals  are  to  gauge  the  patient’s  functional  abili- 
ties; to  consolidate  problems  and  formulate  solutions;  to  plan 
for  specialized  living  arrangements,  individual  and  family 
counseling,  rehabilitation,  and  nursing  needs;  and  to  educate 
other  health  care  professionals.  Furthermore,  the  team  at- 
tempts to  modify  the  trajectory  of  chronic  illness  in  order  to 
mitigate  against  re-hospitalization  or  institutionalization,  and 
thus  to  contain  costs  and  ensure  care  for  the  aging  that  will 
enable  them  to  achieve  and  maintain  maximum  dignity.  In 
cases  where  ongoing  team  supervision  is  considered  desir- 
able, evaluation  and  discharge  planning  is  a continuing 
process  that  reflects  changes  in  the  patient  as  treatment 
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progresses.  Situations  in  which  the  team  is  most  likely  to  be 
of  benefit  are  felt  to  be  similar  to  those  described  earlier  by 
Rubenstein  (10,28). 

Conclusion 

Walter  Bortz,  MD,  immediate  past  president  of  the  American 
Geriatric  Society,  described  the  caretaker’s  role  this  way:  "It 
is  a sacred  task  to  assume  the  role  of  caretaker  of  life’s  fur- 
thest reaches.  . . We  know  that  a hip  fracture  is  not  just  a 
broken  bone  that  needs  tending.  It  is  the  transportation  re- 
quirements so  that  rehabilitation  can  take  place,  it  is  the 
paramedical  assistance  needed,  it  is  the  nutritional  support 
required,  and  ultimately  it  is  the  financial  components,  which 
can  often  dominate  the  rest  of  the  care  situation.  It  is  a gross 
vanity  to  construct  the  idealized  response  to  a given  scientific 
challenge  when  the  other  components  are  incomplete”  (20). 
This  new,  broadened  approach  changed  the  geriatric  ward 
from  a low-morale,  pessimistic  caretaker  environment  to  one 
of  active  treatment,  rehabilitation,  and  early  discharge 
(15,30). 

The  urgency  of  devising  new  means  to  address  the  prob- 
lems of  an  aging  population  was  emphasized  by  Dr  William 
Butler  when  he  became  chairman  of  the  Mt  Sinai  Medical 
School  geriatrics  department,  the  first  established  in  the 
United  States.  He  said  in  his  investiture  speech:  . . How- 
ever painful  it  may  be  to  call  on  the  country  and  its  institutions 
to  be  actively  concerned  with  something  as  uncomfortable  as 
the  psychology,  dynamics,  and  fears  of  aging,  it  would  be  a 
greater  disservice,  in  fact  a real  danger  to  put  off  the  chal- 
lenge. . .There  are  generations  at  risk.  The  post-World  War 
baby  boomers — now  70  million  strong — will  crest  in  the 
years  2020  to  2030,  when  one  out  of  every  five  Americans 
will  be  over  65.  It  won’t  do  much  good  to  start  departments  of 
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Cytology  reports:  are 
the  “Pap”  classes 
outdated? 

Many  laboratories  employ  the  numerical  Papanicolaou 
classification  in  their  cytology  reports  despite  its  inher- 
ent major  shortcomings.  These  shortcomings  include  a 
lack  of  uniformity  of  meaning  of  the  different  classes 
from  laboratory  to  laboratory,  and  failure  of  the  classifi- 
cation to  accommodate  the  very  common  female  geni- 
tal tract  condylomas.  This  article,  directed  to  the 
clinical  readership,  summarizes  the  major  arguments 
for  altogether  discarding  the  Papanicolaou  classifica- 
tion in  favor  of  specific  histopathologic  terminology. 


Many  cytopathology  laboratories  in  Texas  (and,  no  doubt, 
elsewhere)  utilize  the  Papanicolaou  classification  in  their  re- 
ports despite  certain  major  pitfalls  entailed  in  its  use.  Our 
experience  has  been  that  this  practice  does  not  stem  from 
pathologists'  conviction  of  the  system's  merit,  but  rather 
from  their  reluctance  to  upset  clinical  colleagues,  many  of 
whom  have  grown  comfortable  with  the  “Pap"  classification 
over  the  decades.  Many  clinicians  use  the  classification  sys- 
tem as  a reference  point  when  planning  therapy  or  patient 
follow-up,  and  it  is  a firm  favorite  with  doctors'  secretaries, 
who  find  it  useful  for  filing  patient  data. 

Unfortunately,  however,  the  pitfalls  inherent  in  the  use  of 
the  classification  are  very  real  indeed  and  have,  since  the 
early  1960s,  elicited  vehement  criticism  from  authoritative 
ranks.  Thus,  leading  cytopathologists  such  as  Frost,  Koss, 
Wied,  Reagan,  and  Melamed  have  urged  the  complete 
elimination  of  the  Papanicolaou  classification  system  for 
reporting  and  its  replacement  by  specific  histopathology  ter- 
minology (1  -6).  They  point  out  that  the  potential  of  the 
simple  class  system  has  long  since  been  eclipsed  by  more 
recent  cytologic  advances.  James  Reagan,  a former  presi- 
dent of  the  American  Society  of  Cytology,  observed  that  “as 
is  true  of  other  languages,  this  one  is  disintegrating  and  we 
can  no  longer  communicate  effectively  by  means  of  this  ap- 
proach" (4).  Schumann  and  Colon,  in  their  recently  pub- 
lished monograph  The  Clinician's  Guide  to  Diagnostic 
Cytology , label  the  Papanicolaou  classification  as  "out- 
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dated";  among  the  questions  they  include  in  a table  headed 
“How  to  Choose  a Cytopathology  Laboratory:  Checklist  for 
the  Clinician"  is  one  pertaining  to  whether  findings  are  re- 
ported “in  the  current  language  of  the  field"  (7). 

The  views  of  these  authorities  have  been  echoed  by 
certain  major  cytology  organizations.  In  1967,  authors  of  pa- 
pers submitted  to  Acta  Cytologica , the  official  publication  of 
The  American  Society  of  Cytology,  were  requested  to  omit 
all  reference  to  “Pap"  classes  (8).  Another  body  to  shortly 
follow  suit  was  the  World  Health  Organization  International 
Reference  Centre  for  Nomenclature  in  Cytology,  established 
in  1968.  One  of  the  earliest  decisions  taken  by  this  group 
was  to  use  diagnostic  terms  rather  than  Papanicolaou’s  nu- 
merical classification  (9).  The  Terminology  Committee  of  the 
International  Academy  of  Cytology  approved  the  WHO  no- 
menclature at  their  meeting  in  1970  (9). 

The  reasons  why  the  use  of  the  Papanicolaou  classifica- 
tion should  be  discontinued  are  indeed  compelling.  Until 
now,  most  of  the  arguments  which  advocate  discarding  the 
classification  have  appeared  in  journals  read  mainly  by  pa- 
thologists. It  is  perhaps  timely,  therefore,  to  summarize  this 
information  for  clinicians  so  that,  through  an  appreciation  of 
the  shortcomings  of  the  Papanicolaou  classification,  they 
will  also  urge  discontinuance  of  its  use  by  the  laboratories 
they  patronize. 

There  are  at  least  five  major  arguments  against  the  use  of 
the  Papanicolaou  classification  system.  First,  George  N. 
Papanicolaou,  MD,  never  intended  his  classification  to  be 
used  routinely  as  a reporting  system  outside  his  own  labo- 
ratory. Dr  Papanicolaou,  considered  the  father  of  modern 
cytology,  died  in  1962  following  a long  and  brilliant  career 
during  which  he  pioneered  the  use  of  cytology  screening  for 
cancer  of  the  cervix.  His  own  cytology  reports  consisted  of 
a description  of  his  findings  and,  when  possible,  included  a 
suggested  histologic  diagnosis.  Around  1945  he  designed 
the  numerical  classification  system  that  bears  his  name.  It 
represented  an  attempt  to  designate  as  precisely  as  pos- 
sible the  degree  of  suspicion  he  felt  as  to  the  presence  of 
malignant  change  (10). 

The  classification  never  was  intended  to  be  used  as  the 
sole  constituent  of  a cytology  report,  but  was  designed  by  Dr 
Papanicolaou  to  facilitate  intralaboratory  communication, 
and  for  his  investigation,  retrieval,  and  analysis  (1,10). 
Although  the  classification  was  designed  primarily  for  his  per- 
sonal use,  Dr  Papanicolaou  included  it  in  the  text  of  his  Atlas 
of  Exfoliative  Cytology , which  appeared  in  1954.  Employing 
Roman  numerals,  the  classification  system  divided  all 
smears — gynecologic  as  well  as  non-gynecologic — into  one 
of  five  classes,  the  exact  wording  of  which  follows  (11):  Class 
I,  absence  of  atypical  or  abnormal  cells;  Class  II,  atypical 
cytology  but  no  evidence  of  malignancy;  Class  III,  cytology 
suggestive  of,  but  not  conclusive  for,  malignancy;  Class  IV, 
cytology  strongly  suggestive  of  malignancy;  Class  V,  cytol- 
ogy conclusive  for  malignancy. 

In  the  late  1940s,  before  this  classification  had  appeared  in 
print,  Dr  Papanicolaou  began  teaching  a number  of  short 
courses  in  cytology.  In  order  to  curtail  the  clerical  work 
involved  in  compiling  the  teaching  sets,  the  cards  which  ac- 
companied the  slides  often  bore  only  the  Roman  numeral  for 
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the  appropriate  class.  It  is  easy  to  see  how  some  students 
misinterpreted  this  and,  upon  returning  to  their  own  laborato- 
ries, adopted  it  for  use  as  an  “accepted"  reporting  method 
(1 0).  The  quick  embracement  of  this  over-simplified  coding 
system  by  both  gynecologists  and  pathologists  was  not  un- 
expected in  the  early  wilderness  days  of  cytopathology. 

The  cytopathologists  at  Dr  Papanicolaou's  own  laboratory 
condemned  this  new  practice  (dubbed  “the  numbers  game" 
by  some  authors)  (10,12)  as  unscientific,  too  readily  used  as 
a shield  for  inadequately  trained  personnel,  and  open  to  mis- 
interpretation by  the  recipient  of  the  report  (10).  Sedlis  and 
Stone  voiced  concern  that  "to  the  clinician,  the  numerical 
classification  may  create  a mistaken  impression  that  the 
numbers  represent  exact  values,  such  as  white  cell  counts  or 
blood  sugar  levels"  (13).  Seybolt,  from  Dr  Papanicolaou’s 
laboratory,  acknowledged  the  danger  of  even  appending  a 
numerical  class  to  a narrative  report,  since  a hasty  reader 
may  skip  over  the  more  important  written  description  (10). 

A second  major  argument  against  use  of  the  Papanicolaou 
classification  is  lack  of  uniformity  regarding  the  meaning  of 
the  Papanicolaou  classes.  Papanicolaou’s  classification  was 
termed  “confusing"  by  a significant  number  of  participants  in 
an  international  survey  published  as  long  ago  as  1958  (14). 
The  classification  has  been  modified  and  redefined  so  often 
that  the  original  meaning,  unless  specifically  stated,  has  be- 
come hopelessly  muddled  (2,5,15).  There  is  fair  uniformity  of 
understanding  regarding  the  meanings  of  classes  I and  V 
but,  beyond  that,  interpretations  become  widely  divergent 
and  even  contradictory.  If  nothing  else,  the  system  tends  to 
become  bulky.  Wied  (3),  for  example,  lists  five  differing  inter- 
pretations of  class  III: 

a.  Inconclusive.  I do  not  know,  or  send  more  material. 

b.  Suspicious.  Dysplasia  or  carcinoma  in  situ,  or  poor  but 
suspect  material.  (Dr  Papanicolaou  ultimately  included  this 
meaning  under  his  class  III.) 

c.  Suspicious.  Class  Ilia — nonmalignant  alterations,  re- 
peat smears;  class  lllb — probably  malignant,  repeat  smears. 

d.  Suspicious.  Class  Ilia — apparently  dysplasia;  class 
lllb — apparently  carcinoma  in  situ;  class  lllc — possibly  in- 
vasive, but  poor  material. 

e.  Suspicious.  Dysplasia  or  carcinoma  in  situ,  but  not 
invasive. 

The  imaginary  dividing  line  between  cellular  changes 
called  “probably  malignant"  or  “probably  benign”  thus  cuts 
right  through  the  middle  of  class  III.  A cytopathologist  would 
nearly  always  be  correct  if  he  labeled  as  class  III  (without 
subgrouping)  an  alteration  which  could  turn  out  to  be  derived 
from  either  a benign  or  malignant  epithelium!  Even  more  con- 
fusing is  the  use  by  some  experts  of  both  classes  IV  and  V to 
denote  invasive  carcinoma,  whereas  others  report  “class 
IVa”  when  they  mean  “apparently  carcinoma  in  situ,”  and 
“class  IVb  or  V"  for  “apparently  invasive”  (3). 

We  admit  that  the  numbering  system  may  have  merit  when 
an  understanding  exists  between  laboratory  and  client  as  to 
the  definition  of  each  class.  However,  this  understanding 
evaporates  when  reports  are  released  to  other  institutions, 
laboratories,  or  physicians,  or  when  used  as  statistics  for  col- 
lation, research,  and  publication  (3,15).  For  example,  only 
0.2%  of  patients  with  class  II  cytology  in  Lyons’  series  even- 


tually developed  “positive”  smears,  as  compared  with  5.8% 
of  patients  in  Slate’s  series;  this  wide  discrepancy  prompted 
Lyons  to  remark  that  “.  . . the  first  logical  step  on  receiving  a 
class  II  smear  is  to  think,  ‘Whose  class  II  are  you?’”(1 6) 

A third  important  argument  is  that  the  Papanicolaou  classi- 
fication is  too  restrictive  for  routine  use.  The  restrictive  nature 
of  the  classification  becomes  apparent  when  one  considers 
its  original  intent  and  wording.  The  classification  is  phrased  in 
terms  of  normal  versus  malignant,  with  room  in  the  middle  for 
cellular  changes  producing  uncertainty  in  the  mind  of  the 
microscopist  and  couched  in  equally  vague  terms  (eg,  “atypi- 
cal,” or  “suggestive  of  malignancy”).  This  tentative,  hedging 
approach  is  out  of  keeping  with  the  complexity  and  sophis- 
tication of  modern  cytodiagnosis.  Certain  important  entities 
that  have  come  to  be  recognized  during  the  post- 
Papanicolaou  era  are  especially  hard  to  fit  into  this  narrow 
frame  of  reference.  Chief  among  these  are  the  virus-induced 
lesions  known  as  condylomas. 

Condylomas  (most  of  which  are  of  the  “flat”  variety)  are  the 
most  common  epithelial  abnormalities  of  the  cervix  in  young 
women  (17)  and  are  at  least  twice  as  prevalent  as  cervical 
intraepithelial  neoplasia  (CIN)  (18).  They  produce  profound, 
even  bizarre,  cellular  changes  and  (although  “benign"  of 
their  own  accord)  predispose  to,  and  are  often  accompanied 
by,  CIN  (19).  Condylomas  require  fairly  aggressive  manage- 
ment (17)  and  their  inclusion  under  class  II  would  send  mis- 
leading signals  to  clinicians.  In  any  event,  why  append  the 
vague  designation  “atypical”  to  an  entity  with  an  interna- 
tionally accepted  name?  To  assign  them  to  a class  higher 
than  II  would  also  make  little  sense,  as  condylomas  are  nei- 
ther "suggestive  of  malignancy”  nor  malignant!  Since 
condylomas  are  such  common  and  important  lesions,  their 
failure  to  fit  into  the  Papanicolaou  classification  must  be  seen 
as  a glaring  shortcoming  of  this  system. 

Yet  another  key  argument  against  the  Papanicolaou  classi- 
fication is  that  it  lends  itself  to  use  as  a cover  for  ignorance. 
The  classification  may  be  used  by  some  who  would  eschew 
descriptive  reports,  since  the  use  of  specific  histopathologic 
terminology  requires  specialized  knowledge  and  training;  a 
certain  degree  of  inexperience  can  be  concealed  by  using 
the  abbreviated  "Pap”  system  (4).  The  classes,  writes  Koss, 
have  become  “the  repository  of  ignorance  and  the  shield  of 
the  weak”  (2).  Frost  worries  about  a potentially  more  sinister 
implication,  ie,  that  it  gives  protection  to  unscrupulous  and  ill- 
trained  individuals,  medical  and  nonmedical,  by  allowing 
them  to  practice  medicine  within  the  framework  of  the  law  (1 ). 
McLennan  (in  California)  observes  "an  appalling  lack  of  reg- 
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ulation.  . .It  is  obvious  that  any  person  who  feels  capable  and 
courageous  enough  to  make  a cytologic  diagnosis  may  do 
so,  for  a fee.  This  sort  of  freelance  cytologist  creates  confu- 
sion and  an  excessively  high  incidence  of  invalid  reports” 
(16). 

A further  problem  is  that  important  details  and  nuances  are 
lost  by  use  of  a simple  numbering  system.  Wied  notes  that 
"we  should  decide  whether  diagnostic  cytology  shall  be  a 
screening  test  which  could  be  learned  in  vocational  school  or 
be  a part  of  the  practice  of  medicine,  in  the  latter  case  there 
could  be  no  reason  why  the  cytopathologist  should  not  use 
nomenclature  for  the  cytologic  findings  which  is  compatible 
with  the  expected  disease  category”  (3). 

Finally,  it  may  be  argued,  the  Papanicolaou  classification  is 
unnecessary.  As  a reporting  system,  the  Papanicolaou  clas- 
sification has  been  labeled  "timid”  by  Rosai  (20).  Highly 
specific  and  internationally  accepted  terminology  makes  an 
alternative  system  redundant.  There  are  the  Systematized 
Nomenclature  of  Pathology  (SNOP)  (21 ),  SNOMED  (22), 
and  the  World  Health  Organization  International  Histological 
Classification  of  Tumours  (9).  The  SNOP  (4)  and  SNOMED 
systems  are  readily  adaptable  to  computer  storage  and  re- 
trieval. For  emphasis,  we  quote  a part  of  Frost’s  strongly 
worded  plea  for  the  use  of  specific  histopathology  nomen- 
clature: "We  have  an  excellent  system  of  nomenclature  in 
medicine  and  pathology  today.  Why  should  we  not  use  it  in 
cytopathology?  The  recently  published  Systematized  No- 
menclature of  Pathology  (SNOP)  is  available  for  general  use. 
Properly  distributed  throughout  its  entire  contents  are  terms 
applicable  to  cytologic  diagnoses.  . . It  must  be  used.  . .in 
our  reports  if  it  is  to  expose  the  charlatans  who  hide  under 
the  “numbers  game."  If  the  patient  has  “squamous  cell  car- 
cinoma,” use  that  nomenclature,  not  the  crutch  of  "five”  or 
"positive”  (1). 

Elimination  of  the  use  of  Papanicolaou  classes  in  favor  of 
standard  histologic  terminology  eliminates  the  need  for  two 
nomenclatures— one  for  cytology,  and  one  for  histology  (23). 

In  conclusion,  we  believe  that  the  Papanicolaou  classifica- 
tion has  long  since  outlived  its  usefulness.  We  thus  join  those 
pathologists  who  for  almost  a quarter  century  have  urged  the 
elimination  of  Papanicolaou  classes  from  cytology  reports. 
We  extend  this  appeal  to  our  clinical  colleagues  whose  pa- 
tients will  be  better  served  by  the  sole  use  of  modern 
histopathologic  terminology  in  their  reports,  affording  greater 
reproducibility  and  less  risk  of  ambiguity. 
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Fragmentation  of 
subclavian  catheter 
during  insertion 

The  insertion  of  a subclavian  venous  catheter  is  associ- 
ated with  a variety  of  complications,  but  our  report  of 
catheter  fragmentation  resulting  from  attempted  re- 
moval of  a damaged  guide  wire  may  be  the  first  of  its 
kind.  We  had  inserted  the  catheter  to  monitor  a patient’s 


central  venous  pressure  and  were  attempting  to  remove 
the  guide  wire  when  the  catheter  broke.  After  removal  of 
the  catheter,  we  discovered  that  a barb  at  the  end  of  the 
wire  was  the  probable  cause  of  the  accident.  Careful  ex- 
amination of  the  catheter  and  guide  wire  before  insertion 
is  one  standard  measure  that  may  prevent  similar  prob- 
lems. Insertion  of  a catheter  without  a guide  wire  would 
also  prevent  the  problem  we  have  described,  but  would 
make  catheter  insertion  more  difficult.  In  the  instance  we 
have  described,  the  use  of  the  guide  wire  prevented 
catheter  embolization. 


7.  Fragmented  catheter  coiled  in  right  subclavian  vein.  Note  that  guide  wire 
is  still  in  place. 
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The  insertion  of  a subclavian  venous  catheter  is  associated 
with  a variety  of  known  complications.  The  complications 
most  commonly  alluded  to  are:  sepsis  (1 ),  catheter  emboliza- 
tion (2),  pneumothorax,  hemothorax,  venous  thrombosis  of 
vena  cava  or  jugular  vein  (3),  catheter  migration  (4),  and  air 
embolism.  Immediate  removal  of  catheter  is  indicated  in  most 
cases.  This  report  is  perhaps  the  first  account  of  catheter 
fragmentation  apparently  resulting  from  removal  of  a dam- 
aged guide  wire. 

Case  Report 

A 19-year-old  woman  was  hospitalized  forevaluation  of  up- 
per gastrointestinal  hemorrhage.  After  her  condition  was 
initially  evaluated  and  stabilized,  we  prepared  to  insert  a sub- 
clavian venous  catheter  to  monitor  her  central  venous  pres- 
sure. Using  techniques  described  by  Willmore  and  Dudrick 
(5),  Borja  and  Ainslow  (6),  and  Megal  (7),  we  inserted  a 10 
cm,  18  gauge  catheter  (Intracath,  C.R.  Bard,  Inc)  without 
difficulty,  placed  a small  clamp  on  the  needle  hub  for  sta- 
bilization, and  began  to  withdraw  the  wire.  When  only  3 cm  of 
the  wire  had  been  withdrawn,  however,  it  began  to  resist  fur- 
ther removal.  We  stopped  our  attempt  to  remove  the  catheter 
and  requested  a chest  roentgenogram  (Fig  1). 

Next  we  examined  the  wound  created  by  the  catheter  and 
then  removed  the  entire  catheter  without  further  difficulty  (Fig 
2).  The  proximal  end  of  the  catheter  was  fragmented,  and 
there  was  a slight  barb  at  the  end  of  the  guide  wire. 


2.  Catheter  after  removal.  Note  fragmented  proximal  end 
with  guide  wire  in  place. 


Comments 

The  common  complications  of  subclavian  venous  catheter 
insertion  are  well  documented.  Catheter  migration  and  em- 
bolization are  among  the  complications  discussed  in  the 
literature,  but  this  report  is  apparently  the  first  account  to  de- 
tail fragmentation  of  an  in-place  subclavian  venous  catheter. 

We  saw  no  defects  in  the  catheter  during  our  pre-insertion 
inspection  of  it  and  thus  cannot  explain  the  barb  in  the 
guide  wire.  It  appears  that  the  catheter  was  damaged  when  it 
"bunched  up”  against  the  barb. 

A thorough  examination  of  the  catheter  and  guide  wire  is  a 
standard  precaution  that  might  prevent  such  a complication 
in  some  instances.  Not  using  the  guide  wire  at  all  is  another 
way  to  prevent  similar  breaking  of  a catheter,  but  this  would 
make  insertion  and  placement  quite  difficult.  In  the  case  we 
have  reported,  the  guide  wire  prevented  catheter 
embolization. 
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Coast  resort  condominiums.  Pre-construction  prices  are  well  below 
current  appraisals  and  decisively  competitive.  Completion  is  scheduled 
for  June  of  1986. 

A $2,500  refundable  deposit  will  hold  a unit  at  the  pre-construction 
price.  Letters  of  credit  for  10%  of  purchase  price  are  also  accepted  in 
lieu  of  cash  deposit.  90%  financing  through  Home  Savings  and  Loan 
(Lufkin)  for  a 25-year  term  is  guaranteed  to  qualified  buyers  at  a cost 
of  one  percent  at  closing.  If  application  cannot  be  approved,  deposit 
or  letter  of  credit  will  be  returned  without  obligation. 


Visit  our  preview  center 
and  furnished  model  or  call 

409-737-2240 

713-486-8480 

12221  San  Luis  Pass  Hwy 
(FM  3005) 

Galveston,  Texas  77551 
Open  1 p.m.-5  p.m.  M-F; 
10  a.m.-6  p.m.  weekends. 


19  dramatic  floorplans  available  from  $150,000  to  $1,000,000. 


Sydney  L.  Bonnick,  MD 

Sydney  L.  Bonnick,  MD,  Regional  Medical  Advisor,  Office  of  Workers'  Com- 
pensation Programs,  Room  100,  555  Griffin  Square  Bldg,  Dallas,  TX  75202, 


Federal  workers’ 
disability  program  and 
the  private  physician 

Since  the  early  part  of  this  century  the  federal  government 
has  administered  programs  to  provide  compensation  for  in- 
jured federal  workers.  Federal  civilian  employees  are  insured 
under  the  Federal  Employees  Compensation  Act  (FECA). 
This  program  is  administered  by  the  Office  of  Workers’  Com- 
pensation Programs  (OWCP)  in  the  Employment  Standards 
Administration  of  the  Department  of  Labor.  The  OWCP  also 
administers  other  federal  programs  such  as  the  Black  Lung 
Program  and  the  Longshoremen’s  and  Harbor  Workers'  Act. 

Workers’  compensation  insurance  was  originally  intended 
as  an  equitable  replacement  for  the  right  of  redress  for  an  on- 
the-job  injury.  Workers'  compensation  is  a no-fault,  non- 
adversarial  system  under  the  FECA  program.  FECA  was 
originally  enacted  in  1 91 6 by  Congress  during  the  presidency 
of  Theodore  Roosevelt.  The  Act  has  been  amended  in  1949, 
1966  and  1974.  These  amendments  have  increased  benefits 
and  have  addressed  cost-of-living  increases.  The  1974 
amendments  instituted  a continuation  of  pay  clause  for  the 
traumatically  injured  worker  which  provided  for  45  days  of 
regular  salary  after  the  injury  to  insure  that  the  worker  was 
not  without  funds  while  a claim  was  being  processed. 

Linder  the  current  provisions  of  the  act,  traumatic  injuries 
or  medical  illnesses  which  occur  as  a result  of  federal  oc- 
cupations are  insured.  A worker  is  entitled  to  66.6%  of  the 
gross  salary,  non-taxable,  if  the  worker  has  no  dependents 
for  the  period  of  total  disability;  75%  of  the  gross  salary,  non- 
taxable,  if  the  worker  has  dependents  for  the  period  of  total 
disability;  reimbursement  for  100%  of  all  medical  and  sur- 
gical bills  including  prescriptions  related  to  the  specific  illness 
or  injury;  reimbursement  for  travel  expenses  to  receive  treat- 
ment related  to  the  injury;  initital  free  choice  of  his  or  her 
treating  physician;  an  allowance  for  an  attendant  in  the  home 
if  medically  necessary;  vocational  rehabilitation  services;  fu- 
neral allowance  in  the  event  of  death;  66.6%  or  75%  of  the 
loss  of  wage  earning  capacity  as  a result  of  permanent  par- 
tial disability;  specific  dollar  awards  for  loss  of  function  of 
members  of  the  body  in  addition  to  compensation  payments 
for  loss  of  salary. 

There  is  no  time  limit  or  maximum  dollar  amount  applied  to 
reimbursable  expenses  under  the  FECA  program. 

The  FECA  program  covers  only  those  injuries  and  ill- 
nesses which  are  either  caused  or  aggravated  by  the 
worker’s  federal  occupation.  In  determining  disability  for  com- 
pensation purposes,  only  the  federally  caused  or  aggravated 
illness  is  considered. 


To  be  fair  and  accurate  in  determining  disability  and  its  re- 
lationship to  a federal  occupation,  the  OWCP  requires  the 
assistance  of  community-based  physicians.  An  injured 
worker  may  seek  treatment  from  any  physician.  Reports  from 
that  physician  and  the  worker  are  then  the  basis  for  OWCP's 
decision  as  to  whether  the  injury  or  illness  was  caused  by  the 
extent  and  duration  of  the  resulting  disability.  If  the  reports 
are  incomplete  or  seem  to  be  contradictory  to  those  of  the 
claims  examiner  or  the  district  medical  advisor,  then  OWCP 
may,  at  the  expense  of  the  OWCP,  send  the  patient  for  an 
independent  medical  examination.  The  patient’s  medical  rec- 
ords may  also  be  sent  for  review  by  a specialist  to  obtain 
clarification  of  certain  issues.  These  physicians  must  be 
board  certified  in  their  specialty.  They  are  chosen  from  a list- 
ing of  qualified  physicians  who  have  expressed  an  interest  in 
working  with  OWCP  on  a rotational  basis.  OWCP  does  not 
have  fee  schedules  for  these  services.  Physicians  are  reim- 
bursed at  their  usual  and  customary  rate. 

Specific  questions  are  asked  to  consultant  physicians  such 
as:  What  is  the  current  condition  of  the  patient?  What  is  the 
diagnosis  of  the  injury  or  illness?  Was  the  illness  or  injury 
caused  by  factors  of  federal  employment,  or,  was  a pre- 
existing condition  aggravated?  Was  any  aggravation  perma- 
nent or  temporary?  If  the  aggravation  was  temporary,  when 
did  it  cease? 

These  are  crucial  issues  in  deciding  the  worker’s  claim  for 
compensation.  Examining  physicians  also  are  asked  to  com- 
plete a work  tolerance  questionnaire  to  determine  physical 
limitations  imposed  by  the  injury  or  illness.  These  are  used  to 
modify  jobs  and  for  vocational  rehabilitation  planning. 

The  FECA  program  is  a generous  one.  There  is  potential 
for  abuse,  and  abuse  does  occur.  It  is  vitally  important  that 
OWCP  have  the  cooperation  and  understanding  of  the 
community-based  physician  to  administer  the  program  fairly. 
Treating  physicians  must  understand  that  the  FECA  program 
does  not  reimburse  for  all  medical  problems,  only  those 
caused  or  aggravated  by  federal  employment.  Therefore,  the 
issue  of  causality  is  critical.  It  is  also  important  to  know  when 
the  disability  ceased  as  this  directly  affects  the  length  of  com- 
pensation. Compensation  payments  ultimately  come  from 
the  general  tax  dollar  and  therefore  impact  every  taxpayer. 

The  OWCP  needs  the  services  of  board  certified  spe- 
cialists to  perform  independent  medical  examinations  and/or 
review  case  histories.  Reports  are  then  submitted  in  writing 
to  this  office.  We  ask  that  reports  be  submitted  within  two 
weeks  after  seeing  the  patient.  If  a physician  is  interested  in 
rendering  this  service,  a curriculum  vitae  may  be  submitted 
to:  Sydney  L.  Bonnick,  MD,  Regional  Medical  Advisor,  Office 
of  Workers’  Compensation  Programs,  Room  100, 555  Griffin 
Square  Bldg,  Dallas,  TX  75202. 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Complications  of  intraocular  lenses.  A historical  and  his- 
topathological  review.  David  J.  Apple,  MD,  Nick  Mamalis, 
MD,  Katherine  Loftfield,  MD,  et  al.  Survey  of  Ophthalmology, 
Inc,  Survey  of  Ophthalmology,  vol  29,  no  1 , July-August 
1984,  pp  1 -54. 

Recent  improvements  in  intraocular  lens  (IOL)  design,  manu- 
facturing techniques,  and  surgical  techniques  have  greatly 
reduced  the  incidence  of  complications  following  implanta- 
tion, and  many  authors  now  consider  IOL  implantation  to  be 
among  the  safest  and  most  effective  major  surgical  proce- 
dures. However,  adverse  reactions  are  still  seen — some  as 
late  sequelae  of  earlier  IOL  designs  and  implantation  tech- 
niques and  some  as  sequelae  of  more  recent  implantations 
using  state-of-the-art  lenses  and  surgical  techniques.  Com- 
plications may  be  due  to  various  factors,  including  surgical 
technique,  IOL  design,  or  the  inability  of  some  eyes  with 
preexisting  disease  to  tolerate  an  implant.  The  authors  trace 
the  evolution  of  lOLs  since  Ridley's  first  implant,  summariz- 
ing the  modifications  in  lenses  and  surgical  techniques  that 
were  made  as  complications  were  recognized.  They  then 
review  the  clinical  and  histopathological  features  of  selected 
cases  from  more  than  200  lOLs  and/or  globes  removed  due 
to  lOL-related  complications  and  studied  in  the  University  of 
Utah  Ocular  Pathology  Laboratory.  It  is  hoped  that  this  re- 
view will  provide  insights  into  the  pathogenesis  of  IOL  com- 
plications, enhancing  the  current  success  of  implant  proce- 
dures and  stimulating  further  basic  and  clinical  research  in 
this  area. 


Development  of  the  adult  respiratory  distress  syn- 
drome: progressive  alteration  of  neutrophil  chemotactic 
and  secretory  processes.  Alpha  A.  Fowler,  MD,  Bernard  J. 
Fisher,  BS,  Robert  M.  Centor,  MD,  et  al.  American  Associa- 
tion of  Pathologists,  American  Journal  of  Pathology,  vol 
116,  1984,  pp  427-435. 

Chemotaxis  and  lysosomal  enzyme  release  in  peripheral 
blood  neutrophils  taken  from  patients  before,  during,  and 
after  recovery  from  the  adult  respiratory  distress  syndrome 
(ARDS)  were  studied.  This  allowed  for  correlation  of  cellular 
function  with  changes  in  a patient’s  clinical  status.  It  was 
found  that  neutrophils  from  8 of  9 patients  with  the  fully 
developed  syndrome  exhibited  a profound  depression  of 
chemotaxis  (63%  depressed,  P = 0.0001)  and  a fourfold 
evaluation  of  basal  lysosomal  enzyme  release  relative  to 


neutrophils  from  healthy  controls  (P  = 0.0001).  These  find- 
ings of  depression  of  chemotaxis  and  enhanced  basal  en- 
zyme release  were  also  detected  in  neutrophils  taken  from 
7 of  1 1 patients  in  whom  clinical  risk  factors  (eg,  sepsis, 
pneumonia)  for  the  syndrome  had  developed.  Following  res- 
olution of  the  adult  respiratory  distress  syndrome,  these 
changes  in  neutrophil  function  resolved  in  the  four  patients 
studied  during  convalescence.  Healthy  neutrophils  exposed 
to  plasma  samples  (untreated  or  zymosan-activated)  from 
control  subjects  and  patients  with  ARDS  could  not  be  distin- 
guished with  respect  to  chemotaxis  and  enzyme  secretion. 

It  is  concluded  that  patients  in  whom  ARDS  develops  show 
profound  but  reversible  changes  in  peripheral  neutrophil  ac- 
tivity which  can  be  measured  following  the  development  of  a 
clinical  predisposition  for  the  syndrome.  Further,  the  pres- 
ence of  a humoral  substance  capable  of  promoting  chemo- 
taxis or  enzyme  secretion  from  healthy  neutrophils  in  the 
untreated  plasma  of  patients  suffering  from  ARDS  was  not 
demonstrated.  This  suggests  that  alteration  of  neutrophil 
activity  measured  in  patients  with  the  fully  developed  syn- 
drome may  be  cellular  in  origin. 

Spinal  muscular  atrophy:  experience  in  diagnosis  and 
rehabilitation  management  of  60  patients.  Gloria  D.  Eng, 
MD,  Helga  Binder,  MD,  and  Barbara  Koch,  MD.  American 
Medical  Association,  Archives  of  Physical  Medicine  and 
Rehabilitation,  vol  65,  September  1984,  pp  549-553. 

Sixty  patients  with  spinal  muscular  atrophy  (SMA)  are  pre- 
sented. Although  the  life  span  with  Type  I SMA  (Werdnig- 
Hoffmann  disease)  may  be  short,  children  with  the  disease 
can  be  made  more  comfortable  with  appropriate  medical 
care  and  parental  support.  Despite  electrodiagnostic  find- 
ings which  are  not  always  pathognomonic  and  muscle  biop- 
sies which  can  be  difficult  to  interpret,  the  clinical  presenta- 
tion of  these  infants  is  so  typical  and  the  natural  course  of 
the  disease  so  predictable  that  management  can  be  tele- 
scopically designed.  In  SMA-II  (childhood)  and  SMA-III 
(Kugelberg-Welander),  electrodiagnostic  findings  and 
muscle  biopsies  are  more  definitive.  In  these  more  benign 
forms  of  SMA,  anticipatory  medical  management  focuses 
on  possible  dislocating  hips,  scoliosis,  pulmonary  compro- 
mise, and  sudden  increase  in  weakness  associated  with 
intercurrent  illness  or  prolonged  immobilization  due  to 
fractures  or  surgery.  Further  considerations  include  mainte- 
nance of  strength  and  endurance,  independence  in  self- 
care,  psychosocial,  educational,  and  vocational  endeavors. 
These  more  chronically  affected  children  are  eminently 
habilitable. 
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There  is  a Name  fo 
Quality  Psychiatric  Call 

And  Here’s  Where  Th 


itstanding  Leadership  in 
larter  Medical  Corporation. 


For  many  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modern  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Texas. 

Charter  Rio  Grande  Hospital 
6020  Springfield  Avenue 
Laredo,  Texas  78041 
(512)  722-0900 

Beds:  64 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  Child,  and  Geriatric 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Pain  Control 
and  Stress  Reduction  Clinic; 
Smoker’s  Clinic;  DWI  Education; 
Eating  Disorders 

For  further  information  about 
Charter  Rio  Grande  or  admission 
procedures,  contact: 

Medical  Director: 

Claudio  Cepeda,  M.D. 

Hospital  Administrator: 

Manuel  Ramos,  Jr. 


Charter  Plains  Hospital 
801  North  Quaker  Avenue 
Lubbock,  Texas  79499 
(806)  744-5505 

Beds:  80 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  and  Child  Psychiatric; 
Adult  and  Adolescent  Addictive 
Disease;  Eating  Disorders 

For  further  information  about 
Charter  Plains  or  admission 
procedures,  contact: 

Medical  Director: 

Joseph  L.  Black,  M.D. 

Hospital  Administrator: 

Don  C.  Morris 

Charter  Palms  Hospital 
1421  East  Jackson  Avenue 
McAllen,  Texas  78501 
(512)631-5421 

Beds:  80 

Psychiatric  Staff:  7 
Programs:  Adult,  Adolescent,  and 
Geriatric  Psychiatric;  Adult  and 
Adolescent  Addictive  Disease 

Other  Programs:  Day  Care 
Psychiatric  and  Addictive  Disease; 
and  Outpatient  Addictive  Disease 

For  further  information  about 
Charter  Palms  or  admission 
procedures,  contact: 

Medical  Directors: 

Humberto  Diaz,  M.D., 

(Adult  Psychiatry) 

Emilio  Dominguez,  M.D., 
(Adolescent  Psychiatry) 

Raul  Rodriguez,  M.D., 

(Addictive  Diseases) 

Ricardo  Schack,  M.D., 

(Geriatric  Psychiatry) 

Hospital  Administrator:  Drew  Leven 


CHARTER 

MEDICAL 

CORPORATION 


You  know  they  mean  well.  But  you  also  need  to  know  that  many 
malpractice  insurers  simply  don’t  have  The  St.  Paul’s  financial 
stability.  Assets  over  $5.3  billion.  Expertise  measured  by  more  than 
130  years  in  the  insurance  business.  Commitment  best  exemplified 
by  nearly  50  years  of  providing  insurance  to  the  medical  community. 

More  than  55,000  physicians,  over  1,550  hospitals  and  hundreds 
of  thousands  of  other  health  care  professionals  already  insure 
with  The  St.  Paul.  They  benefit  from  loss  prevention  programs 


that  work,  claims  service  that  is  second  to  none  and  the  peace  of 
mind  that  only  St.  Paul’s  experienced  staff  and  financial  resources 
can  provide. 

Call  Tim  Morse,  senior  marketing  officer  in  The  St.  Paul’s  Medical  Services 
Division.  His  toll  free  phone  number  is  1-800-328-2189,  extension  7642. 
He’ll  explain  our  approach  and  put  you  in  touch  with  an  independent 
insurance  agent  who  understands  your  needs. 


WORRY-FREE  INSURANCE  FROM 


ISfifaul 


Medical  Services  Division 

St.  Paul  Fire  and  Marine  Insurance  Company/St,  Paul  Mercury  Insurance  Company/The  St.  Paul  Insurance  Company/St.  Paul  Guardian  Insurance  Company/The 
St.  Paul  Insurance  Company  of  Illinois.  Property  and  Liability  Affiliation  of  The  St.  Paul  Companies  Inc.,  Saint  Paul,  Minnesota  55102. 


Annual  Session: 

Getting  it  together  in  San  Antonio 


The  Council  on  Annual  Session  and  Scientific  Programming, 
TMA  staff,  and  numerous  others  put  in  countless  hours  to 
present  a successful  program.  Work  on  the  May  8-12,  1985, 
session  in  San  Antonio  began  last  June  and  continues  at  a 
breakneck  pace.  Leading  the  Council  is  J.  Forrest  Fitch, 

MD,  a McAllen  family  physician,  who  has  13  years'  experi- 
ence in  annual  session  planning. 

The  other  Council  members  are:  Warren  F.  Dodge,  MD, 
Galveston;  Douglas  Hurley,  MD,  Temple;  Wayne  Ft.  Kirkham, 
MD,  Dallas;  Durward  A.  Baggett,  MD,  Austin;  John  W. 

Chriss,  MD,  Corpus  Christi;  Victor  J.  Weiss,  Jr,  MD,  San  An- 
tonio; Herbert  C.  Allen,  Jr,  MD,  Houston;  Durwood  E.  Neal, 
MD,  Fort  Worth;  Pam  Hendrickson,  MD,  resident  represen- 
tative, Austin;  Lance  Mynderse,  student  representative, 
Bryan;  and  James  H.  Duke,  Jr,  MD,  consultant,  Houston. 

This  behind-the-scenes  look  at  annual  session  describes 
their  efforts. 


Gathered  over  bacon  and  eggs  in  the  predawn  hours  of  a 
September  morning,  a dozen  doctors  are  discussing  parking, 
electrical  outlets,  and  barbershop  quartets. 

The  date  is  June  1 984,  but  the  group  has  its  collective 
mind  on  May  8-1 2, 1 985,  the  dates  of  Texas  Medical  Associ- 
ation’s annual  session.  They're  breakfasting  in  Austin,  but 
lively  discussion  carries  their  thoughts  70  miles  away  to  San 
Antonio,  the  site  of  the  meeting. 

This  group — TMA’s  Council  on  Annual  Session  and  Scien- 
tific Programming — takes  its  job  seriously.  If  they  are  suc- 
cessful, as  the  council  has  been  in  the  past,  the  result  will  be 
the  confluence  of  thousands  of  Texas  physicians  in  a blitz  of 
opportunities  to  learn. 

Although  the  council  and  staff  plan  far  in  advance,  there’s 
never  a minute  to  spare.  They  put  the  finishing  touches  on 
almost  300  hours  of  programming  and  more  than  200  scien- 
tific and  technical  exhibits.  They  also  mastermind  sporting 
events  and  entertainment.  And,  all  of  the  activities  must  be 
scheduled  with  an  eye  toward  allowing  the  registrants  to  get 
the  most  done  in  three  days. 

To  accomplish  this  monumental  task,  the  council  becomes 
the  command  center  of  a network  that  includes  hundreds  of 
hard-working  helpers.  A General  Arrangements  Committee, 
based  in  the  city  hosting  the  session,  orchestrates  local  ar- 
rangements. The  president  of  the  county  medical  society  in 
the  host  city  appoints  the  members,  who  serve  for  one  year. 
The  committee  coordinates  alumni  and  fraternity  functions,  a 
TMA-sponsored  social  event,  emergency  center  arrange- 
ments during  the  session,  host  city  information,  lectures 
before  lay  audiences,  and  sports  events. 

The  network  grows  to  include  scientific  exhibits  consul- 
tants, who  promote  the  development  of  scientific  displays. 
Officers  of  the  scientific  sections,  a chairman  and  a secre- 


tary, prepare  scientific  programs.  And,  of  course,  there  are 
related  organizations,  sponsors  of  special  programs,  pro- 
gram participants,  and  the  TMA  staff. 

The  Council  on  Annual  Session  and  Scientific  Program- 
ming meets  three  times  a year,  usually  calling  the  first  meet- 
ing in  early  June,  just  weeks  after  the  previous  session.  A 
September  meeting  allows  a mid-point  check,  and  they  meet 
in  February  to  consider  and  approve  final  programs.  Conven- 
tion facilities  and  hotels  are  reserved  five  years  in  advance. 

Council  Chairman  J.  Forrest  Fitch,  MD,  stated  the  council’s 
goals:  “We  want  to  give  the  best  program  we  can  give  as  far 
as  continuing  medical  education.  We  want  to  have  lectures 
that  are  interesting  to  the  various  specialties  and  something 
that  is  meaningful  to  the  conferees.  We  want  to  make  it 
worthwhile  for  them  to  leave  their  practices.” 

In  order  to  achieve  that  goal,  the  Council  and  TMA’s  De- 


tn  the  past,  colorful  ceremonies  opened  House  of  Delegates  meetings  held  in 
conjunction  with  the  annual  session. 
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partment  of  Annual  Session  and  Scientific  Programming  and 
staff  spend  a lot  of  time  nitpicking.  They  worry  about  every- 
thing from  where  conferees  will  park  their  cars  to  where  to 
place  the  electrical  outlets  for  exhibit  booths.  This  attention  to 
detail  is  critical  in  planning  the  meeting  that  is  the  largest  of 
its  kind  in  the  nation. 

As  Dale  Werner,  TMA  exhibits  manager,  observed,  “TMA 
is  responsible  for  everything  but  the  bare  walls”  when  it 
comes  to  planning  exhibits. 

All  that  attention  to  filling  the  bare  walls  has  paid  off,  as 
revenue  from  exhibit  space  at  the  annual  session  has 
increased  more  than  tenfold  during  the  past  30  years.  In- 
come from  the  1 81  booths  which  were  sold  at  the  1 984 
annual  session  in  Fort  Worth  established  a new  record  high 
of  $96,157.50. 

Exhibit  guidelines  assure  a quality,  professional  exhibit  by 
limiting  exhibits  to  products  or  services  directly  related 
to  the  medical,  professional,  and  practice  interests  of 
physicians. 

TMA's  annual  session  came  to  its  position  of  leadership 
from  modest  beginnings.  The  association’s  first  meeting  in 
1853,  at  an  Austin  Methodist  church,  boasted  an  attendance 
of  35  physicians.  But  35  was  an  impressive  number  consider- 
ing distances  and  difficulty  of  travel  in  the  pioneer  land.  Only 
80  doctors  had  attended  the  1847  organizational  meeting  of 
the  American  Medical  Association  in  New  York  City. 

TMA  has  passed  several  milestones  since  1 853.  In  1 881 , 
Parke,  Davis  & Company  became  the  first  exhibitor  at  the 
annual  session  with  its  display  of  “a  supply  of  their  beautiful 
pharmaceutical  preparations.” 

Sports-minded  physicians  and  their  families  have  several  activities  from 
which  to  choose,  including  running. 


In  1874,  scientific  papers  were  shortened  to  20  minutes, 
thus  improving  the  quality  and  content  of  the  presentations, 
and  increasing  attendance.  In  1902,  48  scientific  papers 
were  read,  and  by  1 91 7,  the  number  of  papers  had  increased 
to  1 00.  Topics  of  the  papers  presented  during  the  early  years 
reflected  pressing  health  problems  of  the  times:  typhoid 
fever,  yellow  fever,  hydrophobia,  tetanus,  diphtheria,  small- 
pox, snake  bite,  meningitis,  and  congenital  syphilis,  to  name 
a few. 

From  the  first  small  gathering  in  Austin,  TMA  has  grown  to 
include  almost  24,000  members,  and  the  1985  annual  ses- 
sion is  expected  to  draw  an  attendance  in  excess  of  6,000. 
The  1 985  program  in  San  Antonio  will  follow  the  theme, 
"Physician  and  Patient — Today’s  Health  Care  Team.” 

Following  the  axiom  that  nothing  succeeds  like  success, 
the  format  will  remain  unchanged  from  that  used  for  the  past 
several  years. 

The  scientific  program  has  become  increasingly  sophisti- 
cated since  the  days  of  typhoid  fever.  Among  the  topics  to  be 
featured  at  the  1 985  session  are  pathophysiology,  the  strati- 
fication of  cancer  patient  care,  advanced  trauma  life  support, 
and  treatment  of  hyperlipidemia.  Socioeconomic  programs 
will  focus  on  physician  manpower,  professional  liability,  and 
the  impaired  physician.  On  the  lighter  side,  the  Committee  on 
General  Arrangements,  chaired  by  A.P.  Thaddeus,  MD,  San 
Antonio,  has  planned  a “Texas  Heritage  Celebration”  at  the 
Institute  of  Texan  Cultures. 

This  convivial  evening  will  allow  members  to  explore  the 
challenges  and  hardships  met  by  Texas  settlers  from  places 
as  diverse  as  Africa,  Spain,  Mexico,  Nonway,  Germany  and 


Scientific  exhibits  offer  conferees  an  opportunity  to  learn. 
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TEXAS  MEDICINE 


The  First  Annual 
Humana  Hospital-San  Antonio 
Transplant  Conference 


Lebanon.  Booths  serving  Swiss,  German,  Italian,  Western, 
and  Chinese  food  will  be  set  up  at  intervals  throughout  the 
cultural  exhibits. 

Contemplating  the  success  of  both  educational  and  enter- 
tainment programs,  Dr  Fitch  observed,  "I  think  the  atten- 
dance reflects  the  members’  feeling  that  the  programs  are 
meaningful.” 

Evaluations  from  the  members  who  attended  the  1 984  an- 
nual session  back  up  that  statement.  In  evaluating  the  overall 
quality  of  the  scientific  program,  318  of  818  who  responded 
to  a post-session  survey  rated  it  ’ good”;  and  204  accorded  it 
a rating  of  “excellent."  Similar  ratings  prevailed  in  regard  to 
the  organization  of  the  session:  31 8 “good,”  and  289  “excel- 
lent." Technical  and  scientific  exhibits  also  received  high 
ratings. 

Among  the  respondents’  comments:  “I  was  much  im- 
pressed with  the  whole  affair.” 

“Fort  Worth  was  great!  Ranks  along  with  San  Antonio  as 
the  two  best  locales  for  the  TMA  Annual  Session.” 

“TMA  programs  are  as  good  or  better  than  other  semi- 
nars all  costing  $1 0 — $1 2 per  hour.  I liked  curbstone 
consultations.” 

“Good  meeting.  Great  job  by  staff  and  committee.” 

As  the  last  reviewer  recognizes,  the  annual  session  is  the 
fruit  of  efforts  from  both  the  Council  on  Annual  Session  and 
Scientific  Programming  and  the  Department  of  Annual  Ses- 
sion and  Scientific  Programming. 

Dr  Fitch  praised  both  Mrs  Dale  Willimack,  the  department’s 
director,  and  Dale  Werner,  TMA  exhibits  manager. 

“You  know,  we  have  a lot  to  thank  Dale  Willimack  and  Dale 
Werner  for  because  they  really  put  this  together.  They  and 
their  staffs  really  do  the  work,  and  without  them,  we'd  never 
get  it  all  done.  They  make  it  so  easy  for  the  physicians  who 
are  on  the  council.” 

He  concluded  with  this  message  to  the  TMA  membership: 
“I  hope  we  can  get  across  to  the  members  the  fact  that  the 
annual  session  is  for  them,  and  it  is  part  of  what  they're  pay- 
ing their  dues  for.  If  they  have  some  ideas  on  how  we  can 
improve  annual  session,  we  would  dearly  love  to  hear  from 
them  because  this  is  for  them.  And,  if  they  aren’t  utilizing  it 
because  of  some  improvement  we  could  make,  we  certainly 
welcome  their  input.  The  more  people  we  have  turn  out, 
the  happier  we  are,  because  we  want  to  serve  the  TMA 
members.” 

Donna  Jones 

News  Editor,  Texas  Medicine 


An  Educational  Seminar 
presented  by 
The  Urology  Center 
at  Humana  Hospital-San  Antonio 


This  comprehensive  seminar  is  designed 
for  physicians  and  other  health  care  pro- 
fessionals actively  involved  in  providing 
care  or  education  for  patients  with  renal 
transplants. 

The  conference  will  address  recent 
transplant  advances,  especially  manage- 
ment in  patients  receiving  cyclosporin. 
Long  term  management  will  deal  with 
pregnancy,  aseptic  necrosis,  ophthal- 
mologic and  G.l.  complications. 

One  session  will  be  dedicated  to  the 
special  needs  of  the  diabetic  patients  and 
the  new  frontier  of  pancreas  and  islet 
cell  transplantation. 


Please  contact 
Melinda  Puente 
Humana  Hospital  - San  Antonio 
8026  Floyd  Curl  Drive 
San  Antonio,  TX  78229 
(512)692-7875 
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Lease  a Place  in 

Clear  Lake’s  Medical  Future. 

Physicians  and  related  healthcare  professionals  can 
now  assure  themselves  a place  in  dynamic  Clear  Lake’s 
future.  Completely  refurbished  Clear  Lake  Medical  Profes- 
sional Building  now  has  space  available.  Located  adjacent 
to  Humana  Hospital  Clear  Lake,  offices  in  this  modern 
facility  will  position  your  practice  in  the  middle  of  fast- 
developing  Clear  Lake  Medical  Center. 

Consider  these  advantages  to  being  located  in  the  re- 
gional medical  center  of  the  future:  Covered  walkway  to 
Clear  Lake  Medical  Tower  • walking  distance  to  five  more 
existing,  projected  or  developing  healthcare  facilities 
• 24-hour  security  and  management  assistance  • beauti- 
fully landscaped  courtyard  • abundant  parking  • nearby 
shopping  and  convenience  services  to  attract  and  hold 
quality  staff  personnel. 


\* 
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Medical  Professional 
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400  Medical  Center  Blvd.  • Webster.  Texas  77598 
Fred  Goeke  & Associates,  Inc.,  Property  Manager 
Call  Bill  Goeke  (713)  847-2100 
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BALANCED 
CALCIUM 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

"Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mg  and  60  mg  lableLs 

DESCRIPTION 

CARDIZEM1,  (diltlazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltlazem  hydrochloride  is  1,5-Benzothlazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  Is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  Ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  Its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  Is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  eplcardial 
and  subendocardial.  Spontaneous  and  ergonovme-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  In  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  Inotropic  effect.  The  resultant  Increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophysiologic  Effects.  Like  othei 
calcium  antagonists,  diltlazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltlazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  In  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  Ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect:  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltlazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  Interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  In  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  Instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  Is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavallability  (compared  to  Intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours  Desacetyl  diltlazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  In  the  range  of  50  to  200  ng/ml  There  Is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  In  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  In  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  prepararions,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  In  symptomatic 
hypotension 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  iniury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  In  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  Is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  dally 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  In  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  Impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2  4%), 


headache  (21%),  nausea  (19%),  dizziness  (1.5%),  rash  (I, 
asthenia  (12%),  AV  block  (1.1%),  In  addition,  the  following  e. 
were  reported  infrequently  (less  than  1%)  with  the  order  of  por- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 


Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  brat, 
dia,  palpitations,  congestive  heart  fai; 
syncope 

Paresthesia,  nervousness,  somnolti 
tremor,  insomnia,  hallucinations,  and  aim 
Constipation,  dyspepsia,  diarrhea,  von 
mild  elevations  of  alkaline  phosphatase  S 
SGPT,  and  LDH 
Pruritus,  petechiae,  urticaria,  photosensit 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodi 
vasospastic  angina  developed  periods  of  transient  asymptor 
asystole  approximately  five  hours  after  receiving  a single  E 
dose  Of  CARDIZEM 

The  following  postmarketing  events  have  been  reported 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme 
kopema.  and  extreme  elevations  of  alkaline  phosphatase,  S 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  beft 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lim 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolei 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggei 
response,  appropriate  supportive  measures  should  be  employ! 
addition  to  gastric  lavage  The  following  measures  may  be  consid* 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  II  i 
is  no  response  to  vagal  blockade,  admin 
isoproterenol  cautiously 
Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  with 
diac  pacing 

Administer  inotropic  agents  (isoproterr 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levartei 
bitartrate) 

Actual  treatment  and  dosage  should  depend  on  the  severitye 
clinical  situation  and  the  tudgment  and  experience  of  the  tr*. 
physician 

The  oral/LDS0's  In  mice  and  rats  range  from  415  to  740  mt 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD, 
these  species  were  60  and  38  mg/kg,  respectively. The  oral  LC 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  km 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associ 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  C 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  C 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patii 
needs  Starting  with  30  mg  four  times  daily,  before  meals  an 
bedtime,  dosage  should  be  increased  gradually  (given  in  div 
doses  three  or  lour  times  dally)  at  one-  to  two-day  intervals 
optimum  response  is  obtained  Although  individual  patients 
respond  to  any  dosage  level,  the  average  optimum  dosage  n 
appears  to  be  1 80  to  240  mg/day  There  are  no  available  data  com 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hei 
function  If  the  drug  must  be  used  in  such  patients,  titration  shou 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort  a 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  s 
coadministered  with  short-  and  long-acting  nitrates,  but  i 
have  been  no  controlled  studies  to  evaluate  the  antiani 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  ( 
0088-1 771-47)  and  in  Unit  Dose  Identification  Paks  of  100  ( 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  sc 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  y< 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  c 

Issued  4/' 


Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC 

KANSAS  CITY,  MISSOURI  64137 


MEDICAL  CENTER  PLAZA 
DIRECTORY 


WILLIAM  P ABBOT.  MD 
ROBERT  C ADAMS.  MD 


213 


PRACTICE  CLOSED 


DR.  BOB’S  PATIENTS  WILL  BE  SEEN  BY  DR.  REYNOLDS. 

(for  several  weeks) 

Dr.  Adams  bought  his  malpractice  insurance  based  on  who  had  the  lowest  price  instead  of  who  was 
dedicated  to  protecting  the  physician.  At  API,  professional  liability  is  our  specialty.  Protecting  the 
physician  is  our  expertise.  API  is  designed  by  physicians,  owned  and  directed  by  physicians,  to  protect 
you,  the  physician.  And  you  should  know  that. 

CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
2505  Tbrtle  Creek  Boulevard 
Dallas,  Texas  75219 


It’s  the  only  Trade  Show  you  will  need.  It’s  got  everything,  and  it 
is  strictly  for  members  of  the  medical,  accounting,  legal  and 

dental  professions. 


Professional  Resources.  Inc 

P.O.  Box  7404}) 

Houston,  Texas  77274 
(713)  271-0214 


Exhibits  free  if  attending  MICROS  & MEDICINE.  The 
Micros  & Medicine  Symposium  is  sponsored  by  the 
Houston  Academy  of  Medicine/Texas  Medical  Center 
Library  (pre-registration  is  required).  For  more 
information,  Contact  the  Texas  Medical  Center  Library 
(713)  797-1230 


Attend  the  Exhibits  $10.00 
(pre-registration  is  not  required) 
EXHIBIT  HOURS: 

Thurs.,  Feb.  7,  10:00  AM-7.00  PM 
Fri„  Feb.  8,  10:00  AM-7:00  PM 
Sat.,  Feb.  9,  10:00  AM-4:00  PM 

February  7,  8,  9,  1985 
Hall  of  Exhibits 
Shamrock  Hilton  Hotel 
Houston,  Texas 
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Physician 
and  Patient 

Today’s 
Health  Care 
Team 

IMA 

Texas  Medical  Association 
1985  Annual  Session 
May  8—12,  1985 

San  Antonio  Convention  Center 


This  year’s  theme  emphasizes  the  health  care 
partnership  of  doctors  and  patients.  Programs 
will,  where  possible,  stress  the  patient’s  role  in 
achieving  and  maintaining  good  health  through 
use  of  immunizations,  accident  prevention,  and 


proper  utilization  of  health  facilities,  as  well  as 
the  physician's  role  in  guiding  health  planning 
through  sensitive,  responsive  approaches  to  the 
needs  and  concerns  of  the  patient. 


Headquarters  Facilities 

Hilton  Palacio  del  Rio  Four  Seasons  Plaza  Nacional 

San  Antonio  Marriott  Hyatt  Regency  San  Antonio 
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DR.  BOB  IS  AT  HOME  IN  BED. 

(for  several  months) 


Bob  Adams  will  be  back  at  work  . . . at  a later  date.  But  until  then,  where  s the  cash-now?  Where  s the 
income?  API  Life  could  have  helped.  Because  physicians'  life  and  disability  coverage  is  our  only 
business.  API  Life  is  run  by  physicians  for  physicians.  And  you  should  know  that. 


CALL  TOLL  FREE:  IN  TEXAS  1-800-442-0939 

IN  ARKANSAS  1-800-527-1414 


API  LIFE  INSURANCE  COMPANY 
2505  Thrtle  Creek  Boulevard 
Dallas.  Texas  75219 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR..  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH.  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE.  ENNIS.  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCAS,  M.D.,  D.A.B.F.P. 

JERRY  S.  PUTMAN,  M.D.,  D.A.B.F.P. 

HERBERT  B.  DANIELS,  III,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

GENERAL.  VASCULAR  & THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WHITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BLITZ,  M.D.,  F.A.C.P.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  R.  BANKHEAD,  M.D.* 

GARY  R.  HART,  M.D.,  F.A.C.P.* 

INTERNAL  MEDICINE— Nephrology 

RONALD  L.  WILSON,  M.D.,  F.A.C.P.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 

EDDIE  H.  McCORD,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.*,  F.A.C.S. 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 
HALSEY  M.  SETTLE  III,  M.D.,  F.A.A.O.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D.* 

OTOLARN YGOLOGY — HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR„  M.D.,  F.A.A.O.-HNS,  F.A.C.S.’ 
BRUCE  E.  ZIMMERMAN,  M.D.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.  (RETIRED)* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D.,  F.A.A.P.* 

MICHAEL  C.  SMITH,  M.D.* 

PSYCHIATRY 

W.  TERRY  GIPSON,  M.D.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

ANTHONY  J.  PERRI,  M.D.* 

EXECUTIVE  DIRECTOR 

CHARLES  E.  ALLBRITTON,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

MARGARET  W.  WHITE,  C.P.A. 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland's  Illustrated  Medical  Dictionary,"  26th  edition,  and 
"Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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ROBERT  C.  ADAMS.  M.D. 


(and  for  no  good  reason) 

Bob  Adams'  financial  affairs  are  in  a mess.  It’s  tax  time  so  he’s  cleaning  it  all  up.  A little  late . APS  Systems 
could  have  helped.  Because  APS  Systems  serves  more  Texas  and  Arkansas  medical  practices  with 
computerized  medical  office  management  and  billing  systems  than  any  other  company.  It's  our  only 
business.  A system  designed  by  physicians  for  physicians.  And  you  should  know  that. 


CALL  COLLECT:  (214)  458-1919 


APS  SYSTEMS  INC. 

3310  Keller  Springs  Road,  Suite  130 
Carrollton,  Texas  75006 


A Member  of  the  APS  Grou 


Texas  Realty  Ventures,  Inc. 
A Real  Estate  Acquisition 
and  Investment  Firm 


EARN: 


30% 

22% 


12-24  Months 

Income  Monthly 


...Fully  Secured 
...Approved  For  IRA/Keogh 
...Experienced  Professionals 
...Balanced,  Diversified  Portfolio 


816  Congress 
First  City  Centre  #600 
Austin,  TX  78701 
512  495-6535 


5151  San  Felipe 
Suite  810 

Houston,  TX  77056 


713  963-0783 

* 


UPO-SUCTION  SURGERY  WORKSHOP 
FOR  THE  BEGINNER 

a LIVE  operating  room  workshop 
with  a distinguished  national  faculty 

Center  for  Cosmetic  Surgery 
Sam  Houston  Memorial  Hospital 
Houston,  Texas 

February  8,  9,  & 10,  1985 

Director:  Garry  W Fenno,  M D 

Sponsored  & Accredited  by:  The  American  Society  of  Lipo-Suction  Surgery, 
Inc.  and  The  American  Society  of  Cosmetic  Surgery,  Inc 


Enrollment  Is  limited  and  advance  registration  is  requested 

Registration  Fee:  $575.00 

$325.00  Residents 
$325  00  Previous  attenders 


NAME: 

ADDRESS: 


please  print 


TELEPHONE:  Business Home 

Please  make  check  payable  to:  Center  for  Cosmetic  Surgery  Foundation 
Send  to:  Center  for  Cosmetic  Surgery,  Sam  Houston  Memorial  Hospital, 
1615  Hillendahl,  Houston,  TX  77055.  Telephone:  (713)  832-5649 
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Fidelity  Keogh, 

It  gives  you  more  ways 
to  put  your  retirement  money 

to  work. 

With  a Fidelity  Keogh 
your  investment  objectives 
find  more  innovative  oppor- 
tunities. From  conservative  to 
aggressive,  we  offer  26  invest- 
ment options  including 
money  market  funds,  stock 
funds,  bond  funds,  and  dis- 
count brokerage. 

As  economic  conditions 
change,  so  can  your  invest- 
ment in  a Fidelity  Keogh.  You 
have  the  flexibility  to  move 
your  retirement  dollars 
between  funds  to  take  advan- 
tage of  changes  in  the  market. 

To  open  your  Fidelity 
Keogh,  or  just  to  find  out 
more,  call  or  visit  one  of  our 
retirement  experts  today. 

I-0OO-544-6666 

In  Dallas  647-2200 

FIDELITY 

INVESTMENTS 
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MEDICINE  AND  THE  LAW 


I IMMUNITY  UNDER  THE  TEXAS  TORT  CLAIMS  ACT 

Cities,  counties,  or  other  units  of  local  government,  such  as 
hospital  districts,  own  and  operate  many  hospitals  in  Texas. 
Lawsuits  have  asserted  tort  liability  on  the  part  of  these  hos- 
pitals for  negligent  acts  of  their  officers,  agents,  and  em- 
ployees. When  considering  these  lawsuits,  the  courts  often 
must  interpret  the  Texas  Tort  Claims  Act  in  order  to  deter- 
mine an  individual  physician's  liability.  This  article  discusses 
the  act  as  it  may  affect  physicians  participating  in  residency 
training  programs,  and  physician  members  of  hospital  medi- 
cal staffs. 


Charitable  immunity 

Before  1 971 , Texas  courts  applied  the  doctrine  of  charitable 
immunity  to  cases  involving  injuries  caused  by  the  negli- 
gence of  hospital  officers,  agents,  or  employees.  The  courts 
enforced  a rule  grounded  on  public  policy  considerations 
which  held  that  . .in  organized  society,  the  rights  of  the  in- 
dividual must,  in  some  instances,  be  subordinated  to  the 
public  good.  It  is  better  for  the  individual  to  suffer  injury  with- 
out compensation  than  for  the  public  to  be  deprived  of  the 
benefit  of  the  charity”  (1). 

Thus,  hospitals  as  charitable  institutions  (whether  publicly 
or  privately  owned)  were  immune  from  liability  for  the  negli- 
gent acts  of  their  officers,  agents,  or  employees  no  matter 
whether  the  injured  person  was  a paying  or  a nonpaying  pa- 
tient, or  was  injured  in  other  circumstances.  A charitable 
corporation  was,  however,  liable  to  one  of  its  own  employees 
for  injuries  proximately  caused  by  another  officer,  agent,  or 
employee.  Also,  a charity  could  be  liable  for  negligence  in 
hiring  or  retaining  the  employee  who  caused  the  injury  (2).  In 
Southern  Methodist  University  v Clayton  the  Texas  Supreme 
Court  held  that  charities  were  not  thereby  put  above  the  law, 
and  that  injured  parties  could  still  seek  damages  directly  from 
the  actual  wrongdoer,  but,  with  no  guarantee  of  finding  a sol- 
vent defendant  (3). 

However,  in  1971  the  Texas  Supreme  Court  abolished  the 
defense  of  charitable  immunity  for  claims  arising  after 
March  9, 1966  (4).  The  decision  in  Howie  v Camp  Amor.  Car- 
ter left  many  private  institutions,  including  hospitals,  which 
were  operated  for  charitable  purposes,  exposed  to  liability. 
Some  charitable  institutions  were  forced  to  purchase  insur- 
ance coverage,  but  others  continued  to  enjoy  the  protection 
of  a judicial  doctrine  called  governmental,  or  sovereign, 
immunity. 

Texas  Tort  Claims  Act 

"Governmental  immunity”  is  derived  from  English  common 
law  and  provides  that  the  state,  its  political  subdivisions,  and 
other  units  of  local  government  may  not  be  sued  without 


the  permission  of  the  Legislature  for  the  torts  of  their  officers, 
agents,  or  employees  when  they  act  in  the  scope  of  their 
employment  or  office.  Governmental  immunity  was  waived  in 
some  circumstances  by  the  Texas  Tort  Claims  Act,  which 
was  passed  in  1 969  and  became  effective  Jan  1 , 1 970  (5). 

That  broad  waiver  of  governmental  immunity  involves  “use  of 
publicly  owned  automobiles,  premise  defects,  and  injuries 
arising  out  of  conditions  or  use  of  property”  (6). 

If  patients  or  other  persons  at  a public  hospital  sustain  inju- 
ries that  are  not  covered  by  the  Tort  Claims  Act  s waiver,  then 
governmental  immunity  remains,  at  least  in  theory,  a viable 
defense  for  public  hospitals,  their  officers,  agents,  and  em- 
ployees in  Texas.  However,  Texas  courts  have  interpreted 
the  "some  condition  or  some  use  of  tangible  property,  real  or 
personal”  limitation  quite  broadly  (7).  The  Texas  Supreme 
Court  has  held  that  “.  . .an  allegation  of  defective  or  inade- 
quate tangible  property  is  not  necessary  to  state  a cause  of 
action  under  the  act  if  ‘some  use'  of  the  property,  rather  than 
‘some  condition’  of  the  property,  is  alleged  to  be  a contribut- 
ing factor  to  the  injury”  (8). 

In  Salcedo  v.  El  Paso  Hospital  District  (8)  the  Texas  Su- 
preme Court  discussed  the  death  of  a patient  who  was 
examined  and  given  an  electrocardiogram  in  the  emergency 
room  of  the  R.E.  Thomason  General  Hospital.  Mr  Salcedo 
complained  of  severe  chest  pain,  and  the  ECG  test  results 
allegedly  showed  a classic  pattern  of  myocardial  infarction. 
However,  Mr  Salcedo  died  shortly  after  his  release  from  the 
hospital  as  a result  of  myocardial  infarction. 

Mrs  Salcedo  alleged  that  her  husband’s  death  was  proxi- 
mately caused  by  the  negligence  of  the  defendants  in  the 
use  (misuse)  of  tangible  property  belonging  to  the  defen- 
dant. She  alleged  the  negligent  use  was  the  improper 
“reading  and  interpreting"  of  the  electrocardiogram 
graphs.  “Use"  has  been  defined  in  the  context  of  this  stat- 
ute as  “to  put  or  bring  into  action  or  service;  to  employ  for 
or  apply  to  a given  purpose”  (9). 

The  Texas  Tort  Claims  Act  limits  liability  for  units  of  govern- 
ment that  the  act  subjects  to  a waiver  of  immunity.  Several 
sections  of  the  act  are  important  not  only  to  public  hospitals, 
but  also  to  physicians  who  may  practice  or  train  there.  A brief 
discussion  of  those  significant  sections  of  the  Tort  Claims  Act 
follows. 

SECTION  2(3) 

“Officer,  agent  or  employee”  means  “.  . .every  person  who  is 
in  the  paid  service  of  any  unit  of  government  by  competent 
authority,  whether  full  or  part-time,  whether  elective  or  ap- 
pointive, and  whether  supervisory  or  non-supervisory,.  . .” 

but  not  including  . .an  independent  contractor  or  an  agent 
or  employee  of  an  independent  contractor,  or  any  person  per- 
forming tasks  the  details  of  which  the  unit  of  government 
does  not  have  the  legal  right  to  control.” 
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SECTION  3(b) 

Units  of  government  are  liable  for  damages  if  injury  or  death 
is  proximately  caused  by  the  negligence  or  wrongful  act  or 
omission  of  any  officer  or  employee  acting  within  the  scope 
of  his  employment  or  office. 

The  “some  condition  or  some  use  of  tangible  property”  re- 
quirement has  been  interpreted  to  mean  not  only  property 
supplied  by  the  state  that  is  defective  or  inappropriate  for  the 
purpose  for  which  it  is  used  (10),  but  also  a hospital’s  failure 
to  provide  necessary  items  or  to  have  certain  essential  items 
of  medical  equipment  available  (6). 

Liability  is  also  contingent  upon  proof  by  the  plaintiff  that  if 
the  hospital  were  a private  person,  it  would  be  liable  in  accor- 
dance with  the  law  of  this  state.  That  is,  the  plaintiff  must 
plead  and  prove  (1 ) a duty  to  the  injured  person,  (2)  breach 
of  that  duty,  (3)  injury  proximately  caused  by  the  breach,  and 
(4)  damages. 

Liability  of  state  government,  as  defined  in  section  3(a),  is 
limited  to  $250,000  per  person  and  $500,000  for  any  single 
occurrence  for  bodily  injury  or  death  and  to  $100,000  for  any 
single  occurrence  for  injury  to  or  destruction  of  property. 
Liability  of  any  unit  of  local  government  is  limited  to 
$100,000,  $300,000,  and  $100,000  in  the  same  circum- 
stances, respectively. 

Punitive  or  exemplary  damages  may  not  be  awarded 
even  if  the  amount  would  fall  within  the  permissible  damage 
limitations. 

SECTION  6 

The  Tort  Claims  Act  is  to  be  considered  cumulative  in  its  legal 
effect,  and  not  in  lieu  of  any  other  legal  remedies  which  the 
injured  person  may  pursue. 

SECTION  9 

All  units  of  government  whose  jurisdictions  are  less  than 
statewide  shall  employ  their  own  defense  counsel  if  permit- 
ted to  do  so  by  the  statute(s)  under  which  they  operate.  Such 
governmental  units  may  purchase  their  own  insurance  cover- 
age, and  neither  the  existence  of  or  the  amount  of  such  cov- 
erage is  admissible  at  trial  or  subject  to  discovery.  The  at- 
torney general  of  Texas  defends  a unit  of  government  whose 
jurisdiction  is  statewide. 

SECTION  12(a) 

A judgment  or  settlement  in  a claim  under  the  act  bars  any 
other  action  arising  from  the  same  subject  matter  against  the 
government  employee  whose  act  or  omission  gave  rise  to  the 
original  claim. 

SECTION  12(b) 

The  state  or  a political  subdivision  that  has  liability  coverage 


may  not  require  any  employee  to  purchase  liability  insurance 
as  a condition  of  employment. 

SECTION  14 

The  provisions  of  the  Tort  Claims  Act  do  not  apply  in  several 
situations,  some  of  which  are  listed  here: 

Subsection  (7).  Any  claim  based  upon  the  failure  of  a unit 
of  government  to  perform  any  act  it  is  not  required  by  law  to 
perform.  If  performance  or  nonperformance  of  an  act  is  left  to 
the  discretion  of  the  unit  of  government,  then  its  decision  not 
to  do  the  act,  or  its  failure  to  make  a decision  thereon,  may 
not  form  the  basis  for  a claim  under  the  act.  Section  1 4(7) 

".  . . retains  the  state's  sovereign  immunity  when  govern- 
mental officials  or  employees  determine  what  policy  will  be, 
but  not  when  those  officials  or  employees  carry  out  the  spe- 
cifics of  a particular  policy”  (11).  The  court  in  Christilles  also 
quoted  with  approval  from  Prof  Kenneth  C.  Davis’  Adminis- 
trative Law  Treatise. 

The  discretionary  function  exception  is  limited  to  the  exer- 
cise of  governmental  discretion  and  does  not  apply  to  the 
exercise  of  nongovernmental  discretion  such  as  profes- 
sional or  occupational  discretion.  . ..The  physician  at  the 
veterans'  hospital  exercises  professional  discretion  in 
deciding  whether  or  not  to  operate,  but  he  combines  pro- 
fessional discretion  with  governmental  discretion  when  he 
decides  that  budgetary  restrictions  require  non-use  of  an 
especially  expensive  treatment  in  absence  of  specified 
conditions.  . . The  government  is  liable  for  its  agent’s  de- 
parture from  policies  made  by  his  superiors  but  not  for  the 
harm  done  by  the  agent’s  adherence  to  those  policies  even 
if  they  turn  out  to  cause  harm  (12). 

Subsection  (8).  Any  claim  arising  out  of  the  action  of  an 
officer,  agent,  or  employee  responding  to  emergency  calls  or 
reacting  to  emergency  situations  when  such  action  is  in  com- 
pliance with  applicable  laws  and  ordinances. 

SECTION  18(a)  EXCLUSIONS 

The  act  does  not  apply  to  any  proprietary  function  of  a muni- 
cipality. Also,  the  term  "motor-driven  equipment”  as  used 
in  the  act  does  not  apply  to  medical  equipment  located  in 
hospitals. 

Thus,  if  a city  is  engaged  in  a governmental  function,  the 
Tort  Claims  Act  waives  governmental  immunity  as  limited  by 
the  statute.  If  the  city  is  engaged  in  a nongovernmental  (pro- 
prietary) function,  the  provisions  of  the  act  do  not  apply, 
including  limitations  on  the  amount  of  recovery  in  Sec- 
tion 3(b). 

However,  a municipality’s  operation  of  a hospital  has  been 
held  to  constitute  the  exercise  of  a governmental  function, 
even  though  a charge  was  made  for  facilities  furnished  (13). 
Similarly,  a municipal  hospital  authority  created  under  provi- 
sions of  the  Hospital  Authority  Act  (Tex  Rev  Civ  Stat  Ann  art 
4437e)  also  performs  a governmental  function  and  is  im- 
mune from  tort  liability  (14). 

Liability  of  physicians 

In  general,  the  Texas  Tort  Claims  Act  does  not  alter  the  legal 
relationships,  or  the  tests  used  to  determine  the  existence  of 
such  relationships,  by  which  a hospital  may  be  liable  for  the 
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acts  or  omissions  of  persons  who  treat  patients  there. 

Texas  follows  the  rule  of  a majority  of  states  that  . .a 
hospital  is  not  liable  for  injuries  resulting  from  the  negligent 
acts  or  omissions  of  independent  physicians  (those  on  the 
medical  staff).  No  respondeat  superior  (let  the  master  an- 
swer) liability  attaches  where  the  physician  is  an  independent 
contractor  and  not  an  employee  or  servant  of  the  hospital” 

(15)  (Parenthetical  explanations  supplied).  Again,  the  Tort 
Claims  Act's  definition  of  "officer,  agent,  or  employee"  specif- 
ically excludes  independent  contractors,  or  any  person  per- 
forming tasks,  the  details  of  which  the  unit  of  government 
does  not  have  the  right  to  control  (16).  Thus,  physician 
members  of  the  hospital  medical  staff  who  are  independent 
contractors  and  have  no  other  relationship  to  the  hospital 
such  as  employer-employee,  principal-agent,  partnership,  or 
joint  venture  do  not  have  access  to  the  defense  of  govern- 
mental immunity  as  modified  by  the  Tort  Claims  Act  (15). 

The  San  Antonio  Court  of  Civil  Appeals  in  Baker  v Story 
(17)  discussed  the  legal  status  of  staff  physicians  who  train 
resident  physicians.  First,  in  granting  immunity,  Texas  courts 
have  distinguished  between  “judicial  officers,  quasi-judicial 
personnel,  and  ministerial  functionaries”  (18).  If  a defendant 
public  servant  holds  a “mere  ministerial”  post,  ie,  one  that 
requires  only  obedience  to  orders,  he  is  liable  for  his  tor- 
tious conduct  to  the  same  extent  as  one  who  holds  no 
governmental  position.  "Quasi-judicial"  acts  are  those  that 
are  discretionary  in  character  and  require  personal  delibera- 
tion, decision,  and  judgment  (19). 

The  defendant  physician  was  chairman  of  the  department 
of  neurosurgery  at  The  University  of  Texas  Health  Science 
Center’s  School  of  Medicine  in  San  Antonio.  As  part  of  his 
duties  in  that  capacity,  he  “on  occasions  helped  and  was  in- 
volved in  the  postgraduate  training  of  resident  physicians” 
(19).  During  surgery  to  relieve  a patient’s  leg  pain  by  means 
of  a lumbar  sympathectomy,  a resident  physician  under  the 
defendant’s  supervision  severed  the  plaintiff’s  right  ureter  in- 
stead of  the  sympathetic  nerve  as  intended.  In  the  subse- 
quent suit  against  the  supervising  physician,  the  trial  court 
entered  a directed  verdict  in  his  favor,  but  the  Court  of  Civil 
Appeals  ultimately  reversed  and  remanded  the  case  for  fur- 
ther proceedings. 

The  defendant  physician  argued  that  he  was  a state  em- 
ployee and  that  at  all  times  pertinent  to  the  case  he  was 
working  within  the  course  and  scope  of  his  employment. 
Thus,  he  argued  the  suit  against  him  individually  was  barred 
by  sovereign,  or  governmental,  immunity.  In  the  trial  court 
proceedings,  no  evidence  was  presented  to  suggest  the  ex- 
act nature  of  the  defendant’s  duties,  and  according  to  the 
appellate  court,  the  physician’s  motion  for  a directed  verdict 
should  not  have  been  granted  because  it  was  not  clearly 
established  that  his  duties  required  him  to  assist  in  the  op- 
eration performed  on  the  plaintiff.  The  appellate  court  added 
that  the  evidence  presented  at  trial  did  not  establish,  as  a 
matter  of  law,  that  such  duties  must  be  classified  as  “quasi- 
judicial.” The  evidence  also  did  not  establish  conclusively 
that  the  defendant  physician’s  duties  “.  . . differed  from 
those  of  an  ordinary  teacher  who,  in  the  absence  of  stat- 
utory provisions  to  the  contrary,  will  be  held  liable  for 
injuries  resulting  from  his  negligence”  (19). 


A similar  position  was  taken  by  the  El  Paso  Court  of  Ap- 
peals in  Salcedo  v Diaz  (20).  The  court  referred  to  cases 
from  other  jurisdictions  cited  in  Baker  v Story,  which  hold 
that  the  negligent  acts  of  a physician  employed  by  the  state 
do  not  involve  matters  of  “governmental  discretion  and  that 
alleged  malpractice  by  a physician  falls  outside  the  immu- 
nity granted  to  state  employees  in  the  performance  of 
discretionary  acts  (21).  However,  the  court  stated  that  it 
would  not  be  necessary  to  decide  whether  those  holdings 
from  other  states  would  be  followed  in  Texas.  “The  issue  as 
to  whether  a doctor  is  performing  a quasi-judicial  function  or 
only  a ministerial  function  is  one  to  be  decided  based  upon 
the  proof  in  the  case”  (21). 

Many  physicians  who  are  in  private  practice  hold  part- 
time  teaching  appointments  with  medical  schools.  Others 
may  be  required  to  assist  in  training  resident  physicians. 

The  threshold  question  in  determining  whether  the  Tort 
Claims  Act  might  apply  to  such  physicians  would  seem  to 
turn  on  the  act’s  definition  of  “officer,  agent,  or  employee.” 
The  physician  must  be  a paid  employee,  and  independent 
contractors  are  excluded.  In  general,  a nonphysician  or  a 
lay  organization  may  not  lawfully  hire  physicians  as  em- 
ployees to  practice  medicine.  Therefore,  the  physician 
actually  must  be  paid  for  administrative  duties,  teaching, 
training  residents,  or  similar  responsibilities  that  also  may 
involve  treating  patients  and  the  practice  of  medicine.  Thus, 
a physician  holding  a part-time  teaching  appointment  from  a 
medical  school  who  admits  a private  patient  might  not  be 
covered  by  the  Tort  Claims  Act  unless  the  alleged  injury 
took  place  while  the  physician  was  also  engaged  in  one  or 
more  of  the  duties  for  which  he  or  she  was  paid  a salary. 

Resident  physicians 

Interns  and  residents  on  a salary  paid  by  the  institution  are 
often  considered  employees.  Factors  to  consider  in  deter- 
mining whether  or  not  a physician  is  a hospital  employee 
include  whether  or  not  he  is  paid  a salary  by  the  hospital, 
spends  all  his  working  hours  under  the  direction  of  the  hos- 
pital staff,  or  keeps  no  practice  of  his  own  (22). 

However,  not  every  resident  in  every  training  program  in 
Texas  would  be  covered  by  the  Tort  Claims  Act.  One  of  the 
eight  Texas  medical  schools,  Baylor  College  of  Medicine,  is 
a private  rather  than  a public  institution.  Further,  several 
residency  training  programs  are  administered  by  private 
hospitals  under  contracts  with  medical  schools.  Public  funds 
flow  to  those  affiliated  programs,  but  it  could  be  difficult  to 
establish  as  a matter  of  law  that  the  residents  involved  are 
thereby  “paid  employees”  of  a unit  of  state  or  local  govern- 
ment. Other  residency  programs  are  administered  by  private 
foundations  which  may  receive  some,  all,  or  none  of  their 
funds  from  units  of  state  or  local  government.  Again,  the 
applicability  of  the  Tort  Claims  Act  is  uncertain  and  would 
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depend  upon  the  pleadings  and  proof  offered  at  a trial  on 
the  issue  of  liability. 

Conclusion 

Through  the  Texas  Tort  Claims  Act,  the  Legislature  has 
waived  governmental  immunity  for  units  of  state  and  local 
government  in  certain  circumstances,  and  has  included 
limitations  on  damages.  Many  hospitals  are  owned  and  op- 
erated by  these  units  of  state  and  local  government.  If  a 
physician  can  prove  the  necessary  “officer,  agent,  or  em- 
ployee” relationship  as  described  in  the  statute,  and  if  the 
circumstances  surrounding  the  plaintiff's  injury  fall  within 
those  described  in  the  Tort  Claims  Act’s  waiver  of  govern- 
mental immunity,  then  the  physician  will  be  protected  by  the 
act.  However,  the  case  law  in  Texas  concerning  a physi- 
cian’s liability  for  negligence  as  a hospital  “officer,  agent  or 
employee"  is  not  well-defined,  and  physicians  should  plan 
their  own  insurance  protection  accordingly. 

Michael  G.  Young,  JD 

TMA  Attorney 
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BUY  A PIECE  OF 
THE  VAIL  VALLEY 

You've  developed  a successful,  sound 
professional  foundation.  Doesn't  it  make 
sense  to  invest  in  your  precious  leisure 
time  as  well?  You  may  have  already 
considered  purchasing  a vacation  home  in 
a resort  area  like  Colorado's  Vail  Valley. 
Perhaps  you've  decided  the  cost  was  too 
great  to  make  the  purchase  practical.  You 
may  be  surprised  to  learn  how  reasonably 
a group  of  like-minded  professionals  can 
purchase  a superb  home  in  the  Vail 
Valley,*  On  a per-person  basis,  with  a 
partner  arrangement  of  4 or  5 people, 
costs  are  dramatically  less. 

Specially  designed  homes  are  available. 
Consideration  has  been  given  to  private 
baths  in  each  bedroom,  large  comfortable 
entertaining  areas,  well  equipped,  easy-to- 
use  kitchens,  a garage  with  a four-wheel 
drive  vehicle  and  a steam  room  or  hot  tub. 
Consideration  also  has  been  given  to  lots 
of  storage  area  where  each  individual 
family  can  keep  skis,  clothes,  boots  and 
other  private  items. 

With  the  cyclical  nature  of  real  estate 
at  a low  point  and  the  vast  expansion  of  the 
Vail  area  putting  more  product  on  the 
market,  prices  are  very  reasonable. 

Vacation  homes  vary  in  price  from  ninety 
thousand  dollars  for  a two  bedroom  condo 
on  up.  It  is  possible  to  buy  a centrally 
located  duplex  unit  of  three  or  more 
bedrooms  in  the  two  to  three  hundred 
thousands.  A five-person  partnership 
would  need  individual  down  payments  in 
the  fifteen  thousand  range  for  a three 
hundred  thousand  dollar  unit;  interest  and 
property  taxes  are  tax  deductible,  of  course. 

Although  there  has  been  considerable 
appreciation  of  property  value  in  the  past, 
we  feel  a purchase  of  vacation  property  in 
this  area  should  be  made  for  utility  reasons 
rather  than  as  an  investment  only,  World 
class  ski  areas  like  Vail  and  Beaver  Creek, 
delightfully  cool  summers,  golf,  and 
constant  summer  activities  are  among  the 
reasons  to  have  a home  in  Vail.  Whether 
you  use  it  for  yourselves  and  your  friends 
only,  or  rent  to  others,  a purchase  could 
not  be  made  at  a better  time  than  the 
present. 

For  further  information,  write  to  Mary  Ellen  or 
Gerry  Turner,  Box  1242,  Vail,  CO  81658  or  call 
(303)  949-4077. 

The  IRS  would  probably  tre,it  a purchase  by  your  pro- 
fessional corporation  as  a purchase  by  you.  Check  with 
vour  accountant. 
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Now  you  can  still  have 
GTE  MobHnet  car  phone 
service  even  if  you  don’t 

have  a car. 


Mobilnet 

The  cellular  phone  service  everyone’s  talking  about. 

Call  GTE  Mobilnet  at  583-2141  or  any  of  our  authorized  agents. 

1287  N.  Post  Oak  Road,  Suite  160,  Houston, Texas  77055 


Baytown  Communications,  Inc. 
1625  Cedar  Bayou  Road 
Baytown,  Texas  77520 

471-8403  422-3211 

Medserv,  Incorporated 
1133  M D Anderson  Blvd 
Houston,  Texas  77030 

790-0165 


Gulf  Radiotelephone  & Electronics,  Inc. 
3333  Watters  Road 
Pasadena,  Texas  77504 

944-6000 

Texas-Oklahoma  Cellular  Division 
8566  Katy  Freeway,  Suite  127 
Houston,  Texas  77024 

932-8106 


Intercontinental  Motors,  Inc. 
13915  1-45,  North 
Houston,  Texas  77090 

440-6300 

Ultra-Seal  of  Texas 
10830  Craighead 
Houston,  Texas  77025 

666-7098 


© 1984  GTE  Mobilnet  Incorporated 


Introducing  the  GTE  MobilnetSM  portable  cellular  telephone. 

It  works  just  like  the  GTE  Mobilnet  car  phone.  Which  means  it 
has  pushbutton  convenience  enabling  you  to  make  or  receive 
phone  calls  anytime. 

And,  it  even  has  advanced  phone  features  like  conference 
calling,  call  forwarding,  and  last  number  recall. 

But,  there  is  one  big  difference. 

You  don’t  need  a car  to  lug  around  with  you  to  use  it. 


(It  weighs  just  30  ounces  including  batteries.) 

And,  it  doesn't  matter  whether  you’re  in  a restaurant,  on  a 
golf  course,  in  a cab  (or,  for  that  matter,  in  anybody  else’s  car!). 
You  get  the  same  quality  as  you  do  on  your  home  or  office 
phone  anywhere  there  is  cellular  service. 

To  get  this  remarkable  phone,  call  GTE  Mobilnet  or  any  of  our 
authorized  agents.  Then  all  you’ll  have  to  do  is  drive 
. . ,er. . .walk  over  and  pick  it  up. 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

VHiat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you.  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency; 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 

Oklahoma  office: 

Staff  Leasing,  Inc 
P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73137 
(405)  943-3310 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH : ACCREDITED 


At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  Were  a non-profit 
organization  with  only  one  product . . . 
liability  insurance  for  Texas  physicians. 

Call  us;  we’re  just  what  the  doctors  ordered. 

CALL  TOLL  FREE 

1-800-252-9179 


PO.  BOX  14746,  AUSTIN,  TEXAS  78761 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  * (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  lollowmg  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae)  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  ol  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  ol  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  dilticile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  ol  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
ol  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dilticile  Other  causes  of  colitis  should  be 
ruled  oul 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  ‘ (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  superintection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ol  administration  of  Ceclor,  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes  Tape"  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor'  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0 21 . and  0 1b  mcg/ml  at  two 
three,  four,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ol 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  I in  200  patients  Cases  of  serum-sickness  like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
Tnese  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  aflei  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  ol  anaphylaxis  have  been  reported,  hall  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  lo  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ol  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

I061782R) 


Note  Ceclor  ' (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 

Ell  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 
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For  a free  copy  of  our  “Guide  to  Leasing,”  call  or  write  us. 


CURRY  AUTO  LEASING 

LEASING  SPECIALISTS  FOR  1 5 YEARS. 

5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
(214)  239-1 1 1 1 


DO  YOU  KNOW 
A DOCTOR— 

WHO  NEEDS 
OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Percy  E.  Lowe,  M.D.,  Houston,  Chairman 
(713)  461-2646 

David  C.  Eiland,  Jr.,  M.D.,  Galveston 
(713)  765-4776 
Kenneth  L.  Orten,  M.D.,  Tyler 
(214)  597-3541 
William  Race,  M.D.,  Austin 
(512)  454-5716 

George  Schlagenhauf,  M.D.,  San  Antonio 
(512)  696-4667 

Richard  L.  Weddige,  M.D.,  Lubbock 
(806)  743-2804 

Lawrence  F.  Buxton,  M.D.,  Corpus  Christi 
(512)  883-1731 

G.  Hulse  Wagner,  M.D.,  Wichita  Falls 
(817)  767-0029 
Guy  K.  Driggs,  M.D.,  Dallas 
(214)  941-3313 

Mrs.  Dor  Brown,  Fredericksburg,  Auxiliary 
Representative 
(512)  997-3615 

Drue  N.  “Neel”  Ware,  Houston,  Student 
Representative 
(713)  797-1881 

Carolyn  Fife,  M.D.,  Dallas,  Resident 
Representative 
(214)  357-8404 
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Along,  complex  policy  may 
look  impressive,  but  it  can 
have  a disastrous  effect  upon 
your  professional  liability  cover- 
age. At  Insurance  Corporation 
of  America,  our  Occurrence  pol- 
icy is  written  in  clear,  simple 
language.  No  fine  print.  No 
boastful  generalities.  We  believe 
you  should  know  what  your 
professional  liability  insurance 


covers  before  you  are  faced  with 
a claim. 

For  uncomplicated  coverage, 
call  Insurance  Corporation  of 
America  at  1-800-231-2615;  in 
Texas  call  1-800-392-9702. 
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We  Don’t 
Fill  Our 
Policy 
with 


a lot  of 
Hot  Air. 


You  can  give 
someone  a 
chance  to  live. 


Someday  your  donor  card  and 
Humana  Hospital -San  Antonio 
could  give  someone  a second 
chance  on  life. 


Disease  doesn’t  play  favorites.  Anyone  at  any  age  can 
be  faced  with  the  need  for  an  organ  transplant  such  as  a 
kidney  or  liver.  A transplant  can  mean  the  difference 
between  a life  dependent  on  machines  and  medica- 
tions, or  even  no  life  at  all. 

Today,  thanks  to  new  surgical  techniques,  medica- 
tions and  willing  donors,  organ  transplants  have  given 
many  people  a second  chance  on  life.  But  there 
just  aren’t  enough  donor  organs  available. 

Thousands  of  people  are  on  waiting  lists 
around  the  country.  While  the  number  of  those 
in  need  continues  to  grow,  fewer  and  fewer 
donors  are  available. 

Humana  Hospital -San  Antonio  and  the 
physicians  in  their  kidney  transplant  program 
are  committed  to  providing  organs  for  patients 
needing  transplants.  Humana  Hospital -San 
Antonio  is  part  of  a network  of  160  hospitals 
nationwide  dedicated  to  securing  needed  organs 
such  as  hearts,  kidneys  and  livers.  As  a partici- 
pating hospital  in  this  network,  Humana  Hospital - 
San  Antonio  works  with  the  South  Texas  Organ 
Bank  who  can  notify  or  be  notified  of  organ  avail- 
ability and  attempt  to  match  patients  with  needed 
organs. 

But  the  concern  and  commitment  of  you  and 
others  is  necessary  to  give  someone  a second 
chance.  That’s  where  you  can  help.  It  is  easy  to 
become  an  organ  donor.  Simply  fill  out  the  donor 
certificate  on  the  back  of  your  Texas  driver’s 
license  in  the  presence  of  two  witnesses. 

For  more  information  please  call  or  write  the 
Renal  Transplant  Center  at  Humana  Hospital - 
San  Antonio. 

Give  someone  the  chance  to  live  a better  life. 

Someday,  you  may  need  that  chance  for  someone 
you  love. 

‘Humana  Hospital 

San  Antonio 


8026  Floyd  Curl  Drive  • San  Antonio,  Texas  78229  • (512)  692-3545 

South  Texas  Organ  Bank  (512)  732-9612  c1984  Humana  Inc. 
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BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 

BARE  HANDS. 


I 


When  you  give  to  United 
Why,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  Unibed  V\fey 

A better  community  is  in  your  hands.  thaTor  au°ofusorks 


© United  Way  1984 


A PUBLIC  SERVICE  lf| 

dx/xn 


_ OF  THIS  PUBLICATION  & 
THE  ADVERTISING  COUNCIL 


On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 

add  1S0PT1N 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPT1N.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdme  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block  3rd  degree  (0.8%),  bradycardia  HR<50/min  (1 .1  %),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets,  July  1982  2068 

O KNOLL  PHARMACEUTICAL  COMPANY 

knoll  30  NORTH  JEFFERSON  ROAD  WHIPPANY  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 


In  a word,  it  means  service.  Service 
to  the  State  of  Texas  and  the  impor- 
tant work  underway  there  in  radi- 
ology. Service  from  the  world 
leader  in  diagnostic  imaging  — 
Picker  International. 

Service  that’s  fast. 
Service  that’s  efficient. 
We  promise. 

We  have  experienced,  specialized 
service  engineers  in  Texas.  We’ve 
plugged  Texas  into  our  computerized 
parts  network.  Stocked  key  parts  in 
Texas.  And  set  up  24-hour  service 
hot-lines  to  assure  fast  response  time 
for  your  service  needs. 

A service  team  fully 
backed  by  the  manu- 
facturer. We  promise. 

No  one  knows  your  Picker  equipment 
like  your  Picker  Service  Representa- 
tive-backed by  intensive  headquarters 
training,  and  substantial  field  expe- 
rience as  a specialist  in  your  particular 


modality.  We’ve  got  the  technical 
expertise  and  diagnostic  tools  it  takes 
to  identify  your  problem.  The  hands-on 
experience  to  fix  it  fast. 

Worldwide  resources 
support  local  service. 

We  promise. 

In  CT,  in  NMR,  in  X-ray,  Nuclear,  Ultra- 
sound, Radiological  Consumables  and 
Accessories.  Picker  service  people  are 
up-to-the-minute  specialists  in  the 
science  of  diagnostic  imaging.  Backed 
by  Picker’s  worldwide  capabilities, 
they  bring  you  a knowledge  base,  an 
experience  base,  and  a parts  inventory 
access  no  other  service  organization 
can  beat. 

The  service  contract 
that’s  right  for  you. 

We  promise. 

Because  you  and  your  equip- 
ment have  unique  needs,  we 
tailor  every  service  contract 
individually.  But  every  one 


has  the  same  goal:  maximum  uptime, 
scheduled  downtime.  All  at  a price 
that’s  competitive  and  never  includes 
any  hidden  charges.  Whether  it’s  for 
preventive  and/or  corrective  main- 
tenance, for  parts,  for  labor,  for  X-ray 
tubes. 

'If  you  have  Picker  equipment  in  your 
hospital  or  clinic, you’ve  already  made 
a wise  investment.  Now,  make  that 
investment  pay  even  higher  dividends. 
With  service  from  Picker  International. 
Call  today  at  1-800-321-3346. 
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DEATHS 


J.H.  Bohmfalk 

John  H.  Bohmfalk,  MD,  a San  Antonio  family  physician  for 
more  than  30  years,  died  Aug  24,  1 984.  He  was  63. 

Dr  Bohmfalk  was  born  in  Mason,  Tex,  and  attended  South- 
western University  in  Georgetown.  In  1945  he  was  graduated 
from  The  University  of  Texas  Medical  Branch  at  Galveston. 
Following  an  internship  at  Santa  Rosa  Hospital  in  San  An- 
tonio, Dr  Bohmfalk  served  in  the  US  Army  Air  Corps.  After 
receiving  a discharge  in  1947,  he  began  his  practice  in  San 
Antonio.  In  1 963,  Dr  Bohmfalk  was  named  chief  of  staff  of 
Baptist  Memorial  Hospital,  and  remained  on  the  staff  until  his 
retirement  in  1 980.  He  also  served  as  medical  director  of  the 
American  Security  Life  Insurance  Company. 

Dr  Bohmfalk  was  a past  president  of  Bexar  County  Medical 
Society  and  a charter  fellow  of  the  American  Academy  of 
Family  Physicians. 

Survivors  include  his  wife,  Marjorie  Moss  Bohmfalk,  San 
Antonio;  sons,  Thomas  C.  Bohmfalk,  MD,  Georgetown,  Tex, 
and  William  H.  Bohmfalk,  San  Antonio;  brothers,  Ben 
Bohmfalk,  Lampasas,  Tex;  Milton  Bohmfalk,  Mason,  Tex; 
Stanley  Bohmfalk,  Fredericksburg,  Tex;  and  Paul  Bohmfalk, 
Jasper,  Tex;  sister,  Viola  Field,  Kerrville,  Tex;  and  four 
grandchildren. 

R.A.  Hettig 

Robert  Arthur  Hettig,  MD,  Houston,  died  Aug  8,  1984.  Dr 
Hettig,  73,  was  a longtime  chief  of  hematology  at  Baylor 
College  of  Medicine  and  the  first  professor  emeritus  at  the 
medical  school.  He  served  on  the  board  of  governors  of  the 
American  College  of  Physicians  during  1969-1974  and  as 
president  of  the  Houston  Society  of  Internal  Medicine  in 
1963. 

Dr  Hettig,  a native  of  Rochester,  NY,  was  a 1937  graduate 
of  the  University  of  Rochester  School  of  Medicine.  After  an 
internship  in  Rochester,  Dr  Hettig  held  teaching  positions  at 
Yale  University  and  the  University  of  Ann  Arbor  (Mich).  He 
moved  to  Houston  in  1946  where  he  served  as  assistant 
professor  of  internal  medicine  at  Baylor  College  of  Medicine. 
Surviving  family  members  include  several  cousins. 

H.O.  Padgett 

Harold  Owen  Padgett,  MD,  67,  died  Aug  14,  1984.  Dr  Pad- 
gett had  been  a Marshall,  Tex,  obstetrician-gynecologist  for 
more  than  30  years. 

A native  of  Graham,  Tex,  Dr  Padgett  was  a 1939  graduate 
of  Baylor  College  of  Medicine.  His  internship  was  at  Park- 
land Memorial  Hospital  in  Dallas.  After  serving  in  the  US 
Navy  during  World  War  II,  Dr  Padgett  moved  to  Marshall  in 
1946. 

Surviving  family  members  include  his  wife,  Patricia 
McGee  Padgett,  Marshall;  son,  William  Bruce  Padgett, 
Buda,  Tex;  daughters,  Felicia  Padgett,  Elizabeth  Padgett, 
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and  Vista  Lee  Padgett;  and  mother,  Mary  Lena  Padgett,  all 
of  Marshall;  and  three  grandchildren. 

M.G.  Rape 

Marvin  Greer  Rape,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  July  8, 1984.  Dr  Rape,  68,  had 
practiced  urology  in  Houston  for  32  years  before  his  retire- 
ment in  1983. 

He  was  born  in  Campbell,  Tex,  and  was  a 1939  graduate  of 
The  University  of  Texas  at  Austin.  In  1 942  he  received  his 
medical  degree  from  The  University  of  Texas  Medical  Branch 
at  Galveston.  After  an  internship  at  Santa  Rosa  Hospital  in 
San  Antonio,  Dr  Rape  served  in  the  US  Army  Medical  Corps 
during  World  War  II.  He  followed  his  military  service  with  resi- 
dencies in  urology  in  Houston  and  in  St  Louis,  Mo.  He  joined 
the  staff  of  St  Joseph  Hospital  in  Houston  in  1 950,  served  as 
chairman  of  the  department  of  surgery  during  1 970-1971 , 
and  section  chief  of  the  urology  department  from  1 976  until 
his  retirement  in  1983.  He  held  teaching  appointments  at 
Baylor  College  of  Medicine  and  The  University  of  Texas 
Medical  School  at  Houston. 

Surviving  Dr  Rape  are  his  wife,  Justine  Kane  McKay  Rape, 
Houston;  daughters,  Margaret  Justine  McKay  and  Diana 
Macy,  both  of  Denver;  and  Deborah  Jean  Rape,  Corpus 
Christi;  and  son,  Marvin  Greer  Rape,  Jr,  Houston. 

M.H.  Sinclair 

Marga  Hartmann  Sinclair,  MD,  Houston,  died  Aug  20,  1984. 
Dr  Sinclair,  78,  was  the  retired  chief  of  plastic  surgery  at 
M.D.  Anderson  Hospital  and  Tumor  Institute. 

A native  of  Germany,  she  received  her  medical  degree 
from  the  University  of  Munich.  After  an  internship  and  resi- 
dency in  Germany,  Dr  Sinclair  served  as  instructor  in  physi- 
ology at  the  University  of  Cincinnati  College  of  Medicine. 

She  remained  in  Ohio  until  1951  when  she  became  affili- 
ated with  M.D.  Anderson  Hospital  in  Houston. 

She  is  survived  by  her  husband,  Thornton  Sinclair, 
Houston;  daughters,  Barbara  Sinclair,  Riverside,  Calif;  Julia 
Groves,  Houston;  and  Nora  Sinclair,  Austin;  brother,  Rolf 
Hartmann,  Los  Altos,  Calif;  and  seven  grandchildren. 

W.W.  Sumner 

Wendell  Weston  Sumner,  MD,  74,  a Fort  Worth  family  phy- 
sician, died  July  2,  1984. 

Dr  Sumner,  a Missouri  native,  was  a graduate  of  Texas 
Christian  University  in  Fort  Worth.  In  1940  he  received 
his  medical  degree  from  The  University  of  Texas  Medical 
Branch  at  Galveston.  He  returned  to  Fort  Worth  to  serve  an 
internship  at  City-County  Hospital.  He  served  as  a flight  sur- 
geon during  World  War  II  and  then  began  his  family  practice 
in  Fort  Worth  in  1946. 

Dr  Sumner  is  survived  by  his  wife,  Dorothy  Jacobs 
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Sumner;  and  daughters,  Diane  Wright  and  Elizabeth  Ed- 
dins,  all  of  Fort  Worth;  sons,  W.  Weston  Sumner,  Jr,  DO, 
Albuquerque;  brother,  Olen  Sumner,  Fort  Worth;  14  grand- 
children; and  one  great-granddaughter. 

S.F.  Supowit 

Saul  F.  Supowit,  MD,  a longtime  Sweetwater  family  physi- 
cian, died  Aug  7,  1984,  at  age  73. 

Born  in  Pennsylvania,  Dr  Supowit  was  a 1936  graduate  of 
Thomas  Jefferson  University  Medical  School  in  Philadel- 
phia. He  practiced  in  Pennsylvania  before  serving  in  the  US 
Army  during  1942-1945.  In  1946  Dr  Supowit  established  his 


practice  in  Sweetwater.  He  served  as  medical  advisor  for 
the  Selective  Service  System  for  five  years  and  as  board 
chairman  for  the  Nolan,  Fisher,  and  Scurry  counties  chapter 
for  15  years.  For  his  efforts,  he  was  awarded  the  medal  for 
meritorious  service  by  the  President  of  the  United  States. 

Dr  Supowit  was  the  Nolan  County  health  officer  for  19 
years  and  was  honored  as  1980  Citizen  of  the  Year. 

Surviving  family  members  include  his  son,  Scott  Supowit, 
PhD,  Galveston;  sisters,  Florence  Tope,  Edwardsville,  Pa, 
and  Mildred  Maratick,  Shamokin,  Pa;  brother,  Calvin 
Supowit,  Newport  Beach,  Calif;  and  two  grandchildren. 


When  good  practice 
management  is  not  enough  . . . 

A marketing  plan  can  help  build  your  practice  through 
greater  patient  satisfaction,  higher  patient  volume, 
increased  physician  referral,  and  greater  awareness  of 
your  services  in  your  community. 

We  can  provide  market  research,  practice  analysis,  devel- 
opment of  patient  education  programs  and  literature,  and 
creation  of  comprehensive  marketing  plans. 

We  deal  exclusively  with  physicians  and  design  our  pro- 
grams within  professional  society  guidelines.  Call  us 
today  for  a more  successful  and  satisfying  tomorrow. 


Chimney  Hill  Business  Park  301  Arguello,  Suite  102  College  Station,  TX  77840  (409)  846-3573 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.  H.  BOHMFALK 
San  Antonio,  1920-1984 

R.  A.  HETTIG 
Houston,  1911-1984 

H.  0.  PADGETT 
Marshall,  1917-1984 

M.G.  RAPE 
Houston,  1915-1984 


M.  H.  SINCLAIR 
Houston,  1906-1984 

W.  W.  SUMNER 
Fort  Worth,  1910-1984 

S.  F.  SUPOWIT 
Sweetwater,  1911-1 984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1 ,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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FAMILY  PRACTICE  AVAILABLE 


To  board  certified  or  eligible  family  physician  with  good  references. 

Large  solo  practice  with  good  call  group  backup. 

Gross  income  over  $500,000  per  year.  For  sale -$250,000 -terms  available. 
Located  in  Beaumont. 


Contact:  Ad-494,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd. 
Austin,  Texas  78701 , for  information. 


Clear  Lake  Medical  Tower 


Own  your  own  offices  in  a modern  facility  that  was 
planned  and  designed  to  be  the  perfect  environment  for 
the  practice  of  medicine  and  related  healthcare  services. 
It's  the  only  medical  office  condominium  in  one  of 
America's  most  prosperous  and  dynamic  growth  areas. 
And.  it  will  soon  connect  to  Humana  Hospital  Clear  Lake 
in  the  Clear  Lake  Medical  Center. 

The  location  . . . the  conveniences  . . . the  tax  advan- 
tages . . . the  investment  opportunities  are  unmatched 
anywhere.  Competitively  priced  against  current  leasing 
terms.  Own  a piece  of  perfection. 


CLEAR  LAKE  MEDICAL  TOWER 


450  Medical  Center  Blvd.  • Webster,  Texas  77598 

Fred  Goeke  &,  Associates,  Inc.,  Developer 

Call  Fred  Goeke  (713)  847-2100 
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If  you  still  believe  in  me,  save  me. 


For  nearly  a hundred  years,  the  Statue  of  Liberty 
has  been  Americas  most  powerful  symbol  of  free- 
dom and  hope.  Today  the  corrosive  action  of  almost  a 
century  of  salt  air  and  weather  has  eaten  away  at  the 
iron  framework,  etched  holes  in  the  copper  exterior. 

Less  than  a mile  away,  on  Ellis  Island  where  the 
ancestors  of  nearly  half  of  all  Americans  first 
stepped  onto  American  soil,  the  Great  Hall  of  the 
Immigration  Center  is  a hollow  ruin.  Rooms  are  van- 
dalized, walls  crumbling  in  decay. 

Inspiring  plans  have  been  developed  to  restore 
the  Statue  and  to  create  at  Ellis  Island  a living 
monument  to  the  ethnic  diversity  of  this  country  of 
immigrants.  But  unless  restoration  is  begun  now, 
these  two  national  treasures  could  be  closed  at  the 
very  time  we  celebrate  their  hundredth  anniversaries. 


The  230  million  dollars  needed  to  carry  out  the  work 
is  needed  now. 

All  of  the  money  must  come  from  private  dona- 
tions; the  federal  government  is  not  raising  the  funds 
This  is  consistent  with  the  Statues  origins.  It  was  the 
French  and  American  people  themselves  whose  con- 
tributions financed  its  construction. 

The  Statue  of  Liberty-Ellis  Island  Centennial 
Commission  is  asking  every  American  business,  every 
American  citizen  to  join  in  raising  these  funds.  The  torch 
of  liberty  is  everyone’s  to  cherish.  Could  we  hold  up  our 
heads  as  Americans  if  we  allowed  the  time  to  come  when 
she  can  no  longer  hold  up  hers? 

One  hundred  years  ago  school  children  gave 
their  pennies  to  put  her  up.  Your  dollars  can  keep  her 
from  falling  down. 


Send  your  tax  deductible  donations  to  THE  LADY,  Box  1986,  N.Y.C.  10018.  Or  call  1-800-USA-LADY  toll  free. The  Statue  of  Liberty-Ellis  Island  Foundation,  Inc.  ©’84 
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feu  know  it's  not  your  every - 
ay  patient  problem.  Alco- 
3li 


lolism  is  far  different  from 
:nost  other  diseases.  Patients 
ry  to  hide  it  from  you.  They 
esist  treatment.  They  deny 
hey  have  the  disease  at  all. 

Such  a complex  physical 
ind  emotional  problem  usually 
equires  extensive  evaluation. 
\nd  intervention  counseling 
s frequently  needed. 


If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Center 
as  your  specialist  ana  partner 
in  the  treatment  of  alcohol- 
ism and  drug  abuse.  We're  a 
specialized  facility  staffed  to 
serve  both  your  patient  and 
patient's  family.  Our  nation- 
ally recognized  treatment 


programs  have  given  us  one 
of  the  best  recovery  rates  in 
the  country.  And  once  recov- 
ered, your  patients  and  their 
families  return  to  being  the 
kind  of  patients  that  let  you 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 
treatment  center  in  Dallas 


(214/988-0106,  metro),  Ft. 
Worth  (817/654-4153,  metro), 
Houston  (713/439-1202), 


San  Antonio  (512/494-4477), 


3i5 

Port  Arthur  (409/983-2064) 
or  Westgate  in  Denton 
v (214/434-3549,  metro) 
^ V anytime,  day  or  night. 

Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


=5iON5= 


Health  education  in  an  exciting,  new  format. . . Be  sure  to  tell 
your  patients  about  VITAL  SIGNS  where  they  can  keep  up  with 
the  newest  discoveries  in  medicine,  learn  how  to  reduce  stress 
and  discover  how  to  keep  health  care  costs  down. 

Watch  VITAL  SIGNS,  a weekly,  30-minute  program  produced 
in  cooperation  with  the  Texas  Medical  Association  and  seen 
throughout  the  state  on  the  Texas  Cable  Network! 

Watch  for  VITAL  SIGNS  coming  soon  to: 


TEXAS  CABLE  NETWORK 

TELEVISION  FOR  TEXANS 


Produced  in  cooperation  with 

TMA~ 

Texas  Medical  Association 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust . . . it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  profes- 
sional Liability  insurance  that  repre- 
sented security,  dependability  and 
effective  claims  management.  We  sup- 
plied it. 

You  required  professional  insur- 
ance leadership  by  medical  liability 
specialists  who  were  sensitive  to 
your  individual  service  requirements 
Once  again,  TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our 
current  data  conclusively  confirms 
this  approach. 

In  fact,  the  physician  TMLT  Gov- 
erning Board  and  Executive  Staff  lis- 
ten carefully  to  ah  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to 
the  Texas  Medical  Association  mem- 
bership seriously.  We  have  taken 
strong  action  for  loss  prevention  and 
patient  safety  by  means  of  educational 
seminars,  literature  and  videotape 
programs. 

Today,  TMLT  is  viewed  as  a leader 
and  innovator  in  the  dynamics  of 
medical  liability  risks.  In  only  five 


years  we  have  grown  strong  in  assets; 
and,  our  policyholders  have  grown  at 
an  average  of  67  per  cent  annually. 
We  are  fulfilling  our  commitment  to 
provide  a stable  source  of  liability  in- 
surance through  accurately  measur- 
ing our  risk  and  claims  activity  by 
medical  specialty  and  geographic 
location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are  just 
what  the 
doctors 
ordered.” 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATEWIDE  SERVICE  CENTER  • 1 -800-252-9 1 79/P O BOX  14746  • AUSTIN,  TEXAS  78761 
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If  the  business  of  medicine  has  put 
you  under  pressure,  and  you  would 
like  some  relief,  call  Med  Center  Bank. 


js0Med  Center  Bank 

6631  South  Main,  Houston,  Texas  77030 
(713)790-1976  Member  FDIC 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  this  month  presents  a sample  of  the 
more  than  80  titles  in  the  half-inch  VHS  videocassette  col- 
lection of  the  TMA  Memorial  Library.  This  list  includes  most 
of  the  AM  A “Video  Clinics " and  programs  from  the  Net- 
work for  Continuing  Medical  Education  (NCME).  Many  of 
these  can  be  used  for  CME  credit,  and  they  are  loaned  free 
of  charge  to  TMA  members.  For  additional  information,  call 
the  Audiovisual  Coordinator  at  the  TMA  Memorial  Library, 
(512)  477-6704,  ext  195. 


Alzheimer’s  Disease:  Clinical  Recognition,  Diagnosis,  Stag- 
ing, and  Management  (NCME  Tape  #426),  Vi'  VHS;  55 
min.  New  York,  Network  for  Continuing  Medical  Education, 
1984. 

The  Anemic  Patient.  V2"  VHS;  60  min.  Chicago,  American 
Medical  Association  Video  Clinic,  1982. 

Angina  Pectoris:  Update  on  Diagnosis  and  Treatment.  Vi' 
VHS;  60  min.  Chicago,  American  Medical  Association  Video 
Clinic,  1984. 

The  Anxious  Patient.  Vi'  VHS;  60  min.  Chicago,  American 
Medical  Association  Video  Clinic,  1983. 

Assessment  and  Resuscitation  of  the  Trauma  Victim  (NCME 
Tape  #428).  V2”  VHS;  55  min.  New  York,  Network  for  Con- 
tinuing Medical  Education,  1984. 

Backache.  Vi'  VHS;  164  min.  Chicago,  American  Medical 
Association  Video  Clinic,  1980. 

Clinical  Analysis  of  Ethical  Dilemmas  (NCME  Tape  #432). 
1/2”  VHS;  55  min.  New  York,  Network  for  Continuing  Medical 
Education,  1984. 

Clinical  Management  of  Hypokalemia.  V2”  VHS;  24  min. 

Ann  Arbor,  University  of  Michigan  Medical  Center,  1982. 

Clinical  Stress  Testing  and  the  Exercise  Prescription.  Vi' 
VHS;  18  min.  Ann  Arbor,  University  of  Michigan  Medical 
Center,  1982. 

Congestive  Heart  Failure:  Update  on  Diagnosis  and  Treat- 
ment. Vi’  VHS;  60  min.  Chicago,  American  Medical  Associa- 
tion Video  Clinic,  1984. 

The  Electrocardiogram:  Basic  Concepts  and  the  Normal 
Electrocardiogram.  Vi'  VHS;  110  min.  Chapel  Hill,  Health 
Sciences  Consortium,  1982. 


Evolving  Concepts  in  the  Treatment  of  Acute  Myocardial  In- 
farction (NCME  Tape  #434).  Vfe”  VHS;  55  min.  New  York, 
Network  for  Continuing  Medical  Education,  1984. 

From  Black  Bag  to  Black  Box:  Computers  in  the  Medical 
Office  (NCME  Tape  #440).  W VHS;  55  min.  New  York, 
Network  for  Continuing  Medical  Education,  1984. 

The  Hyperthyroid  Patient.  V2”  VHS;  60  min.  Chicago,  Ameri- 
can Medical  Association  Video  Clinic,  1983. 

Male  Genitourinary  Examination.  Vi'  VHS;  24  min.  Chapel 
Hill,  Health  Sciences  Consortium,  1982. 

Lasers  in  Medicine:  Healing  Energy  (NCME  Tape  #430).  V2 
VHS;  55  min.  New  York,  Network  for  Continuing  Medical 
Education,  1984. 

Management  of  Adult  Respiratory  Distress  Syndrome.  Vi' 
VHS;  30  min.  Ann  Arbor,  University  of  Michigan  Medical  Cen- 
ter, 1982. 

Obesity  and  Overweight.  Vi’  VHS;  60  min.  Chicago,  Ameri- 
can Medical  Association  Video  Clinic,  1982. 

Peptic  Ulcer  Disease.  Vi'  VHS;  53  min.  Chicago,  American 
Medical  Association  Video  Clinic,  1982. 

Primary  Care  Management  of  Common  Eye  Problems.  Vi' 
VHS;  60  min.  Chicago,  American  Medical  Association  Video 
Clinic,  1984. 

Rape:  Caring  for  the  Adult  Female  Victim.  Vi'  VHS;  9 min. 
Rockville,  Md,  National  Center  of  Mental  Health  and  National 
Center  for  Prevention  and  Control  of  Rape,  1980. 

Rehabilitation  after  Myocardial  Infarction.  Vi'  VHS;  50  min. 
Chicago,  American  Medical  Association  Video  Clinic,  1982. 

Sexually  Transmitted  Disease.  Vi’  VHS;  60  min.  Chicago, 
American  Medical  Association  Video  Clinic,  1982. 

Sleep  Wake  Disorders.  Vi’  VHS;  60  min.  Chicago,  American 
Medical  Association  Video  Clinic,  1983. 

Someone  I Once  Knew  (patient  education  about  Alzheimer  s 
disease).  Vi’  VHS;  30  min.  Evanston,  MTI  Teleprograms,  Inc, 
1983. 

Through  the  Genetic  Maze:  We  Can  Decide  (lay  education 
about  genetic  counseling).  Vi'  VHS;  60  min.  Pennsylvania 
State  University,  1982. 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  <S  Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmaqe,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut,  Houston  77074;  713  988-7558 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD.  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  <S  Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  <5  Psychological 
Testing 

Behavioral  Analysis 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg.  MD,  PhD 
Michael  A.  McCormick.  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas,  Texas  75230 
214  661-7770 

CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade,  MD,  FACC,  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  Waite  III,  MD 


Diplomates  American  Boards  o'  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes.  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr.,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Hegiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck.  Clinic  Coordinator 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 

1107  Doctors  Drive,  Tyler,  Texas  75701 
214  592-6635 


TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 
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Colon  & Rectal  Surgery 

Endocrinology 

FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  ol  Colon  and  Rectal  Surgery 

ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

1050  West  Rosedale.  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

Practice  Limited  to  Endocrinology  <&  Diabetes 

5480  LaSierra  Drive.  Dallas.  Texas  75231;  214  363-5535 

DAVID  S.  PITA.  MD 

DONALD  H.  PEREZ,  MD 

Colon  and  Rectal  Surgery 

Colonoscopy 

Endocrinology 

Barnett  Tower.  Baylor  Medical  Plaxa 

3600  Gaston  Ave..  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 

226-9170 

Dermatology  eric  a.  orzeck.  md.  facp 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas.  Texas  75246;  214  827-5960 


Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208.  Dallas.  Texas  75208; 

214  948-8664 


Family  Practice 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209  ; 512  222-8651,  222-2001 
(East  at  2700  block  Broadway  en  Brackenridge  Ave;  up  hill  tor  3 
blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 
arrows.)  

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion 

Chemical  Peel  and  Collagen 

Modical  City  Dallas  II.  7777  Forest  Lane.  Suite  2-309. 

Dallas,  Texas  75230;  telephone  214-788-0088 


SAMUEL  SILVA,  MD 

Hair  Replacement  and  Scalp  Reducation 

4759  S.  Freeway,  Fort  Worth,  Texas  76115 
817  923-7374 

Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 

CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 

Medical  City  Hospital  

7777  Forest  Lane.  Dallas,  Texas  75230;  214  661-4537 

Diagnostic  Radiology 


9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney.  MD 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116.  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


TMA  Physician  Placement  Service 

. . . Another  service  ol  your  association 


General  Surgery 


DRS.  VANDERPOOL,  LANE  <S  WINTER 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone.  MD 

Diplomates  American  Board  ol  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas.  Texas  75204;  214  823-2650 
7777  Forest  Lane.  Suite  204.  Dallas.  Texas  75230;  214  661-7860 
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Nephrology 


Hand  Surgery 


L.  LEE  LANKFORD.  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD— Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main,  Suite  506,  San  Antonio,  Texas  78205;  512  223-9549 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief.  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


ROBERT  A.  ERSEK,  MD 
U.  GADARIA,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  4 Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 

WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Immunology 

IMMU-TEST  LABORATORIES,  INC. 
Immunology  Reference  Laboratory 

Director:  Maria  A.  Scouros,  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint,  Suite  405,  Houston,  Texas  77055;  713  464-9562 


Neurological  Surgery 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery 

8220  Walnut  Hill  Lane,  Suite  308,  Dallas,  Texas  75231;  363-8524 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 
foe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders.  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon.  MD 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas.  Texas  75246;  Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


TMA  Forum  on  Medical  Issues 

— Another  service  of  your  association 


JACK  E.  McCALLUM.  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD.  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 
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TEXAS  MEDICINE 


Nuclear  Medicine  stuart  a.  terry,  md 

Sub-Specialty  Glaucoma 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

G411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  tor  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology.  Neurology,  Neurosurgery,  Urology. 
Ophthalmology.  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomats  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


M&S  Tower,  Suite  401.  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS.  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934.  Houston,  Texas  77074; 
Telephone  713  988-2020 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <£  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg.,  Houston, 
Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart.  MD,  FACS 
Robert  B.  Wilkins,  MD.  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD.  FACS 
Paul  C.  Salmonsen,  MD.  FACS 
Richard  L.  Kimbrough,  MD,  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia.  MD 
Jack  T.  Holladay.  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman,  MD 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Medical  Tower.  Suite  220.  1550  West  Rosedale. 
Fort  Worth,  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


RETINA  CONSULTANTS.  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main.  Suite  3200.  Fort  Worth.  Texas  76104 
817  332-1782 
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SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  79902;  915  532-3912 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD.  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

800  East  30th  Street,  Austin  78705;  512  479-8101 
3103  Scott  Blvd..  Temple  76501;  1-800-252-3437 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland.  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar.  Houston,  Texas  77005 
Telephone  713  526-6262 


OPHTHALMOLOGY  ASSOCIATES 

Joe  L.  Bussey,  MD,  Cataract  & Lens  Implant  Surgery 
Dan  E.  Bruhl,  MD 

Rufus  A.  Roberts,  MD,  Diseases  & Surgery  of  Retina,  Cataract 
& Lens  Implant  Surgery 

Thomas  H.  Smith,  MD,  Ophthalmic  Plastic  & Reconstructive  Surgery 
John  W.  Zerdecki,  MD,  Cataract  <S  Lens  Implant  Surgery, 

Corneal  & External  Disease 

Doris  E.  Jensen.  MD,  Medical  Ophthalmology  & Glaucoma 
308  S.  Henderson,  Fort  Worth,  Texas  76104;  817  335-5435 
Appointments  817  335-6070;  se  habla  espanol 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer.  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave..  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO.  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy.  MD.  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey.  MD.  PA 


3704  20th  Street.  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


F.  Carlton  Hodges.  MD 
J.  Price  Brock.  Jr,  MD 
Mervyn  B.  Fouse.  MD 
John  H.  Judd.  Jr..  MD 


3702  20th  Street.  Suite  B.  Lubbock.  Texas  79410 
Telephone  806  797-9666 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE  ORTHOPEDIC  SURGERY.  TEXAS  TECH  UNIV. 

Diplomates  American  Board  of  Orthopedic  Surgery  SCHOOL  OF  MEDICINE 


1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett.  MD 
John  J.  DeBender.  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway.  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202. 

150  West  Parker  Road.  Houston.  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo.  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


Gerald  S.  Laros.  MD.  Low  Back  Problems 

Robert  F.  McCarron  II.  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr..  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost.  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Health  Sciences  Center  Building.  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475 
Cerebral  Palsy  Clinic.  806  743-3038 


Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr.,  MD,  FACS 

Ronald  J.  Blumenfeld.  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates.  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E,  El  Paso.  Texas  79925;  915  592-8666 


Representing  TMA's  Legislative  Views  TMA  Community  Medical  Forum 
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TEXAS  MEDICINE 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  I.  Andujar,  MD 
Dorothy  Patras.  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES  AND  ASSOCIATES 

Arthur  L.  Raines.  MD  Carolyn  Martin,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne.  Texas  76031:  817  641-2245 


J.  S.  WILKENFELD.  MD,  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat*  of  th*  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Oliice  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois.  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Oilice  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy. 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD.  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston,  Texas  77030;  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 


David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Aesthetic  and  Reconstructive  Plastic  Surgery 


Raymond  A.  Faires,  MD 

Diplomate  American  Board  ol  Surgery 
Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue.  Fort  Worth.  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD.  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608.  Austin.  Texas;  454-7659 


JOHN  E.  CARTER,  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  T*xas  79410;  806  792-2313 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS 
Raymond  O.  Brauer,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS 


Laurence  E.  Wolf.  MD,  FACS 
Benjamin  E.  Cohen,  MD,  FACS 
Ernest  D.  Cronin,  MD,  FACS 


Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


TMA  Practice  Management  Workshops 

. . . Another  service  oi  your  association 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomats  American  Board  oi  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 

Plan  to  attend  1985  TMA  meetings: 

February  1-3  Austin 
May  8-12  San  Antonio 
September  19-21  Austin 

. . . Another  service  of  your  association 
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JOSEPH  P.  FLEMING.  MD.  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524*7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomat*  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suit*  420. 

Houston.  T*xas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

U.  Gadaria,  MD,  FACS 

Diplomat©  of  American  Board  of  Surgery 

Aesthetics,  Plastic,  Reconstructive. 
Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <5  512  474-HAND 


TJMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child. 

Adolescent  and  Adult  Psychiatry 


lorry  M.  Lewis,  MD 
Deyl*  I.  Carson.  MD 
Keith  H.  Johansen.  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg.  MD 
John  G.  Looney.  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 


L.  Dwight  Holden.  MD 
Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell.  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkingtsn,  MD 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  oi  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duiiy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

MICHAEL  L.  EISEMANN,  MD,  PA,  FACS 

Diplomat©  American  Board  of  Plastic  Surgery 
Fellow  American  College  of  Surgeons 

Aesthetic  Surgery,  Plastic  and  Reconstructive 
Surgery  and  Hand  Surgery 

7000  Fannin,  Suite  880,  Houston.  Texas  77030;  713  790-1771 

Fort  Bend  Physicians  Plaza,  3807  FM  1092,  Missouri  City,  Texas  77459; 

713  499-6005. 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child.  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup.  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 
(Adults  & Adolescents — Hospitalization  & Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker.  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin.  MD 
Joel  A.  Holiner,  MD 


R.  Saniord  Kiser,  MD 
William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson.  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road,  Suite  35 

Dallas.  Texas  75211;  214  296-6241  PulmOnafy  DiSGaSOS 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomat©,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404. 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD.  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale.  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TMA  Memorial  Library 

. . . Another  service  o!  your  association 


John  R.  Burk,  MD,  FACP  David  R.  Stoop.  MD.  FACP,  FCCP 

Mitchell  C.  Kuppinger.  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  oi  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 

Representing  the  Profession 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Suraeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue.  Baylor  Medical  Center  Plaza, 
Wadley  Tower.  Suite  755.  Dallas,  Texas  75246 
214  826-3500 


Radiotherapy  Department 
7600  Beechnut 
Houston.  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD,  PA 

Donald  J.  Logan.  MD  PA 

Donald  L.  McKay,  MD.  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408,  Plano,  Texas  75075;  214  867-3928 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <S  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
’Certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower.  3600  Gaston  Avenue. 
Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432.  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Beglev,  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Mernmac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  iamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707, 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PROGRESSIVE  SMALLER  HOSPITAL  IN  THE  HILL  COUNTRY  in  central 
Texas  seeks  a physician  to  relocate  and  become  a part  of  the  com- 
munity. Applicants  should  have  a current  Texas  license,  training,  ex- 
perience in  family  and  general  practice,  with  interest  in  ob,  surgery 
orthopedics,  emergency  care,  and  family  medical  care.  For  information 
contact:  Administrator,  Kimble  Hospital,  2101  N.  Mam,  Junction,  Texas 
76849. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston’s  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  8100  Southwest  Freeway  #210,  Houston,  Texas 
77U74  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


FAMILY  PRACTITIONER  WANTED — Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas  77057.  From  outside  Texas  call  800 
231-7578. 


PHYSICIANS— PERSONALIZED  PHYSICIAN  RECRUITING  SERVICE— 8 
years  experience.  No  fee.  Contact  R.  H.  Medical  Group,  Inc.,  12651 
Briar  Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777,  24  hours. 


UROLOGIST  NEEDED— WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil.  For 
more  information,  contact  O.  L,  Stalcup,  MD  3417  20th  Street,  Lubbock 
Texas  79410,  806  792-6221. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Grouo,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


FAMILY  PRACTICE  PHYSICIAN — Busy  three  man  group  with  one  doctor 
leaving;  immediate  practice.  NE  Texas,  small  town,  65  bed  hospital. 
Seeking  recent  FP  graduate,  US  trained.  OB  beneficial.  $5, 000/mo. 
guaranteed  plus  productivity  bonus.  Would  consider  1985  graduate  of 
FP  residency.  Contact  James  W.  Morris,  Atlanta  Family  Practice  Clinic 
Assn.,  P.O.  Box  28,  Atlanta,  Texas  7555F 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  open  in  Houston.  Unique  opportunity  for  career-minded 
emergency  physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Full  benefit  package  including  profit 
sharing  with  base  salary  in  the  90's  and  higher  depending  on  expe- 
rience/training. Send  CV  and  application  request  to  Houston  Emergency 
Physicians  Associates,  c/o  Mrs.  Tyler,  P.O.  Box  720465,  Houston,  Texas 
77272  or  call  713  776-1081. 


PHYSICIANS  NEEDED:  Hill  Country — Panhandle.  Anesthesiology,  fam- 
ily practice,  internal  medicine,  cardiology,  orthopedics,  obstetrics,  pe- 
diatrics and  urology.  Good  financial  package.  Send  CV  to:  RH  Medi- 
cal Group,  12651  Briar  Forest,  Suite  180,  Houston,  Texas  77077;  or  call 
713  496-7777. 


DALLAS/FORT  WORTH:  Physicians  wanted  for  locums  tenens  in  FP, 
ER,  health  clinics  on  full  or  part-time  basis.  Malpractice  covered, 
flexible  hours,  good  locations  and  remuneration.  Call  Kathy  Snyder, 
214  442-2424  or  214  442-5446  after  6 pm  or  write  Snyder  & Associates, 
P.O.  Box  1057,  Wylie,  TX  75098. 


WANTED.  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits.  Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON  NEEDED  for  West  Texas  group  practice.  This 
is  an  excellent  opportunity  with  unlimited  potential  in  a city  of  over 
100,000.  Excellent  hospitals.  For  additional  information  contact  Pro- 
fessional Practice  Consultants,  Attn:  Bill  Williams,  P.O.  Box  358,  Hot 
Springs,  AR  71902;  501  624-6877. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 


TEXAS  PRIVATE  PRACTICES  in  many  fields  and  many  sized  communi- 
ties, including  DFW  metroplex.  We  will  not  send  your  CV  to  our 
clients  without  your  permission.  We  are  interested  in  your  family's 
lifestyle  preferences.  Please  send  CV  to  W.  Sanford  Smith,  Professional 
Practice  Management,  Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


YOUNG  DIAGNOSTIC  CARDIOLOGIST  wants  same  to  join  him  in  North 
Texas  practice.  Needs  to  be  interested  in  both  invasive  and  noninvasive 
cardiology.  Board  eligible  or  certified.  Reply  with  CV  to  Ad-481,  TEXAS 
MEDICINE,  1801  North  Lamar,  Austin,  Texas  78701. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,2 1 1 -$66 ,784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


NEW  PHYSICIAN  OPPORTUNITIES:  BE/BC  generalist  and  subspecial- 
ists. Small,  medium  and  large  towns.  Client  pays  fees.  Confidential. 
Call  or  send  C.V.  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite 
222,  Houston,  Texas  77006;  713  529-3399. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS-FORT  WORTH — Growing  multispecialty  group  with  primary 
focus  on  network  of  8 extended  hours  ambulatory  care  centers  has 
immediate  openings  for  qualified  family  physicians.  Income  guarantee 
plus  fee-for-service,  flexible  hours,  paid  malpractice  and  equity  plan 
available.  Contact:  Ms,  Ernestine  Brown,  Primacare  Medical  Centers, 
9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220;  214  352-1991. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 


94 


TFXAS  MEDICINE 


PART  TIME  MEDICAL  CONSULTANTS:  Social  Security  Administration, 
Disability  Programs  is  accepting  applications  lor  part-time  medical 
consultants  and  (1)  Regional  Medical  Advisor  in  these  specialties: 
Internal  Medicine,  Psychiatry,  Orthopaedics  and  Ophthalmology.  In- 
volves review  and  assessment  of  meaical  evidence  in  disability  claims 
at  a central  location  in  Dallas,  Tx.  No  patient  contact.  Flexible  hours. 
8-20  hours  per  week  at  57.06/hr.  lor  medical  consultants  and  $54. 92/hr. 
lor  regional  advisor.  For  furtner  information  on  qualifications  or  duties 
contact  Pat  Kennedy,  RN,  Department  of  Health  and  Human  Services, 
Social  Security  Administration,  Disability  Programs,  1200  Main  Tower 
Bldg.,  Dallas,  Texas  75202;  phone  214  767-428 1 . For  information  regard- 
ing contracts,  contact  A1  Raabe,  Contracting  Officer,  Department  of 
Health  and  Human  Services,  Division  of  Administrative  Services,  Rm 
960,  1200  Main  Tower  Bldg.,  Dallas,  Texas  75202;  phone  214  767-3221. 

TEXAS,  ABILENE:  Regional  trauma  center  with  recent  substantial  in- 
crease in  volume  needs  additional  full-time  emergency  physician.  Pay 
$40-$50  per  hour.  City  of  100,000  within  a 17-county  referral  area.  Two 
universities  and  one  college.  Contact  Charles  Arnecke,  604  Richmond 
Ave.,  San  Antonio,  Texas;  512  222-0746. 

DALLAS  AND  NORTHEAST  TEXAS:  Emergency  Physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  avail- 
able in  emergency  departments  and  free-standing  ambulatory  care 
clinics.  Flexible  scheduling,  fee-for-service  with  guarantee — $75,000  to 
$100,000.  Contact  Brenda  Lancaster,  EmCare,  3600  Gaston,  Suite  802, 
Dallas,  Texas  75246,  or  call  214  823-6850,  out-of-state,  toll  free  800 
527-2145. 


ABILENE:  EMERGENCY  PHYSICIANS— Full-time  positions  available  at 
beautiful  new  full  service  hospital.  Attractive  hourly  guarantee 
($88,000  annually)  with  fee-for-service  incentive.  Excellent  opportunity 
for  career  oriented  emergency  physicians.  Contact  Brenda  Lancaster, 
EmCare,  3600  Gaston,  Suite  802,  Dallas,  Texas  75246.  In  Texas,  214 
823-6850,  out-of-state,  toll  free  800  527-2145. 

INTERNIST  AND/OR  GASTROENTEROLOGIST  wanted  for  space  sharing 
office  arrangement.  X-ray  and  lab  available.  Will  subsidize  if  necessary. 
Suburban  Houston  area.  Please  reply  to  Ad-497,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PRACTICE  AVAILABLE— Central  Texas  town  population  2,000, 
10  miles  from  180-bed  hospital.  Patients  from  industry  and  agriculture. 
Present  physician  nearing  retirement.  Contact  I.  B.  Stephens,  MD,  PO 
Box  38,  Bangs,  Texas  76823. 

WANTED:  FULL-TIME  PHYSICIAN  to  work  family  practice  and  minor 
emergency  in  Bryan,  Texas.  Contact  S.  Nickerson  409  846-4756,  8-5. 

URGENT:  Three  doctor  family  practice.  One  doctor  retiring  and  one 
limiting  practice.  Unique  opportunity  with  no  investment  needed.  Office, 
laboratory,  x-ray  ana  ancillary  personnel  provided.  Excellent  hospital 
facilities  equipped  for  obstetrics  and  surgery.  Call  Lee  Spring,  MD, 
or  Elda  Hart,  manager,  806  247-2754.  Spring  Spring  and  Alexander  and 
Associates,  1307  Cleveland,  Friona,  Texas  /90$5. 

TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  available.  Unique  opportunity  for  career-minded  emer- 
gency physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Physician  compensation  is  based  on  an 
independent  contractor  status  and  fee-for-service  with  minimum  hourly 
guarantee.  Malpractice  is  included.  Board  certified  or  board  eligible 
applicants  send  your  CV  and  application  request  to  Houston  Emer- 
gency Physicians  Associates,  c/o  Ms.  Tyler,  PO  Box  720465,  Houston, 
Texas  77272  or  call  713  776-1081.  

WELL  ESTABLISHED  HOUSTON  CLINIC  offers  a uniaue  opportunity  to 
practice  emergency/family  care.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Dedication  to  high  quality  care,  excellent  patient  empathy  and 
communicative  skills  mandatory.  Excellent  working  conditions  and 
hours.  Fee-for-service  Dr.  J.  A.  Burnett,  Kelsey-Seyoold/Cornerstone, 
4331  Brightwood  Drive,  Houston,  Texas  77068,  713  444-1204. 

TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746^ 

(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54 ,420  annual- 
ly.  Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  '1  uberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  nealth  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 

AMERICAN  TRAINED  PHYSICIAN  capable  of  doing  generalist  medicine 
including  minor  surgery  and  orthopedics,  no  obstetrics,  major  surgery, 
hospitalization  responsibilities.  For  48-  to  60-hour  week,  pay  $5000- 
$6500  a month  on  contract  basis  with  ownership  possible  if  interested. 
Located  in  university  community  with  excellent  social,  recreational, 
and  educational  standards,  two  hospitals,  all  specialties  available. 
Malpractice  insurance  paid.  Please  reply  to  Ad-502,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ER  PHYSICIAN— If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  7 1 5 861-7942.  

EMERGENCY  PHYSICIAN  NEEDED  IMMEDIATELY.  Internist  or  family 
practitioner.  Texas  license  required.  Emergency  clinic  backed  by  in- 
ternists. Prefer  full  time  physician.  Guarantee  $70,000  with  incentives 
and  benefits.  Highly  potential  position.  Submit  CV  to  Ad-462,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

NEED  ASSOCIATE  ASAP,  rapid  growth  area,  established  clinic  in 
Houston,  FP,  minor  emergency,  new  hospital,  good  salary.  Tremendous 
opportunity.  Send  CV  to  Cypress  Lakewood  ETC,  10720  FM1960  West, 
Houston,  Texas  77070  or  call  713  890-3010. 

TEXAS:  EMERGENCY  DEPARTMENT  LOCUM  TENENS  and  weekend 
coverage  available  in  various  locations.  Competitive  hourly  rate  in- 
cludes malpractice  insurance.  Contact  Emergency  Consultants,  Inc., 
2240  South  Airport,  Traverse  City,  Michigan  49684;  1-800-253-1795. 

EXPANDING  PAIN  CLINIC  seeking  physician  interested  in  acute  and 
chronic  pain  management.  Will  train  in  nerve  block  techniques  and 
other  pain  therapy.  Clinic  located  near  Houston,  Bay  and  lake  recrea- 
tional area  with  excellent  schools.  Reply  in  strict  confidence  to  Ad-504, 
TEXAS  MEDICINE,  1801  North  Lamar,  Austin,  Texas  78701. 

EMERGENCY  MEDICINE— TEXAS  GULF  COAST.  Career  oriented,  full 
time,  few,  if  any,  weekends.  Flexible  scheduling,  competitive  salary, 
insurance  paid.  Please  reply  to  Ad-505,  TEXAS  MEDICINE,  1801  North 
Lamar  BlvcL,  Austin,  Texas  78701. 

POSITION  AVAILABLE:  Seeking  board  certified  or  board  eligible 
medical  hematologist/oncologist  to  join  nine  member  multispecialty 
clinic  in  San  Antonio,  Texas.  Contact  Robert  I.  Knapp,  Administrator, 
Skinner  Clinic,  124  Dallas  Street,  San  Antonio,  Texas  78205. 

WANTED:  PHYSICIAN  with  hair  transplant  experience.  Does  not  have 
to  be  plastic  surgeon.  For  office  practice  of  h'-’’"  transplantation.  Send 
resume  to  4023  Woodlawn,  Pasadena,  Texas  77504. 

STUDENT  HEALTH  SERVICE  PHYSICIAN,  modern  clinic.  East  Texas 
recreational  area,  competitive  salary,  liberal  benefits.  Contact:  Per- 
sonnel Department,  Sam  Houston  State  University,  Huntsville,  Texas 
77341,  409  294-1069.  AA/EEO. 

OB/GYN  BOARD  CERTIFIED  or  eligible,  to  join  staff  of  Women's 
Clinic.  35,000+  progressive  suburban  community  on  the  Texas  Gulf 
Coast  Serving  seven  counties.  Excellent  hospital.  Send  CV  to  Ad-507, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PULMONARY  PHYSICIAN  TO  JOIN  pulmonologist  in  major  Texas  city. 
Hospital  and  office  consultations,  respiratory  intensive  care,  pulmonary 
function  testing,  fiberoptic  bronchoscopies.  Position  immediately  avail- 
able. Please  send  resume  to  Ad-508,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PRACTITIONER  AND  GENERAL  INTERNIST  for  a newly  built 
clinic  to  join  two  other  physicians.  Terms  negotiable.  Please  write  or 
call  Southpark  Medical  Clinic,  2020  Lindbergh,  Tyler,  Texas  75703. 


OB,  GENERAL  SURGEON,  PEDIATRICIAN— Friendly  Panhandle  Com- 
munity of  13,000.  Thriving  economy,  close  to  skiing,  service  area  of 
30,000  has  no  coverage  in  these  specialties.  80-bed,  full  service  hospital. 
Office,  relocation,  and  other  incentives.  Contact  Administrator,  Memo- 
rial Hospital,  Dumas,  Texas  79029;  806  935-7171. 

RADIATION  ONCOLOGIST  NEEDED  to  work  for  another  physician  in 
McAllen,  Texas  to  diagnose  and  treat  malignant  lesions  of  patients 
with  cancer  using  x-rays  and  radioactive  substances.  Examine  internal 
structures  and  functions  of  organ  systems,  making  correlation  of  x-ray 
findings  with  other  exams  and  tests.  Physician  will  establish  protocol, 
design  and  diagnosis  of  radiation  therapy  treatment  for  patients.  Treat 
malignant  internal  and  external  growths  by  exposure  to  radiation  from 
x-rays,  high  energy  sources,  ana  natural  and  man-made  radioisotopes 
directed  at  or  implanted  in  affected  areas  of  body.  Must  have  two 
years'  experience  in  radiation  oncology,  be  board  certified  in  radiology, 
nave  completed  internship,  three  year  residency  and  two  year  fellow- 
ship in  radiotherapy  oncology.  Salary  $50,000  per  year;  40  hours  per 
week.  Apply  at  the  Texas  Employment  Commission,  McAllen,  Texas  or 
send  resume  to  Texas  Employment  Commission,  TEC  Building,  Austin, 
Texas  78778,  JO  #3663015.  Ad  paid  for  by  an  equal  employment  oppor- 
tunity employer. 

POSITION  AVAILABLE  for  board  certified  or  board  eligible  plastic 
surgeon.  Please  send  resume  to  Cosmetic  Surgery/Galleria,  Inc.,  5085 
Westheimer,  Suite  4848,  Houston,  Texas  77056-5609,  713  623-2889. 

EXPANDING  TEXAS  MULTISPECIALTY  GROUP— Dallas/Ft.  Worth  area, 
requires  BE/BC  urologist  Competitive  salary.  Extensive  benefits.  Direct 
inquiry  and  CV  to:  Medical  Director,  Kaiser  Permanente  Medical  Care 
Program,  12720  Hillcrest,  #600,  Dallas,  Texas  75230. 

MULTI-  AND  SINGLE  SPECIALTY  groups  in  Dallas/Fort  Worth,  Central 
and  North  Central  Texas  seek  associates  for  family  practice,  pediatrics, 
internal  medicine,  surgery.  Also,  positions  available  with  minor  emer- 
gency centers  and  HMO.  For  information  without  cost  or  obligation, 
contact:  Physician  Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128.  

PRIVATE  PRACTICE  OPPORTUNITIES— Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  association 
with  our  full-service,  JCAH  accredited  hospitals  in  West  Texas.  Ideal 
opporunities  are  available  in  general/family  practice,  internal  medicine, 
OB/GYN  and  orthopedic  surgery  as  well  as  other  disciplines.  Excellent 
financial  incentives,  in  addition  to  practice  start-up  assistance  and 
practice-building  support  available.  For  further  information,  send  cur- 
riculum vitae  to:  Cheryl  Newman,  Director  of  Physician  Recruitment, 
Summit  Health  Ltd.,  4070  Laurel  Canyon  Blvd.,  Studio  City,  California 
91604;  818  985-8386. 

FAMILY  PRACTITIONER — Outstanding  private  practice  opportunity 
available  for  a board  certified  or  eligible  practitioner  in  Texas  Pan- 
handle. Well  established  family  practitioner  retiring  Income  guarantee, 
clinic,  equipment  and  personnel  provided  until  established.  Clinic  ad- 
jacent to  hospital.  Submit  CV  to  Perry  Foster,  Administrator,  Collings- 
worth County  Hospital  District,  1014  15h  Street,  Wellington,  Texas 
79095. 
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FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  San 
Antonio,  Texas  to  provide  medical  services  to  patients  including 
pediatrics,  geriatrics,  surgery,  obstetrics/gynecology  and  emergency 
room.  Comprehensive  medical  services  for  members  of  family  on  con- 
tinuing basis.  Examine  patients;  elicit  and  record  information  about 
patients'  health;  order  or  execute  various  tests  and  x-rays  on  patients' 
condition.  Analyze,  report  and  diagnose  condition;  administer  treat- 
ments and  medications.  Vaccinate  patients  to  immunize  them  from 
communicative  disease.  Refer  patients  to  specialists  when  necessary. 
Must  have  one  year's  internship  and  one  year's  experience  in  family 

Practice.  Salary  $40,000  per  year;  40  hours  per  week.  Apply  at  the 
exas  Employment  Commission,  San  Antonio,  Texas  or  send  resume  to 
Texas  Employment  Commission,  TEC  Building,  Austin,  Texas  78778,  J.O. 
#3660920.  Ad  paid  for  by  an  equal  employment  opportunity  employer. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


ANESTHESIOLOGIST — BOARD  ELIGIBLE  with  excellent  training  in  all 
types  of  anesthesia.  Currently  in  practice,  desires  relocation  in  Central 
Texas.  Texas  licensed.  Part-time  or  full-time.  Available  immediately. 
Please  reply  to  Ad-487,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ARE  YOU  AWARE  OF  how  a Physician's  Assistant  may  benefit  your 
busy  specialty  practice?  P.A.  student  wishes  to  contact  a specialty 
practice  for  a preceptorship  with  the  possibility  of  employment  after 

?raduation.  Send  inquiries  to:  P.A.S.,  310  Church,  Apt.  #18,  Galveston, 
exas  77550  or  call  409  762-2543. 


GASTROENTEROLOGIST — board  certified,  with  four  years  practice 
experience,  university  trained,  skilled  in  all  GI  procedures  including 
ERCP.  Seeks  association  or  group  practice.  Licensed  in  Texas  and 
California.  Contact:  Robert  J.  Manning,  MD,  1691  Nob  Hill  Place,  Dallas, 
Texas  75208. 


BOARD  CERTIFIED  RADIOLOGIST  with  experience  and  training  in  all 
diagnostic  modalities,  nuclear  medicine,  ultra  sound,  seeking  asso- 
ciation with  small  group  or  clinic.  Available  immediately.  Reply  to 
Ad-503,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST — LOCUM  TENENS.  BC,  non-invasive  diagnostic  radi- 
ologist, including  NM  and  US,  with  over  two  years  experience  in 
locum  work  in  North  Central  Texas.  I provide  insurance  and  reasonable 
rates.  Brief  CV  and  references  on  request  to:  Radiology  Locums,  317 
Corsicana  St.,  Hillsboro,  Texas  76645;  817  582-9295,  evenings. 


FAMILY  PRACTICE — BC,  well  qualified,  University  of  Minnesota  gradu- 
ate. 20  years  same  northern  Minnesota  practice.  Wishes  North  Dallas 
suburb  relocation.  Extensive  experience  OB,  medicine,  surgery,  ER, 
orthopedics.  Will  consider  group,  solo,  ER.  Reply  to  Ad-509,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST:  Recent  graduate.  Residency  and  fellowship,  US 
medical  school.  Two  years  experience.  All  types  anesthesia.  Current 
Texas  license.  Available  on  short  notice.  Please  reply  to  Ad-511,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


NORTH  DALLAS — FAMILY  PRACTICE  for  sale.  Net  income  120K  plus 
for  a four  day  week.  Priced  to  sell  with  100%  3rd  party  financing. 
Board  certification  required.  Serious  principals  send  resume  to  3511 
Golfing  Green,  Dallas,  Texas  75234. 


BRUMBY  AND  MELSON  ROCKERS®  available  by  mail  for  home  and 
office.  Also  other  fine  rocking  chairs  in  wood  and  leather.  Write  for 
one  free  catalog.  The  Rocker  ShopTM  of  Marietta,  GA,  P.O.  Box  12, 
Dept.  TMA,  Marietta,  GA  30061,  404  427-2618 


AUSTIN— INTERNAL  MEDICINE— RETIRING.  Well-established  practice 
for  sale.  Office  for  lease,  20  or  more  parking  spaces  immediately  ad- 
jacent. Full  time  laboratory,  ample  examining  rooms,  equipment  and 
furniture  Most  complete  records  extending  over  many  years  on  each 
patient.  If  interested,  please  apply  to  Box  5052,  Austin,  Texas  78763. 


WELL  ESTABLISHED  FAMILY  PRACTICE  in  Southeast  Texas  town  of 
8,000,  one  and  a half  hours  from  Houston,  Practice  established  31 
years  ago.  Gross  over  $250, 000/year,  mostly  outpatient.  Six  blocks  from 
excellent  community  hospital.  Latest  in  automated  lab,  x-ray  with 
automatic  processor,  physical  therapy,  EKG,  etc.  High  quality,  honest 
employees.  OB  optional.  Area  provides  excellent  hunting,  water  sports, 
camping.  Will  introduce.  Owner  continuing  education.  Reply  to  Ad- 
493,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  FOR  SALE— Amarillo.  Established  1976,  no  OB  or 
surgery,  good  new  patient  flow.  Two  year  old  office  adjacent  to  2 
hospitals,  cancer  center  in  growth  area  with  good  housing/schools. 
Owner  specializing.  Office  equipment  included  for  walk-in  practice; 
price  negotiable.  Contact  Michael  E.  Byrne,  MD,  806  358-4516. 


SALES,  ACQUISITIONS,  AND  APPRAISALS  for  professional  practices  and 
health  care  facilities  Better  business  specialists  since  1965.  Statewide 
network.  Woodyard  <S  Associates,  Certified  Business  Counselors,  Pat 
Huntington,  Broker,  713  688-2201. 


FAMILY  PRACTICE — ROCKWALL,  TEXAS  (20  miles  from  Dallas  on  Lake 
Ray  Hubbard),  busy,  no  OB,  well  established,  six  figure  gross,  rapidly 
growing  area.  Call  214  722-5333  or  write  104A-2313  Ridge  Road,  Rock- 
wall, Texas  75087.  Scott  K.  Ross,  MD. 


FAMILY  PRACTITIONER  OR  GENERAL  practitioner  needed  immediately 
to  take  over  active  practice  left  due  to  sudden  death  of  doctor  in  Alice, 
Texas.  Solo  practice  established  for  25  years;  48  miles  southwest  of 
Corpus  Christi,  Texas.  Will  rent  fully  equipped  office  building;  1,648 
square  feet,  four  examining  rooms,  lab-small.  X-ray.  Will  sell  equip- 
ment for  appraised  value.  Financing  available.  Experienced  employees 
available.  Close  to  hospital  and  good  schools.  Contact:  Mr.  Hector 
Lopez,  administrator  for  the  estate,  512  664-3363  or  512  664-6866. 


SOUTH  AUSTIN.  60,000+  people  live  within  a 2-mile  radius.  Locate 
your  practice  where  the  people  live  and  be  convenient  for  your 
patients.  Office  condominiums  in  our  medical  and  dental  park  are 
available  for  lease  or  sale.  Join  other  successful  doctors  who  have 
started  their  practice  at:  Cannon  Professional  Park,  1110  William  Can- 
non Drive,  Austin,  Texas.  Call  Barbara  McEachern  or  Kevin  Wood- 
worth  at  Pence  Properties,  512  476-9200.  Our  rent  is  only  $10.80  per  sq. 
ft.  per  year,  with  an  option  to  purchase. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  large  t specialty 
space  in  Texas  There  is  an  excellent  pharmacy,  radiology  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FOR  SALE — Active  practice,  ideal  location,  full  privileges.  Owner  wants 
out  of  the  rat  race.  Preter  board  certified  FP.  Ralph  C.  Bailey,  MD, 
1720  East  Austin  Street,  Nacogdoches,  Texas  75961;  phone  409  564-1213 
after  5 pm. 


FOR  RENT— COLORADO,  VAIL  RACQUET  CLUB— two  bedroom,  two 
bath,  sleeps  four-six,  TV,  fireplace,  indoor  tennis,  jacazzi,  racquetball, 
squash.  Free  transportation.  Below  market  rates.  John  Maloney,  MD, 
3213  Shore  Road,  Fort  Collins,  Colorado  80524;  303  484-6293  evenings. 


SAN  ANTONIO — Family  practice  for  sale  in  growing  new  area  of  city. 
New  office,  1600  square  feet  of  leased  space,  full  equipment.  Good 
opportunity  for  FP  office,  or  minor  ER.  Reply  to  Ad-506,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EQUIPMENT  FOR  SALE — Universal  x-ray  with  all  accessories,  barely 
used,  one  third  off.  Also,  almost  new  Defib,  stretchers  (2),  desk,  and 
overbed  table.  All  prices  reduced  from  recently  closed  clinic.  Call  713 
495-8458  after  6 p.m. 


SKI  COLORADO — STEAMBOAT  SPRINGS:  Private  townhouse.  Four  bed- 
room, four  baths.  Sleeps  12.  Fully  furnished.  GE  kitchen,  washer/dryer, 
cable  TV,  two  fireplaces.  Heated  two  car  garage.  Ski  on/off  slope 
to/from  gondola.  Very  quiet  surroundings.  Richard  L.  Pentold,  MD,  1908 
Pawnee  Drive,  Fort  Collins,  Colorado  80525;  303  484-2255. 


MEDICAL  EQUIPMENT  FOR  SALE — Midmark  Trend  IV  power  table 
purchased  August  17,  1984.  One  year  manufacturer's  warranty.  Hardly 
used,  $5250.  Krymed  Cryotherapy  unit  and  large  tank.  Purchased  June 
1984.  One  year  manufacturer's  warranty,  $1850.  Cambridge  650  EKG 
machine  and  all  supplies.  One  year  old,  $2000.  Other  assorted,  almost 
new,  top-quality  equipment.  Replies/offers  to:  P.O.  Box  790636,  Dallas, 
Texas  75379;  214  991-1346. 


GENERAL  PRACTICE— CORPUS  CHRISTI  for  sale.  Gross  $60,000+  for 
two  day  week.  Opportunities  for  full  time  practice  with  high  income. 
Reply  to  Ad-510,  TEXAS  MEDICINE,  1801  N.  Lamar  Blvd.,  Austin,  Texas 
78701. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION:  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 
practice  medicine  while  we  help  keep  your  communication  lines  open. 
Our  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  ofters  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


1985  CME  CRUISE/CONFERENCES  on  selected  medical  topics — Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PnA)  and 
AAFP  prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships,  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  N.Y.  11746;  516  549-0869. 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 
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THE  HUMAN  FACTOR 

otipnts  Over  three  thousand  people 
The  human  factor  is  killing  wrong  blood.  More  deaths  from 

died  in  1953  from  blood  transfusions  of  the  w * frQm  aU  anesthesia. 

db,ood  transfusion  than  from  -g*-***  blood-the  wrong  patient. 

Studies  show  that  less  thar ^^fgo^we™  due  to  7hehuman  element- 
attending  physician  d.dn  t make 

stick  that  vein.  more  bi0od  being 

Yes,  our  science  is  ahead  of  us  And j*»  « ^ medical  audit  study 

used  Unnecessary  transfusions  may  SP  U error-given  without 

o?  the  abuse  of  transfusions  showed  one-third^^  ^ .g  nQW  being  given 

at^tte^te'of'^ei^pints'per 'hospital  ^bed^per  ^®a^^^be^alertSt(fdai^M^' 

Strrtrkeeapbaa  eyeful  check  show  a 5%  reaction  rate  -*o 
and  minor  reactions. 

rfWARE  and  bk  aware 

BEWAKf  YOURSELF-Is  this  pint 

1.  Give  blood  for  serious  need  only. 

”“"l  Don't  ordjt  Mood  .. . t ''»*»•  M..I  " 

“ » - <>«”  *“  “»”* 
life  of  your  patient.  {or  yQur  patient. 

4.  personally  check  the  abe  of  * during  surgery  (except 

5.  Give  blood  before  and  after  surgery 
for  real  emergency). 

remembeb-the  life  that  the  wroho  blood  takes 

may  be  YOUR  OWN!  


This  ad  appeared  in  the  Texas  State  journal  of 
Medicine  (now  Texas  Medicine)  in  January,  1956. 

Although  the  safety  of  transfusion  therapy  has 
increased  tremendously  since  this  ad,  sponsored  by 
the  Texas  Society  of  Pathologists  was  published, 
judicious  consideration  in  blood  transfusion 
therapy  remains  paramount.  The  patient’s  needs 
and  the  attendant  risk  factors  should  be  duly 
considered  with  each  blood  transfusion.  To 
maximize  benefit  and  minimize  risk,  consider  the 
following: 

1.  Request  Type  and  Screen  (pretransfusion 
studies)  when  appropriate  to  reduce  cross- 
matching and  expense. 

2.  Transfuse  only  when  your  patient’s 
CLINICAL  CONDITION  justifies  trans- 
fusion. 

3.  When  appropriate,  transfuse  blood  com- 
ponents rather  than  whole  blood. 

4.  Utilize  autologous  transfusion  whenever 
feasible. 

5.  Report  cases  of  suspected  posttransfusion 
hepatitis  to  your  blood  bank. 

6.  Judiciously  use  Rh0  immune  globulin  during 
pregnancy  and  immediately  following 
delivery  to  prevent  Rh  hemolytic  disease 

of  newborn. 

A public  service  announcement  sponsored  by  the  TMA  Committee 
on  Blood  Banking  and  Blood  T ransfusion,  and  Texas  Medicine. 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
43  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 
16805  Preston  Bend 
Dallas,  Texas  75248 
Phone  (214)  248-7790 
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FIGHT  LUNG  DISEASE 
WITH  CHRISTMAS  SEALS, 


TAKE  CARE  OF  YOUR  LUNGS. 
THEY’RE  ONLY  HUMAN. 

When  you  give  to  Christmas  Seals,  you’re  not  only  helping 
others,  you’re  helping  yourself.  Because  the  American  Lung 
Association  works  to  keep  everyone’s  lungs  healthy.  By  fighting 
against  smoking,  air  pollution,  asthma,  emphysema,  lung  cancer. 
Giving  to  Christmas  Seals  is  one  of  the  best  ways  there  is  to 
keep  your  lungs  healthy.  Have  a happy,  healthy  holiday! 


AMERICAN 


LUNG  ASSOCIATION 

The  Christmas  Seal  People  ‘ 
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TEXAS  MEDICINE 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


V/ rammer. Jhu/rw yjd 


Bruce  Crim,  Charles  F.  Curtice,  Arthur  F.  Ennis,  Jr. , Keith  H.  Prince,  Daniel  S.  Marley 
Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue,  Suite  570,  Dallas,  Texas  75214.  214/821-4640 
Mark  Lee  Gunter,  Wayne  L.  Kirk,  Suite  155,  7887  Katy  Freeway,  Katy  Hollow  Office  Park,  Houston,  Texas  77024,  713/682-8024 
Michael  Rollans,  Suite  408,  GPM  Building  South  Tower,  800  N.W.  Loop  410,  San  Antonio,  Texas  78216,  512/344-5901 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


JANUARY 
Family  Practice 

Jan  26-31,  1985 

DERMATOLOGY  FOR  NON-DERMATOLOGISTS.  Exelaris  Hyatt  Re- 
gency Hotel,  Cancun,  Mexico.  Fee  $350— physicians,  $200— 
interns,  residents.  Category  1 , AMA  Physician's  Recognition  Award 
1 7 hours.  Contact  Angelika  Langen,  Division  of  Dermatology,  PO 
Box  3135,  Duke  University  Medical  Center,  Durham,  NC  27710 
(919)684-2504 

General  Medicine 

Jan  29,  1985 

SPIRITUALITY  IN  HOLISTIC  MEDICINE  CONCEPTS  Learning  Cen- 
ter, UT  Medical  Branch,  Galveston,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  Rev  S.  Denton  Bassett,  Dept  of  the  Ministry,  H-03,  UTMB, 
Galveston,  TX  77550  (409)761-2425 

Geriatrics 

Jan  12-13,  1985 

6TH  ANNUAL  GERIATRIC  MEDICINE  FOR  THE  PRACTICING  PHY- 
SICIAN UT  Health  Science  Center  at  San  Antonio.  Fee  $100. 
Category  1 , AMA  Physician's  Recognition  Award,  9 hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Obstetrics  & Gynecology 

Jan  24-26,  1985 

7TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA.  Warwick  Post  Oak  Hotel,  Houston  Fee  $400  Category  1 , 
AMA  Physician's  Recognition  Award;  20  hours.  Contact  Lynne  K. 
Tiras  or  Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Jan  31-Feb  3,  1985 

TEXAS  ANESTHESIA  CONFERENCE  FOR  OBSTETRICS.  Hotel  In- 
tercontinental, Houston  Fee  $325— physicians;  $250— CRNA/ 
residents/students.  Category  1 , AMA  Physician's  Recognition 
Award;  14.5  hours.  Contact  Sherry  Smith,  Conference  Coordinator, 
6431  Fannin,  MSMB  3.234,  Houston,  TX  77030  (713)792-5346 

Ophthalmology 

Jan  26,  1985 

RADIAL  KERATOTOMY.  Doubletree  Hotel,  Dallas.  Fee  $95— physi- 
cians, $25— residents  (verification  of  dept  head).  Category  1 , AMA 
Physician’s  Recognition  Award;  5 hours.  Contact  Lela  Breckenridge, 
Director,  Continuing  Medical  Education,  Presbyterian  Hospital  of 
Dallas,  Dallas,  TX  75231  (214)696-8458 

Psychiatry 

Jan  25, 1985 

5TH  ANNUAL  SOUTHWESTERN  COLLOQUIUM  ON  CONSULT- 
LIAISON  PSYCHIATRY.  Learning  Center,  UT  Medical  Branch,  Gal- 
veston, Tex.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Mary  Frances  Schottstaedt,  MD,  Department  of 
Psychiatry  & Behavioral  Sciences,  UTMB,  Galveston,  TX  77550 
(409)761-3476 


Radiology 

Jan  7-11,  1985 

RADIATION  SAFETY  OFFICERS  COURSE  UT  Health  Science  Cen- 
ter at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician's 
Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Sports  Medicine 

Jan  31 -Feb  2,  1985 

12TH  ANNUAL  SYMPOSIUM  ON  SPORTS  MEDICINE  . UT  Health 
Science  Center  at  San  Antonio.  Fee  $1 30.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  1 6 hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Urology 

Jan  31 -Feb  3,  1985 

GENITOURINARY  PATHOLOGY  & RADIOLOGY.  Houston.  Fee 
$225.  Category  1 , AMA  Physician's  Recognition  Award;  25  hours. 
Contact  Alice  Henderson,  Seminars  Coordinator,  Office  of  Educa- 
tion, PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

FEBRUARY 

Anesthesiology 

Feb  7-9,  1985 

3RD  ANNUAL  CHRONIC  PAIN  COURSE.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $250.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  1 7 hours.  Contact  Lila  K.  Lerner  or  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Disease 

Feb  3,  1985 

CARDIOVASCULAR  DISEASES:  UPDATE  AND  REHABILITATION. 
Hyatt  Regency,  Austin,  Tex  Fee  $75 — member;  $80 — nonmember. 
Category  1 , AMA  Physician's  Recognition  Award;  5 hours.  Contact 
Dale  Willimack,  Director,  Department  of  Annual  Session  and  Scien- 
tific Programming,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)477-6704 

Feb  19-22,  1985 

CARDIAC  REHABILITATION:  STATUS  '85  Hotel  Intercontinental, 
Houston.  Fee  TBA  Category  1 , AMA  Physician’s  Recognition 
Award;  20  hours  (symposium),  4 hours  (preliminary  session).  Con- 
tact Michael  L.  Pollock,  PhD,  Director,  Cardiac  Rehabilitation 
Program,  Universal  Services  Rehabilitation  and  Development,  Inc, 
Travis  Centre,  Suite  500,  6655  Travis,  Houston,  TX  77030 
(713)630-6525 

Critical  Care  Medicine 

Feb  13-16,  1985 

CONFERENCE  ON  COMPUTING  IN  CRITICAL  CARE.  Learning 
Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee  before  1/15/85: 
$250— physicians;  $100— students;  after  1 /1 5/85:  $275— physi- 
cians; $125 — students.  Category  1,  AMA  Physician's  Recognition 
Award.  Contact  David  Franklin,  Division  of  Neurosurgery,  UTMB, 
Galveston,  TX  77550  (409)761-3965 
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Dermatology 


Feb  15-16,  1985 

4TH  ANNUAL  SOUTH  CENTRAL  TEXAS  DERMATOPATHOLOGY 
COURSE  AND  ROBERT  FREEMAN  HONORARY  LECTURE  SERIES, 
UT  Health  Science  Center,  San  Antonio,  Fee  $150,  AMA  Physician’s 
Recognition  Award;  ADA;  12  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

General  Medicine 

Feb  1 , 1 985 

SECOND  ADMINISTRATIVE  ASPECTS  OF  CANCER  CONFER- 
ENCE, "THE  ADMINISTRATIVE  ASPECTS  OF  HOME  HEALTH 
CARE."  Four  Seasons  Hotel,  Houston  Fee  $100,  Credit  TBA,  Con- 
tact Jeff  Rasco,  Coordinator,  Conference  Services-  HMB  Box  131 , 
M.D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner  Ave, 
Houston,  TX  77030  (713)792-2222 

Feb  2,  1985 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Hyatt  Re- 
gency, Austin,  Tex.  Fee  $40 — member;  $45 — nonmember. 

Category  1 , AMA  Physician's  Recognition  Award;  4 hours.  Contact 
Dale  Willimack,  Director,  Department  of  Annual  Session  and  Scien- 
tific Programming,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)477-6704 

Feb  26- March  1,  1985 

THIRTY-EIGHTH  ANNUAL  SYMPOSIUM  ON  FUNDAMENTAL  CAN- 
CER RESEARCH,  “IMMUNOLOGY  AND  CANCER."  Shamrock 
Hilton,  Houston.  Fee  $125.  Credit  TBA.  Contact  Jeff  Rasco,  Coordi- 
nator, Conference  Services-HMB  Box  131 , M D.  Anderson  Hospital 
and  Tumor  Institute,  6723  Bertner  Ave,  Houston,  TX  77030 
(713)792-2222 

Internal  Medicine 

Feb  2-9,  1985 

CLINICAL  TOPICS  IN  INTERNAL  MEDICINE  AT  SNOWBIRD.  Snow- 
bird, Utah.  Fee  $350— physicians,  $235— residents.  AMA 
Physician's  Recognition  Award;  AAFP  prescribed;  25  hours.  Contact 
LeRoy  J.  Pickles,  Director,  Continuing  Medical  Education,  Rm  101, 
2401  S 31  st  St,  Temple,  TX  76508  (81 7)740-4083 

Feb  3,  1985 

UPDATE  ON  ANTIBIOTICS.  Hyatt  Regency,  Austin,  Tex.  Fee  $75— 
member;  $80 — nonmember.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  5 hours.  Contact  Dale  Willimack,  Director,  Department 
of  Annual  Session  and  Scientific  Programming,  1 801  N Lamar  Blvd, 
Austin,  TX  78701  (512)477-6704 

Feb  16,  1985 

COMPUTING  & STATISTICS  IN  PATIENT  CARE  IN  NEPHROLOGY. 
Learning  Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee  $85 — 
physicians,  $45— students.  Credit  TBA.  Contact  David  Franklin,  Di- 
vision of  Neurosurgery,  UTMB,  Galveston,  TX  77550-2778 
(409)761-3965 

Obstetrics  & Gynecology 

Feb  15-16,  1985 

ETHICAL  ISSUES  IN  OBSTETRICS  AND  GYNECOLOGY  Michael  E 
DeBakey  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $125. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Carol  J.  Soroka  or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Ophthalmology 

Feb  9,  1985 

ANNUAL  OPHTHALMOLOGY  SOCIETY  MEETING— OCULAR  TU- 
MOR/RETINAL VASCULAR  UPDATE.  Marriott  North,  San  Antonio, 
Tex.  Fee  $100.  Category  1 , AMA  Physician's  Recognition  Award;  7 
hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medi- 
cal School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 


Feb  17-18,  1985 

TOA  COURSE  IN  PRACTICE  MANAGEMENT,  Warwick  Hotel— Post 
Oak,  Houston.  Fee  $30— members;  $30— residents  (with  letter  of 
verification);  $200 — nonmembers.  Category  1 , AMA  Physician's 
Recognition  Award;  1 4 hours.  Contact  Bette  McAninch,  Cullen  Eye 
Institute,  6501  Fannin,  Houston,  TX  77030  (713)799-5942 

Pathology 

Feb  21-24,  1985 

3RD  ANNUAL  REVIEW  COURSE  IN  CYTOPATHOLOGY  FOR  PA- 
THOLOGISTS AND  CYTOTECHNOLOGISTS.  UT  Health  Science 
Center  at  San  Antonio.  Fee  TBA.  Category  1 , AMA  Physician’s  Rec- 
ognition Award,  ASC  (Group  R);  IAC;  32  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Pediatrics 

Feb  21 -22,  1985 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS— 1 985. 
Marriot  Hotel  Medical  Center,  Houston.  Fee  $1 75.  Category  1 , AMA 
Physician's  Recognition  Award;  13  hours.  Contact  Lynne  K.  Tiras  or 
Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Plastic  Surgery 

Feb  15-16,  1985 

BASIC  RHINOPLASTY.  UT  Health  Science  Center  at  Dallas  Fee 
$1 50— residents;  $200— nonresidents.  Category  1 , AMA  Physi- 
cian’s Recognition  Award,  1 5 hours.  Contact  Gale  Quilter, 
Coordinator,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Psychiatry 

Feb  13-15,  1985 

9TH  ANNUAL  ALCOHOLISM  CONFERENCE,  "ALCOHOLISM: 
NATURE  AND  NURTURE  " Holiday  Inn  Downtown,  El  Paso,  Tex.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Vicki  Hollander,  Texas  Tech  University  Health  Science  Center,  Office 
of  Continuing  Medical  Education,  Lubbock,  TX  79430 
(806)743-2929 

Feb  28,  1985 

TREATING  THE  TEENAGER,  PART  V.  UT  Health  Science  Center  at 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Jan  Jacobs,  Coordinator,  Divi- 
sion of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

Feb  4-8,  1985 

RADIOTHERAPY  TREATMENT  PLANNING  ANATOMY.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Peb  4-9,  1985 

DIAGNOSTIC  IMAGING— CT,  MRI,  AND  ULTRASOUND  Montego 
Bay,  Jamaica.  Fee  before  1 1 /2/84,  $300— physicians;  after  1 1 /2/84, 
$350— physicians;  $200— residents  and  fellows.  Contact  Dolly 
Christensen,  Director  of  Radiology  Postgraduate  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2502 
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Pediatrics 


Feb  11-15,  1985 

BASIC  RADIOLOGICAL  HEALTH,  UT  Health  Science  Center  at  San 
Antonio,  Fee  $500,  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

Feb  15-16,  1985 

32ND  ANNUAL  SINGLETON  SURGICAL  SOCIETY  MEETING. 
Learning  Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee  TBA. 
Credit  TBA,  Contact  Sharlene  Bonetti,  Secretary,  Singleton  Surgical 
Society,  PO  Box  140,  UTMB,  Galveston,  TX  77550  (713)333-9720 

Feb  21  -23,  1985 

SURGICAL  UPDATE:  1 985.  Lincoln  Hotel,  Dallas.  Fee  $300;  $150 — 
residents  (with  letter  from  chairman).  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  prescribed;  22  hours.  Contact  Depart- 
ment of  Surgery,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-3531 

MARCH 

Anesthesiology 

March  1 -3,  1985 

REFRESHER  COURSE  IN  ANESTHESIOLOGY.  Lubbock  Memorial 
Civic  Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Texas  Tech  University 
Health  Science  Center,  Office  of  Continuing  Medical  Education, 
Lubbock,  TX  79430  (806)743-2929 

Family  Medicine 

March  28-31,  1985 

TENTH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW 
Gunter  Hotel,  San  Antonio,  Tex.  Fee  $125.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  AAFP  prescribed;  24  hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

General  Medicine 

March  6-8,  1985 

TREATMENT  OF  CANCER  IN  THE  NECK.  Warwick  Post  Oak  Hotel, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award;  15.5  hours.  Contact  Jeff  Rasco,  Coordinator,  Conference 
Services — HMB  Box  131,  M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute, 6723  Bertner  Ave,  Houston,  TX  77030  (713)792-2222 

Internal  Medicine 

March  9-16,  1985 

CLINICAL  GYNECOLOGIC  ENDOCRINOLOGY.  Park  City,  Utah.  Fee 
$325 — physicians;  $225 — residents.  Category  1 , AMA  Physician’s 
Recognition  Award,  AAFP  prescribed;  20  hours.  Contact  LeRoy  J 
Pickles,  Director,  Continuing  Medical  Education,  Scott  & White, 
Room  1 01 , 2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-4083 

Ophthalmology 

March  29-30,  1985 

7TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM. 
Doubletree  Hotel,  Dallas  Fee  for  physicians  before  1/15/85,  $225; 
after  1/15/85,  $250 — physicians;  $75 — residents.  Category  1 , AMA 
Physician’s  Recognition  Award;  12  hours.  Contact  Lela  Brecken- 
ridge,  Director,  Continuing  Medical  Education,  Presbyterian 
Hospital  of  Dallas,  Dallas,  TX  75231  (214)696-8458 
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March  13-16,  1985 

SYMPOSIUM  ON  PREVENTION  OF  PEDIATRIC  INFECTIONS  AND 
5TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR. Las  Vegas.  Fee  $250;  $1 75 — residents.  Category  1 , AMA 
Physician’s  Recognition  Award;  21  hours;  AAFP  prescribed;  1 8.5 
hours.  Contact  Marian  Troupe,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3439 

Psychiatry 

March  7-10,  1985 

25TH  ANNUAL  TITUS  HARRIS  SOCIETY  MEETING.  Waco,  Tex.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  E.A. 
Zein-Eldin,  MD,  Titus  Harris  Clinic,  200  University  Blvd,  Suite  620, 
Galvston,  TX  77550  (409)765-6321 

Physical  Medicine  and  Rehabilitation 

March  4-6,  1985 

FUTURECARE  A SYMPOSIUM  ON  CLINICAL  APPLICATIONS  OF 
TECHNOLOGY  TO  REHABILITATION,  Gunter  Hotel,  San  Antonio, 
Tex.  Fee  before  1 /31  /85,  $1 25;  after  1 /31  /85,  $1 50.  Category  1 , 
AMA  Physician’s  Recognition  Award;  1 7 hours.  Contact  Marjorie  S. 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UT  Health  Science  Center  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

March  18-28,  1985 

1 9TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION.  Holiday  Inn  Medical  Center,  Houston. 
Fee  TBA.  Credit  TBA.  Contact  Vicki  Forgac  or  Lila  Lerner,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor 
Plaza  Room  184-A,  Houston,  TX  77030  (713)799-6020 

Toxicology 

March  18-22,  1985 

CURRENT  CONCEPTS  IN  TOXICOLOGY  ANALYTICAL  METH- 
ODOLOGY. UT  Health  Science  Center,  San  Antonio,  Tex.  Fee  $625. 
Category  1 , AMA  Physician’s  Recognition  Award;  35  hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Urology 

March  8-10,  1985 

ENDOUROLOGY.  Houston.  Fee  $230 — members;  $260 — non- 
members. Category  1 , AMA  Physician's  Recognition  Award;  1 6 
hours.  Contact  Alice  Henderson,  Seminars  Coordinator,  Office  of 
Education,  PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

APRIL 

Family  Medicine 

April  29-May  3,  1985 

9TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Houston. 
Contact  Carol  Soroka  or  Lynne  Tiras,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza  Room  1 84-A, 
Houston,  TX  77030  (713)799-6020 

General  Medicine 

April  12-13,  1985 

MEDICAL-LEGAL  CONCERNS  IN  THE  HOSPITAL  SETTING.  Dallas. 
Contact  Vicki  Hollander,  Texas  Tech  University  Health  Science  Cen- 
ter, Office  of  Continuing  Medical  Education,  Lubbock,  TX  79430 
(806)743-2929 

April  15-20,  1985 

1985  FAMILY  PRACTICE  REVIEW.  Galveston,  Tex.  Contact  Gayle 
McKay,  Coordinator,  Office  of  Continuing  Education,  J-34,  UTMB, 
Galveston,  TX  77550  (409)761-2934 


TEXAS  MEDICINE 


April  19-21,  1985 

PEDIATRICS  FOR  THE  PRACTITIONER.  Location  TBA.  Contact  Mar- 
jorie Foutz,  EdD,  Conference  Coordinator,  Medical  School 
Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  26-28,  1985 

NUTRITION.  Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Obstetrics  & Gynecology 

April  1 -3,  1985 

CURRENT  CONCEPTS  1985:  ISSUES  AND  ANSWERS  IN 
OBSTETRICS  AND  GYNECOLOGY  Houston  Contact  Lynne  K 
Tiras,  Program  Coordinator,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Plastic  Surgery 

April  17-19,  1985 

8TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
Boerne,  Tex.  Contact  Martha  Berlin,  Coordinator,  Office  of  Continu- 
ing Education,  J-34,  UTMB,  Galveston,  TX  77550-2782 
(409)761-2934 

Radiology 

April  9-10,  1985 

JCAH,  STATE  & FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  QUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS 
Location  TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

April  22-24,  1985 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  Location 
TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (512)691-6295 

Urology 

April  18-20,  1985 

UROLOGIC  ONCOLOGY.  Horseshoe  Bay,  Tex  Contact  Jan 
Ogletree,  MD,  1313  Red  River,  Austin,  TX  78701  (512)474-6676 

MAY 

Allergy 

May  31  -June  3,  1985 

SOUTHWEST  ALLERGY  FORUM.  San  Antonio,  Tex.  Contact  Paul 
Ratner,  MD,  601  Oak  Hills  Medical  Bldg,  San  Antonio,  TX  78229 

Internal  Medicine 

May  28-31,  1985 

UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Contact  Gale  Quilter, 
Coordinator,  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Obstetrics  & Gynecology 

May  2-5,  1985 

MENSTRUATION:  CLINICAL  APPLICATIONS  & SOCIOCULTURAL 
IMPLICATIONS.  Galveston,  Tex.  Contact  Martha  Berlin,  Coordinator, 
Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761  -2934 

Orthopedic  Surgery 

May  10-12,  1985 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW  Dallas  Con- 
tact June  Bovill,  Coordinator,  Continuing  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 


Pathology 

May  16-18,  1985 

SURGICAL  PATHOLOGY  IV.  Dallas.  Contact  Gale  Quilter,  Coordi- 
nator, Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

May  13-17,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  Location  TBA.  Contact  Mar- 
jorie Foutz,  EdD,  Conference  Coordinator,  Medical  School 
Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

May  20-24,  1985 

RADIATION  SAFETY  OFFICERS  COURSE.  Location  TBA.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

JUNE 

Ophthalmology 

June  6-8,  1985 

1ST  INTERNATIONAL  CORNEA  AND  EYE  BANKING  SYMPOSIUM 
San  Diego.  Contact  Lila  Lerner  Symposium  Coordinator,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Pediatrics 

June  10-14,  1985 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART.  Hilton  Head  Island,  SC.  Contact  Vicki  L.  Forgac,  Pro- 
gram Coordinator,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

June  13-15,  1985 

1985  ANNUAL  PEDIATRIC  REVIEW  & UPDATE.  Galveston,  Tex. 
Contact  Gayle  McKay,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550-2782  (409)761-2934 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (7 1 3)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 
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Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Free.  Category  1 , AMA  Physician's  Recognition  Award;  1 
hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 1 5th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Ave,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY, (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350  Category  1,  AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


pital  subscription  program.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Phyllis  Wood,  Coordinator,  Telecon- 
ference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


JANUARY 

AMERICAN  SOCIETY  FOR  PARENTERAL  AND  ENTERAL  NUTRI- 
TION, Miami  Beach,  Jan  21  -24,  1 985.  Donna  M.  Baudrau, 

Meetings  Manaqer,  ASPEN,  1 025  Vermont  Ave,  NW,  Washington, 
DC  20005 

AMERICAN  SOCIETY  FOR  RECONSTRUCTIVE  MICROSURGERY, 
Las  Vegas,  Jan  17-19,  1985  Berish  Strauch,  MD,  3331  Bainbridge 
Ave,  Bronx,  NY  10467 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH,  New  Orleans, 
Jan  30-Feb  1 , 1985.  Henry  G.  Herrod,  MD,  Secretary-Treasurer, 
SSPR,  University  of  Tennessee  Center  for  Health  Sciences,  PO  Box 
63656,  Memphis,  TN  38163 

FEBRUARY 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Feb  1 -3, 1985.  C 
Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

MARCH 

■AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  San  Antonio,  March  28-30,  1985.  Elaine  Galasso, 
Executive  Secretary,  ASCPT,  1718  Gallagher  Rd,  Norristown,  PA 
19401 

APRIL 

■TEXAS  COUNCIL  ON  FAMILY  RELATIONS,  Austin,  April  18-19, 
1985  Dr  Preston  Dyer,  216  Guittard,  Waco,  TX  76706 

MAY 

■TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May  8-12, 1985. 
C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

JULY 

AMERICAN  GERIATRICS  SOCIETY/AMERICAN  FEDERATION  FOR 
AGING  RESEARCH,  New  York,  July  12-17,  1985.  Marilyn  Burton, 

10  Columbus  Circle,  New  York,  NY  10019 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80 — series; 
$20— session.  Category  1 , AMA  Physician’s  Recognition  Award. 
Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network  of 
Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35 — program,  hos- 
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